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PREFACE, 


In  preparing  this  third  e<lition  the  author  has  endeavored,  as  in  the 
past,  to  present  a  practical,  up-to-date,  and  compact  treatise.  His  aim 
has  been  to  avoid  both  the  tediousness  of  an  encyclopaedia  and  the  dis- 
appointing brevity  of  an  epitome,  and  to  present  a  thorough,  systematic 
description  of  the  cognate  subjects  treated  in  this  volume  in  a  terse 
and  clear  manner.  Care  has  been  exercised  not  to  overburden  the  text 
by  describing  in  detail  as  morbid  entities  symptoms  and  conditions 
which  constitute  well-recognized  abnormal  states.  Over-elaboration  of 
rare  anomalous  conditions,  or  malformations  or  unimportant  diseases 
has  been  avoided,  as  well  as  needless  repetitions  in  the  various  chapters. 

The  endeavor  has  been  made  to  present  only  trustworthy  practical 
information,  and  to  omit  surgical  and  therapeutical  procedures  of  little 
or  doubtful  value. 

The  text  has  been  fully  revised  and  many  new  sections  have  been 
added  throughout  the  work,  with  the  view  of  presenting  the  salient 
phases  of  progress. 

The  various  genito-urinary  affections  have  received  full  consideration, 
and  the  aim  of  the  author  has  been  so  to  simplify  the  subject  that  their 
study  shall  be  easy  and  luminous.  Due  attention  has  been  paid  to  the 
description  of  the  diiferent  operations  upon  the  genito-urinary  system, 
and  the  various  new  operative  procedures  will  also  be  found. 

In  all  matters  relating  to  treatment,  surgical  or  medical,  the  author 
has  aimed  at  presenting  wholesome,  conservative,  and  practical  direc- 
tions ;  and  while  surgery  proj)er  has  receive<l  full  consideration,  it  has 
been  recognized  that  its  performance  is  but  a  part,  and  not  the  one  aim 
of  therapeusis. 

The  subject  of  gonorrhoea  in  all  its  phases  has  been  exhaustively 
given,  witli  full,  practical,  and,  it  is  hoped,  judicious  treatment.  Atten- 
tion has  been  directed  to  the  fallacies  and  dangers  in  some  of  the 
views  nowadays  advanced  in  the  theraj>eutics  of  this  disease,  and  an 
emphatic  protest  against  them  has  been  made. 

Syphilis  in  all  its  condition's  and  relations  has  been  eomprehensively 
considered,  and  much  care  has  been  exercised  in  the  concise  pn^sentation 
of  a  practical,  methodical  course  of  treatment. 

With  the  exception  of  a  few  all  the  illustrations  in  this  volume  have 
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been  made  under  the  personal  supervision  of  the  author  from  his  own 
cases,  and  in  this  edition  twenty-five  new  ilhistrations  and  twelve  plates 
in  colors  and  momwhrome  have  l>een  adde<l. 

It  is  gratifying  to  mention  the  rapid  exhaustion  of  the  very  large 
second  edition  of  this  work,  and  th(»  appearance  of  an  Italian  translation 
of  it  issued  by  the  Union  Tij>ografico  Editriee  of  Turin. 

I  am  indebted  to  Dr.  Wartl  A.  Holden  for  the  chapters  on  Syphilis 
of  the  Eye  and  of  the  Ear. 

In  j)resenting  this  new  edition  I  venture  to  hope  that  it  will  prove  a 
satisfactory  and  trustworthy  guide  for  practitioners  of  meilicinc*  and 
students  who  desire  information  upim  the  subjwits  therein  considered. 

ROBERT  W.  TAYLOR. 

142  West  Forty-eiohth  Street,  New  York, 
June,  1904. 
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GENITO-URINARY  AND  VENEREAL  DISEASES, 
AND  SYPHILIS. 


CHAPTER   I. 

GONORRHCEA  IN  THE  MALE. 

GrONORRHCEA,  the  mo.«t  frequent  of  all  venereal  diseases,  and  the  one 
essentially  of  sexual  origin,  is  a  virulent  process,  attendeti  by  much  sup- 
puration, which  attacks  chiefly  the  mucous  membrane  of  the  urethra, 
male  and  female,  and  the  |>arts  in  immediate  and  more  remote  anatom- 
ical relation.  The  mucous  membrane  of  the  eye  is  also  particularly 
susceptible  to  its  action.  There  is  no  doubt  that  the  rectal  and  anal 
mucous  membrane  may  \ye  attacked  by  this  process,  but  there  is  much 
doubt  about  the  existence  of  gonorrhoea  of  the  mouth  and  nose.  In 
this  work  the  terms  gonorrhoea  and  urethritis  will  be  used  interchange- 
ably. 

Gronorrhnea  is  mostly  found  in  young  men ;  but  instances  of  children, 
and  even  infants,  being  thus  affected  are  far  from  uncommon.  Toward 
puberty  it  is  very  often  found  in  the  male ;  while  between  the  twentieth 
and  thirtieth  years  its  frequency  of  occurrence  is  greatest.  From  the 
thirtieth  year  onwanl  its  occurrence  grows  progressively  less  frequent, 
but  it  is  seen  in  a  goodly  numl>er  of  cases  of  middle-aged,  and  even  of 
old,  men. 

Gonorrhoea  occurs  much  more  frequently  in  the  male  than  in  the 
female.  The  first  attack  is  usually  more  acute  and  severe  than  are 
subsequent  ones,  which  are  very  often  subacute  in  form  and  chronic  in 
course.  When  many  years  have  elapsed  l)etween  two  infections,  the 
second  may  be  equally  as  severe  as  the  first.  In  very  many  cases  of 
men  who  have  had  in  the  j>ast  an  attack  of  gonorrhoea  acute  urethral 
suppuration  may  Ik*  solely  due  to  sexual  and  alcoholic  excesses,  which 
have  changed  a  chronic  and  dormant  localiz(Hl  inflammation  of  the  ure- 
thra into  a  more  or  less  acute  condition.  This  affection  is  calleil  by 
some  Imstard  gonorrhoea,  and  by  others  simple  urethritis. 

Gonorrhoea  is  one  of  the  most  persistent  diseases  which  attack  mucous 
membranes.  It  invades  the  tissues  deeply,  and  as  a  conseciuence  it  is 
very  often  difficult  to  cure.     After  a  more  or  less  prolonged  chronic 
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stage  it  often  settles  down  into  a  latent  and  dormant  condition  in  a 

liH*:dized  form,  and  may  thus  caiiBO  no  symptoms  for  years.  Then, 
again,  this  oomhtion  of  latency  may  be  frerjuently  varied  by  acute 
attiick.s  of  the  diHjrder. 

In  many  ca.^es  it  jiasses  away  and  leaves  no  bad  effects.  In  others  it 
leads  to  the  development  in  the  male  of  puch  painfn]  com  pli  rat  ions  as 
swelleil  testicle  and  abscess  in  connection  with  the  urethra.  In  the 
female  it  may  lead  to  cystitis,  inflammation  of  the  os  uteri,  the  tubes, 
the  ovaries,  and  even  to  peritonitis.  Its  hmg  duration  in  the  male  ure- 
thra frequently  leads  to  stricture,  with  its  distressing  and  often  fatal 
results  from  bla^lder*  |>rostatle,  and  kiihu'v  complications,  Bv  the  action 
of  the  toxins  which  the  gonorrlifeal  process  gives  forth,  and  also  from 
the  absorption  of  its  viruk'ut  mirroht^s  from  the  urethra  into  the  circu- 
lation, violent  and  painful  inflammations  of  joint-structures,  joints, 
tendinous  sheaths,  barsje,  fascite,  and  fibrous  tissues  are  produced.  In 
many  of  these  inflammations  gouorrhfra  seems  to  prtxhice  a  true  septi- 
ciemia  througli  the  action  of  its  own  virulent  microbe.  In  many  eases 
it  is  very  [probable  that  the  morbitl  action  of  tlie  gonoeoceus  prepares 
the  tissue  for  the  invasion  of  pyogenic  microbes.  By  these  combined 
or  mixed  forms  of  infection  the  whole  organism  may  be  invidved,  and 
severe  illness,  structural  imi>airment  of  partsj  invalidism,  atul  even 
death,  may  be  prixluced.  By  reason  of  this  action  of  the  gonoeoceus 
alone  or  aidetl  by  that  of  otijer  pyogenic  microbes  the  eyes,  the  heart 
and  its  membranes,  the  coverings  of  the  spinal  cord  (and,  it  is  also 
claimed,  those  of  the  brain)  may  be  attacked,  and  serious,  even  fatal 
results  may  follow. 

When  we  rousider  the  vast  range  of  pathological  conditions  which 
gonorrhoea  may  iiutse  or  lead  to,  we  are  ccrtaiidy  warmnte<l  in  assert- 
ing tliat  it  is,  taken  as  a  whole,  one  of  the  most  formidable  and  far- 
reaching  infections  by  which  the  human   race  is  attacked. 

In  the  vast  nuijority  of  cases  c^f  gourjrrhcea  the  gonm'oecns  is  the 
infecting  agent  and  !ii  a  minority  a  number  of  j)yi>gcni<'  microbes, 
notablv  the  sta[»hyl(K*ocri  and  strcptoeoeei,  arc  the  causa tivt^  fart(>rs. 

Predisposing  Conditions  and  Causei.— The  size  and  conditions  of 
the  penis  are  frctjuently  factors  in  the  contracting  of  gonorrhoea,  Thiis 
a  very  hmg  organ  is  frerpieutly  infected  by  pus  frcun  the  uterine  neck 
or  fornix  vaginie,  while  a  shc»rter  one  may  escape.  A  very  hirge  and 
thick  organ  nuiy  give  ritse  to  friction  and  irritation,  and  in  that  way 
beermie  iiifectcib  Patients  with  naturally  large  meatuses,  and  jmrticu- 
larly  those  in  whom  unnecessarily  large  meatotomy  has  been  practised, 
are  also  very  susceptible.  A  nu'atus  which  opens  on  the  under  surface 
of  the  glaus  rescmblitig  hypospadias,  and  the  cnnditifui  of  hypospadias 
itself,  pn  flispose  its  Ix^arrr  to  gonorrhieal  infection.     Thr^i,  again,  cases 


THE  QONOCOCCUS.  19 

are  seen  in  which  this  form  of  the  opening  exists,  and  with  it  shortness 
and  tightness  of  the  frsenuni,  and  perhaps  of  the  prepuce.  In  such 
cases  there  are  much  redness  of  the  fossa  navicularis  and  a  marked  ten- 
dency to  acquire  gonorrhoea.  In  these  cases,  and  in  those  of  hypospadias 
where  the  meatus  is  thus  placed  low  in  the  glans,  it  is  probable  that  the 
secretions  of  the  vagina,  which  gravitate  to  its  posterior  wall,  are  sucked 
in  by  capillary  attraction,  and  find  easy  entry  into  the  fossa  navicularis 
and  urethra,  and  there  produce  infection. 

In  fact,  any  structural  condition  that  causes  hyperaemia  of  the  dis- 
tal part  of  the  penis  may  render  its  bearer  liable  to  contract  gonorrhoea. 

Long-continued  copulation,  particularly  in  persons  under  the  influ- 
ence of  alcoholics,  is  a  potent  factor  of  infection.  In  such  cases  ejacu- 
lation is  much  delayed,  the  penis  and  vagina  are  much  irritated,  and 
gonorrhoea  very  frequently  follows.  Indeed,  venereal  excesses  are 
common  and  prolific  causes  of  gonorrhoea.  Persons  who  have  recently 
recovered  from  an  attack  of  gonorrhoea  are  especially  predisposed  to 
subsequent  infections. 

There  can  be  no  question  that  in  some  cases  of  early  syphilis  the 
distal  parts  of  the  urethra  are  rendered  more  prone  to  the  invasion  of 
gonococci  and  other  microbes.  This  tendency  may  be  brought  into 
action  by  abnormal  conditions  of  these  parts,  and  may  exist  in  cases 
where  no  abnormality  is  present.  An  active  syphilitic  diathesis  can 
undoubtedly  be  at  the  root  of  the  persistence  of  a  gonorrhoea,  and  may 
also  be  a  factor  in  the  induction  of  relapses.  It  must  be  borne  in  mind 
that  the  disease  then  is  not  syphilitic  in  nature.  It  is  an  infective 
urethritis,  due  to  micro-organisms,  occurring  in  a  syphilitic  in  whom 
the  diathesis  is  still  active  and  whose  tissues  are  more  vulnerable  to 
irritation  and  microbic  invasion  than  those  of  a  previously  healthy 
person. 

THE    GONOCOCCUS. 

The  gonococcus  is  clearly  revealed  to  the  eye  by  means  of  staining- 
processes  and  by  the  microscope  with  a  high  power  and  oil-inmiersion, 
using  at  least  a  ^-inch   lens.     It  is  a  relatively  large  micrococcus, 
nearly  always   appearing  as   a   diplcxioccus.     It   measures   0.8  to    1.6 
micromillimetres  in  length  and  0.6  to  0.8  micro- 
millimetres  in  breadth.    The  gonococci  are  usually  ^^^^  l- 
found  in  pairs,  each  half  of  the  diplococcus  being        W  ^  ^  ^  ^ 
of  kidney  shape,  and  the  two    thus    resemble   a  W  tf 
coffee-bean  or  a  French  roll.     Occurring  thus  in     '  coccus"<after  Bumm). 
pairs,    they    lie    close    together,    their    flattened 

surfaces   being  in  close   coaptation  and    their   outer   margins   convex. 
Between  each  coccus  is  a  very  narrow  split  which  shows  as  a  bright 
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line.  In  the!>c;  |Kirticijlars  tlu^  gonoeoccus  resembles  otlier  diplococ^ci. 
In  its  iiiuhipUt'atioii  this  dipI<)coccim  divides  by  a  transverse  cleavage 
or  at  right  angle*  to  the  median  fissure.  By  this  means  of  fission  each 
pair  of  the  diphx'OiX'us  is  coiivrrtud  into  four  diphx*«»<Ti,  wliich  are 
grriupi*'!  in  fours.  The  inmle  ui^  divisiun  is  schematieally  pictured 
in  ¥ig,  !•  Beginning  at  tlie  h*ft  liainl  t^f  the  fignre,  tl»*  line  of 
deaviage  h  nhowii  to  In*  more  and  more  distinet  until  the  full  develup- 
ment  h  reached,  us  picturcn:!  in  the  right-hand  figure.  In  this  way 
these  micri>-orgaai»njs  inereuse  and  multiply.  Other  dipliK^cieei,  how- 
ever, devehqi  in  a  Miunlar  manner.  From  this  nu'tliod  of  transverse 
fifision  and  growth  originates  the  i>eculiar  grouping  of  the  gonoeoccus 
into  twoe  and  four«  and  their  multiple  derivati%es. 

In  the  aeute  Htage  of  gonorrhea  these  di|>loeoeet  are  found  in  greater 
or  less  namlier  eneapsnhited  in  masses  williin  the  pus-celL  When 
numerous  and  thus  seated  they  have  l>eeu  said  to  present  the  apjiear- 
anee  of  a  swarm  of  bees.  Under  nither  h>w  j>owei>^  they  look  like  little 
particles  of  gunpowder.  Tliey  may  be  so  numerous  witliin  a  pu^-eell 
as  to  rupture  its  wall.  Then  we  find  the  cocci  lying  free  in  the  serum, 
scattered  in  a  disordered  mnnner  bet  ween  the  pus-cells,  but  even  then 
presenting  the  four  and  mulliple-iif-fnur  arrangement.  Early  in  the 
infection  gonococei  are  seen  seatetl   upon  epithelial  cells. 

Under  mieroseopieiil  examiiuitirm  gonococei  are  readily  foimd  and 
fee4»guizcd  in  the  pus  of  ueute  gouorrhopa.  Then  the  clinical  features 
of  the  iufei'tion  and  tlie  microseopical  picture  of  the  disclmrge  and  its 
pus,  epithe*linm,  if  presc^nt,  and  diphn'oeci,  taken  together,  are  so  strik- 
ing and  unvarying  that  a  mistake  (*an  scar<*ely  occur.  But  in  later 
etages  of  true  gouorrhiea,  and  in  many  more  ur  h*ss  subiicute  cases  of 
urethral  suppuration,  it  is  very  often  most  difficult,  and  scmietimes 
im|Kissibh\  to  ^\y  whi'tlicr  tlic  microbe  is  the  gouoc^iccus  or  some  other 
form  of  diphK.'fX'eus.  In  all  cases  llic  crucial  lest  rests  in  cultivations 
and  incK^ulalions, 

While,  however,  there  is  no  single  individual  sign  or  mode  of  dis- 
tirjctiou  of  the  gouoeoocus,  there  are  a  numlxT  of  signs  which,  when 
taken  together,  offer  strc»ng  |>resumptivc  evidence  that  tlie  microbe  in 
question  is  tlie  one  just  name<l.     These  are — 

L  The  slui|H%  whieli  is,  as  we  have  seen,  roundly  oval,  with  its 
median  fissnn*  and  its  roll-like  or  cotfee-btun  appeariuiee,  and  its  length- 
wise fissure, 

2.  The  size  :   they  are  large  dipl<K'oeci,  and  in  their  development  are 
^variable  and  resemble  otlier  diplococei, 

3.  The  grouping,  an  a  result  of  their  nnxle  iif  division,  is  in  single 
[pairs,  in  fours,  eights,  sixteeus,  etc.     They  never  oi*cur  in  chains. 

4.  Their  intracellidar  position  :    the  gom.K*occi  arc  foruvd  in  heaps 
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within  the  protoplasm  of  the  pus-cells,  and  also  scattered  between  the 
cells  in  varying  numbers.  Other  diplococci,  however,  are  also  found 
within  the  pus-cell. 

5.  Their  staining  properties :  gonococci  are  readily  stained  by 
aniline  colors,  and  they  readily  lose  their  staining  by  Grani-Roux's 
method.  This  quality  is  very  characteristic  of  the  gonococcus,  but  it  is 
also  possessed  by  certain  other  diplococci,  by  streptococci,  and  by 
staphylococci. 

Methods  of  Staining. — For  general  purposes  a  solution  of  methyl 
blue  is  all  that  is  needed  for  staining  gonococci,  but  fuchsine,  methyl 
violet,  gentian  violet,  and  victoria  blue  may  be  used.  The  techuic  is 
as  follows :  Spread  by  means  of  a  platinum-wire  loop  some  of  the  pus, 
threads,  or  secretion  on  a  cover-glass  in  a  very  thin  film,  or  place  a  drop 
of  the  secretion  in  the  centre  of  a  cover-glass,  and  then  place  another 
cover-glass  over  this.  Then  separate  the  two  by  sliding  them  over  each 
other,  not  by  pulling  them  apart.  In  this  way  two  evenly-spread  speci- 
mens are  obtained.  It  is  always  necessary  to  wash  thoroughly  the  glans 
penis  and  the  meatus  before  taking  the  secretion,  since  many  microbes 
are  seated  on  these  parts.  In  taking  secretions  from  the  female  genitals 
scrupulous  care  should  be  exercised,  so  that  no  extraneous  or  accidental 
micro-organisms  are  gathered  up.  In  dispensary  work  the  secretion 
from  the  male  urethra  may  be  allowed  to  drop  upon  a  glass  slide,  and  it 
is  then  to  be  spread  out  over  its  surface  by  drawing  the  edge  of  a  sim- 
ilar slide  over  it.  The  specimen  may  be  allowed  to  dry  in  the  air  or  it 
may  be  passed  two  or  three  times  (the  right  side  up)  through  an  alcohol 
or  gas  flame.  The  dried  secretion  is  then  lightly  smeared  with  the 
staining  fluid  by  means  of  a  glass  rod. 

The  simplest  and  most  expeditious  method  of  staining  these  speci- 
mens is  to  put  a  drop  of  a  dilute  watery  solution  of  methyl  blue  upon 
the  cover-glass,  allow  it  to  remain  two  or  three  minutes,  wash  off  with 
water,  and  then  examine  in  water.  This  may  be  allowed  to  dry, 
and  then  it  may  be  mounted  in  Canada  balsam.  By  this  method,  how- 
ever, the  gonococci  are  not  shown  so  clearly  as  by  others  to  be  men- 
tioned. 

One  of  the  most  satisfactorj'  and  rapid  methods  of  examination  is 
that  recommended  by  Schutz.  This  is  founded  on  the  resistance  of  the 
gonococcus  to  acetic  acid  after  being  stained  with  methyl  blue.  After 
the  cover-glass  is  covered  with  a  thin  film  of  the  suspected  material  it 
is  {xissed  three  times  through  the  flame.  It  is  then  brought  in  contact 
with  a  saturated  solution  of  methyl  blue  in  5  per  cent.  carbolic-a(?id 
water  for  five  or  ten  minutes.  It  is  then  washed  with  water  and  placed, 
for  a  time  long  enough  to  count  one,  two,  three  slowly,  in  a  .sr)luti<)n  of 
five  drops  of  acetic  acid  in  twenty  cubic  centimeters  of  distilled  wat<jr, 
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and  hnrnciHately  washt'd  agtiin  in  pure  water.  Every  tiling  is  then 
dtT'oliirizetl  excejit  the  g*)iK>e<wei,  wh it'll  reiuain  distinetly  bltJe.  Tlie 
Specimen  may  he  then  examined  and  pret^rved,  or  at  this  stage  it  may 
bo  dmildc  stained  with  a  verydilut*^  atjneoii?^  solution  of  safranfnc.  This 
Becond  staining  .should  be  very  slight,  the  eover-gla^s  being  waslietl  at 
once  in  pun3  water.  By  thi.s  pro€es,s  the  gonoctK-ci  will  be  found  of  a 
deep-l>lue  coli^rj  tlie  epithelial  cells  of  the  Siime  color,  while  the  pus-cells 
and  their  nuclei  Mill  be  suhnon-colorcd. 

Teclmic  of  Gram's  Method  for  Staimug  Gonococci Tlic  most 

reliable  means  of  recognizing  the  gomxioccU'^  is  that  known  a.s  the  Gram- 
Koiix  method.  The  procednre  is  as  follows:  L  Make  a  smear  of  the 
enspceted  disehar^^e  on  a  cover-glass  or  slide.  2.  Pass  wi me  tliree  times 
through  the  Hame  oi'  an  alcohol  lamp  «*r  Bunsen  burner,  3.  Stiiin  for 
two  to  ionr  minntcs  with  anilin  gentian-violet  sohition,  made  as  follows: 
anilin  oil,  1  |jart;  distilled  water,  20  parts,  yiiake  well.  Filter  through 
moistencfl  filter-paper.  To  filtrate  add  saturated  alcoliolic  &i>Iution  of 
gentian-vi^det  iu  the  proportion  of  1  part  to  10  of  filtrate.  This  shooltl 
be  made  fresh  every  day.  4.  Tninsfer  specimen  directly  to  solution  of; 
iodine,  1  part;  potassium  io<lide,  2  parts;  water,  300  parts.  Allow  it  to 
rt^maiu  from  one  to  three  minutes.  5.  Transfer  to  absolute  alcohol,  winch 
should  be  changed  two  or  three  times  until  det^olorization  of  specimen  is 
cotni>lete*L  G.  Transfer  to  solution  of  Bismarck  hiTiwu  (saturated  alco- 
holic solution  B.B.,  1  part;  water,  10  to  20  parts).  Stain  i'ov  half  a 
minute.  7.  T^ry  and  mrnmt  in  balsam  ;  or  if  it  is  not  dcsii'tnl  to  pre- 
serve siK^cimen,  it  may  be  examined  directly  by  oil  inniiersion  lens  with 
the  aid  of  oil  of  cellar.  By  tins  method  the  pus-cells  are  stained  a  light 
bi^own,  and  the  gonococci  are  decolorized  and  are  shown  in  marked  con- 
trast imbcdtlcd  in  the  cells.  This  method  is  considered  the  most  reliable 
for  the  diagnosis  of  goncKxwci  in  a  specimen  of  urethral  discharge.  There 
are  a  number  of  otiier  eocei,  however,  which  are  dec^dorizell  by  the  ase 
of  Gram's  metliod,  sf>  that  the  situation  and  morphology  of  the  ec»cci 
should  be  taken  into  acrount  in  making  the  diagnosis. 

liiiux  says  that  \\r  learned  by  ex|)eriments  that  Gmm's  liquid  does 
not  snflieieutly  and  lirjnly  fix  tlie  l>asie  aniline  coloi^i  in  gonocoeei,  but 
tliat  as  soon  as  the  speeimen  is  trcattHl  with  xibsnlute  alcohol  tlicse  cneei 
and  tlie  anatomical  elements  IxM/ome  very  diflScult  to  rc*eognize  with  the 
micR»scope.  Tliis  m^^itivc  fact  therefore  constitutes  an  clement  of  diag- 
nosis, since  otlier  micro-organisms  do  not  thus  iM^eome  ileeohnizcd.  lie 
claims,  thereibn*,  that  when  the  presence  of  gonoeoetri  is  shown  by  ani- 
line 4lyes,  and  ujmju  the  adtlition  of  Gnim^s  liquid  and  alcolml  they  dis- 
ap|»ear,  it  is  certain  that  Xeisser*s  coccus  is  present.  On  the  otluT  hand, 
if  the  miero-*>rganisms  remain  stained,  they  are  iu  all  probibility  not 
gonoeoeei. 
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No  trouble  will  be  experienced  in  studying  the  secretion  of  acute 
gonorrhoea  even  when  some  weeks  old.  But  the  doubt  arises  in  sub- 
acute and  chronic  cases,  just  the  ones  in  which  we  are  anxious  to  deter- 
mine whether  the  long-drawn-out  inflammation  is  really  kept  up  by  the 
gonococcus,  and  whether  this  micro-oi^nism  has,  as  it  is  claimed  it  has, 
an  indefinite  life  as  a  morbific  agent  in  the  male  urethra. 

A  New  Stain  for  Gtonococci  in  Chronic  Gonorrhoea. — It  is  well 
known  that  the  secretion  of  chronic  gonorrhoea  is  very  difficult  to  stain, 
and  that  the  basic  aniline  dyes  are  not  convenient  for  this  purpose,  as  they 
fade  quickly  and  stain  gonococci  and  nuclei  alike,  v.  Wahl  therefore 
suggests  a  mixture  of  auramine  and  thionin,  consisting  of  15  c.c.  of  a 
saturated  alcoholic  solution  of  "auramine  II."  (1  :10)  and  from  8  to 
10  c.c.  of  a  saturated  alcoholic  solution  of  thionin  (1 :  20),  to  which  30 
c.c.  of  distilled  water  are  added  after  shaking.  If  a  bright  staining  of 
the  cellular  elements  is  aimed  at,  it  is  advisable  to  add  a  little  watery 
solution  of  methyl-green  (1  :  50)  and  a  corresponding  amount  of  thionin. 
The  nuclei  are  then  stained  bluish-green  and  the  gonococci  deep  violet. 
The  mixture  without  these  additions  stains  (in  from  ten  to  fifteen  seconds) 
the  cellular  elements  a  light  green  and  the  gonococci  a  dark  violet. 

Fig.  2. 
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Showing  on  the  left  half  some  groups  of  gonococci  obtained  by  culture,  and  on  the  right  half  some 
groups  of  a  so-called  pseudogonococcus  cultivated  from  a  specimen  derived  from  a  normal 
urethra  Tirgin  to  gonorrhoea. 

This  micro-organism  outside  of  the  human  body  has  little  vitality. 
Its  culture  media  are  blood-serum,  and  blood-serum  and  agar-agar,  and 
urine  and  urea,  in  acid  solution. 

It  is  well  to  emphasize  the  following  facts :  In  the  normal  urethra 
are  found  innocuous  and  vinilent  microbes  of  whose  history  and  patho- 
genic power  we  as  yet  know  little.  Whether  these  organisms  play  any 
part  in  urethral  inflammation  we  do  not  now  know.  One  of  them 
termed  a  pseudogonococcus  so  much  resembles  the  gonococcus  that  it  is 
a  source  of  error  in  5  per  cent,  of  cases  of  the  recognition  of  the  latter 
(see  Fig.  2). 


CHAPTER    II, 

INVASION  OF  THP:  TISSUES  BY  THE  GONOCOC^CUS. 

The  process  of  the  invasion  of  the  tissues  by  the  gonococcug  may 
now  be  considereti.  Owing  to  the  greiit  difficulty,  and  at  times  imix>6si- 
bility,  nf  f>btiiiiiing  a  uiTthru  the  seat  of  active  jr^Hioroeei  invasion,  Bunim 
istudietl  tlie  su Inject  npcm  the  ennjunetiva  i>f  infants  inoculated  with  gono- 
eoeci-eontiiining  pus^.  As  the  raucous  membrane  of  the  eye  resembles 
that  of  the  urethni,  and  as  the  two  membranes  react  similarly  to  gt>nur- 
rbfeal  infeetion,  it  is  fair  to  assuuK^  that  the  morbid  processes  and 
a|)pearanees  are  similar  in  each  instance.  It  is  tliis  want  of  ]>atbologieal 
material  on  my  own  part  which  forces  me  here  to  make  use  of  Bumm^g 
observations  ami  results. 

Having  gained  a  fixjtliold  on  the  superficial  epithelial  layersj  and  there 
having  gr^sitly  inerease^l  in  numbers,  the  gonooocci  jK^netRite  between  the 
epithelial  cells,  which  have  he(*nme  swollen  and  succulent,  into  the  Hjft 
protoplasm  sul>stanee.    It  is  interesting  to  note  that  in  the  infective  proc- 
ess the  cocci  themselves  are  the  active  agents  in  attack  and  penetration, 
and  that  tlicy  urc  not  enclosr-d  in  pns-oells.      ImleHl,  active  i>articipation 
of  the  pus-cell  is  not  observtHl.     The  spreading  of  tlie  niicroKirganisms 
onward  is  thought  by  Bumm  to  be  due  to  their  growing  more  actively  oti 
one  side — a  condition  causetl  by  the  difference  in  soil  and  probably  by  an 
increase<l  supjily  of  oxygeti.     In  all  eases  the  road  tniv€*rseil  by  thegono- 
e<Jrci  is  through  the  cement-snbhtanee  U^tween  the  cells.     Sometimes  they 
penetrate  in  single  rows;    then  again   they  advance  in  a  larger  IxkIv; 
and  when  tlic  tissues   will   adnjit,   they  form   a   roundish   colony,   and 
from  that  nichis  make  further  iucursinns  into  the  tissues.     When  they 
have  got  well   <h»vvu   tnwanl  the  sul>epithclial  connective-tissue   layer, 
reaction  on  the  part  of  tlic  tissues  occurs.     Then  great  numbers  of  white 
blfMHl-cells  escape  frtJiu  the  diluted  capillaries,  together  with  much  serum* 
Tins  stream  of  pns,  pouring  out,  breaks  thmngh  the  epithcHum  or  evei 
carries  it  away  in  small  or  large  plates.     The  removal  of  the  epithelinn 
then   permits  further  invasion  of  tlie  gf»nococei   even  to  the  [lapillarj 
layer,  l>nt  there*  it  stops.     Pus-cells  witli  the  gonoe<:N?ci  may  now  lie  seen 
fjut  free  gonot^>cei  are  mneh   more  numemus.     Coineidently  with  iV 
erwci  invasiun  luid  mult iplit-at ion   tlie   iufla minatory  process   increascF 
intensity,  and  a  dense  rnuud-cell  iuliltration   is  lnrmc<l  beneath  the? 
face  of  the  raiieons  membrane.     This  is  the  transition  to  the  purn 
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stage  of  gonorrhoea.  In  some  cases,  as  early  as  the  twelfth  day  regenera- 
tion of  the  epithelium  begins  and  rapidly  progresses,  and  then  the  fur- 
ther invasion  of  the  micro-organism  may  be  stopped.  During  this 
reparative  process  the  pus-cells  escape  unhindered,  and  rows  and  clusters 
of  gonoeocci  may  be  harbored  between  the  cells  of  the  uppermost  layer 
of  the  epithelial  strata.  Under  some  circumstances  there  may  then  be  a 
new  invasion  by  the  gonoeocci.  An  outpouring  of  pus  destroys  more  or 
less  of  the  epithelial  layer,  and  this  opens  the  way  for  a  second  invasion. 
This  condition  is  what  occurs  in  relapses  of  acute  and  moderately  acute 
gonorrhoea.  The  cocci  may  develop  between  the  superficial  connective 
tissue  and  the  tunica  propria,  but  they  do  not  luxuriate.  It  seems  proba- 
ble that  they  do  not  find  in  the  deep  parts  of  the  mucous  membrane  the 
conditions  necessary  for  development,  or  that  they  are  unable  to  withstand 
the  influence  exercised  by  the  tissue-elements.  They  are  most  at  home 
in  the  superficial  layers  of  the  connective  tissue  and  between  the  epithe- 
lial cells. 

In  this  infective  process,  therefore,  we  see  a  violent  invasion  of  a 
mucous  membrane  by  large  masses  of  gonoeocci  which  penetrate  between 
the  cells.  There  is  always  to  be  observed  a  connection  between  the 
multiplication  and  activity  of  the  micro-organism  and  the  intensity  of  the 
inflammatory  process.  The  reaction  on  the  part  of  the  tissues  corre- 
sponds to  the  intensity  of  the  irritation  excited  in  the  soft  and  sensitive 
epithelium.  So  long  as  there  is  secretion  present  on  a  mucous  mem- 
brane, the  gonoeocci  may  remain  in  it  and  multiply,  for  it  offers  a  favor- 
able culture-soil.  The  great  mass  of  gonoeocci  in  the  uppermost  strata 
of  tissues  perish  there  from  simple  dissolution.  Final  healing  is  caused 
not  so  much  through  the  elimination  of  the  micro-organisms  as  by  the 
development  of  a  protective  covering  of  squamous  epithelium  in  several 
strata  which  closes  all  gaps,  cracks,  and  inlets  to  further  invasion. 
The  infective  process  is  therefore  brought  to  an  end  by  the  energetic 
development  of  epithelium,  which  forms  a  barrier  which  the  gonoeocci 
cannot  break  through.     (Plate  I.) 

It  is  very  probable  that  when  gonorrhoea  is  caused  by  the  staphylo- 
coccus and  the  streptococcus  the  pathological  processes  and  changes  are 
similar  to  those  produced  by  the  gonococcus.  Clinical  and  microscopical 
studv  shows  that  different  individuals  are   affected   in  different  ways. 


Explanation  of  Plate  I. 

a,  epithelial  layer  covered  with  piis-cells  and  ^nococci.  6,  penetration  of  tissues  by 
ct^lonies  of  gonoeocci.  r,  diflTu-se  superficial  development  of  ^nococci.  </,  sui^erficial 
colonies  invading  epithelial  layers,  f,  further  j>enetration  of  the  colonies  into  the  tiK^«ues. 
/,  still  further  penetration  of  the  colonies,  r/,  i)enetration  into  superficial  portions  of  a 
papilla.  A,  penetration  of  gonoeocci  into  the  intrapapillary  layer.  »,  recurrent  invasion 
with  development  of  squamous  epithelium. 
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In  j^ome  tlio  attark,  a??  shown  by  the  dijrcharge,  oonie?^  on  bri.skly  and 
promptly,  while  in  others  the  morbid  process  deveh^ps  lelowly  and 
insidiously,  and  often  with  much  halting.  In  the  very  earliest  periml 
of  gonorrhoea  mneh  can  be  learned  a:*  to  the  mode  of  invasion  of  the 
disease,  and  a.s  to  tlie  pattiologieal  eonditions  in  a  given  ease,  by  the 
microscopic  examination  of  the  secretion.  This  scientific  examination 
shniild  l>e  niuile  in  everj'  ease,  since  from  its  results  indications  of  a 
pruetieal  nature  may  t>f>  derivcil.  Not  only  in  the  very  earliest  stage 
does  the  microscope  give  much  aid  and  broad  enlightenment  in  p4ithoI- 
ogy  and  treatment,  bnt  throughout  the  whole  course  of  gonorrham  its 
teachings  are  invaluable. 

As  will  be  shown  farther  on,  the  number  of  gonococei  in  the  seroujs 
disehurge  of  the  first  day  or  two  shows  very  great  differences  in  indi- 
viihial  eases.  In  wome  periods,  the  earlier  as  a  ruk\  there  are  enormous 
nu uUkts  of  gonoeoeci  in  the  discbarge,  while  during  tlie  latter  stages  of 
the  attack  theni  are  frequently  so  few  of  thera  that  l>ul  one  or  two  pus- 
ci'lls  can  he  found  in  the  entire  field  containing  gonocoeci.  So  a  drop 
of  discharge  at  one  stage  of  the  attack  may  contain,  estimating  it 
roughly,  but  two  or  three  or  several  hundred  gonoccK'ci,  while  at 
another  time  the  drop  holds  enormous  quantities  of  the  coc^i^ — ^a  million 
or  more. 

Thus  when  gonorrhoea  is  contracted,  aa  a  result  either  of  the  dura- 
tion of  the  exposure  to  the  infecting  pus  or  according  to  the  stage  of 
development  of  the  discharge  in  the  d*>nor,  the  number  of  goutx'oeci 
received  may  vary  within  very  wide  limits.  This  numerical  variability, 
then,  in  the  gonococci  seems  in  a  measure  to  determine  the  period  of 
iuculmtit»n  and  the  character  of  the  onset  of  the  discbarge.  The 
vubiend>ility  of  the  tissues  and  the  cnnditions  favomble  tu  intlamraa- 
tion  also  have  much  to  do  with  the  promptitude  of  the  onset  of  the 
Inflammation, 

In  some  cases,  where  a  very  few  gonococci  englobed  iu  the  pus-cells 
are  received,  the  discharge  does  not  become  visible  for  some  days, 
aUlifMigli  during  this  time  there  is  an  exudation,  but  it  is  so  scanty  and 
colorless  that  it  escapes  attention.  In  such  a  case  as  this  it  would  seem 
that  so  few  goncKccK'ci  entered  the  urethm  that  some  days  are  requisite 
for  thera  to  proliferate  extensi%'e]y  enough  to  produce  a  widespread 
cheuKJtaxis  or  attraction  of  the  leueoc»ytes  fnnn  the  blood-vessels  of  tlie 
urethral  muc*)sa,  or  that  the  tissues  were  not  imrticularly  vulnerable. 
After  the  gonococci  have  proliferated  atid  become  more  extensively  dis- 
trilmtcd  over  the  urethra,  a  widely-spread  and  severe  exudative  inflam- 
mation i}(  the  canal  takes  place  more  or  less  suddenly*  An  attack  of 
gonorrhtea  would  Ix*  liable  to  begin  in  this  slow,  mild  way  if  the  infection 
originated  from  a  similar  discharge,  such  as  fairly  old  gleet  or  declining 
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gonorrh(Ba,  in  wliich  it  takes  considerable  searching  with  the  microscope 
to  find  a  pus-cell  here  and  there  containing  gonococci. 

In  other  cases  a  severe  discharge,  purulent  from  the  beginning, 
occurs  suddenly  within  forty-eight  or  seventy-two  hours  after  the 
exposure.  In  such  a  case  as  this  we  may  suppose  that  a  very  large 
number  of  gonococci  enter  the  urethra  and  proliferate  extensively.  The 
initial  cocci  are  not  localized,  but  become  rapidly  distributed — perhaps 
at  the  exposure — over  a  large  surface  of  the  urethra,  and  exert  chemo- 
taxis,  or,  in  other  words,  produce  inflammation  simultaneously  at  many 
points  over  a  large  segment  of  the  urethra. 

Between  these  two  extreme  types  of  acute  and  mild  invasion  there 
are  all  sorts  of  intermediate  grades  of  the  incubation. 

Subacute  Invasion. — In  the  cases  of  long  incubation — where  there 
seem  to  be  but  few  gonococci  received  at  the  infection,  and  when  these 
remain  localized  for  a  few  days  before  proliferating  extensively  enough 
to  spread  over  a  considerable  part  of  the  urethra — an  exudation  really 
exists  during  the  whole  period  of  the  incubation.  This  exudation  in 
the  beginning  is  almost  a  microscopic  element ;  it  is  exceedingly  limited 
and  serous,  and  so  generally  escapes  attention  that  there  is  seldom  an 
opportunity  to  examine  it  microscopically.  After  two  or  three  or  sev- 
eral days  this  scanty  serous  exudation,  becoming  gradually  more 
copious,  suddenly  changes  and  becomes  a  purulent  discharge.  This 
sudden  change  indicates  the  period  when  the  gonococci  have  prolif- 

Fio.  3. 


1  ®    ^ 


Gonorrheal  discharge  in  the  early  days  of  iiifectiou  in  a  case  of  long  incubation,  showing  pave- 
ment epithelial  cells  on  which  a  few  gonococci  are  seated,  and  a  few  pus-cells  which  as  yet 
contain  no  gonococci. 


crated  and  become  extensively  enough  distributed  to  excite  general 
chemotaxis. 

In  the  very  beginning  of  the  prodromal  or  exudation  stage  ante- 
cedent to  the  onset  of  the  purulent  di.scharge  in  thcj^e  ca.sf;«<  of  Aovf 
incubation  there  is  simply  a  thin  or  sticky  moisture  of  the  wall.s  of  the 
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urethra.  In  a  day  or  two  more  the  exudation  grows  more  natural,  and 
a  transparent  drop  the  size  of  tw^o  or  three  pin-heads  may  be  forced  out 
of  the  meatus  by  gentle  pressure.  The  exudation  may  in  exceptional 
cases  stay  this  way  for  a  week.  Although  this  exudation  is  not  seen 
during  the  day,  it  appears  in  the  first  part  of  the  urine  as  scanty  lump- 
like masses.  The  discharge  is  best  seen  in  the  morning,  and  it  then 
looks  very  much  like  glycerin,  except  that  suspended  in  the  drop  are 
some  minute  translucent  and  whitish  flocculi,  like  tiny  particles  of  rice- 
seeds  or  suet.  A  little  later  the  drop  l>ecome8  more  copious,  appears 
during  the  day,  and  is  mixed  with  whitish-yellow  streaks ;  then  per- 
haps, in  a  few  hours  or  within  a  day,  the  drop  may  change  suddenly 
and  radically,  when  it  becomes  entirely  yellow  and  creamy,  thick  and 
copious,  and  takes  on  the  characteristics  of  the  ordinary  purulent  dis- 
charge. 

Fifj.  4. 


Showing  the  features  of  the  discharge  a  few  days  later  than  are  shown  in  Fig.  3.  The  epithelial 
cells  are  covered  by  an  increased  number  of  gonococci,  but  these  microbes  are  not  as  yet  con- 
tained in  the  substance  of  the  pus-cells,  which  are  rather  more  numerous. 

The  structural  features  of  the  discharge  in  this  early  stage  of  its 
development  in  these  cases  of  long  incubation  are  as  follows  :  The  exu- 
dation consists  largely  of  fluid  or  scrum  containing  some  desquamated 
epithelial  cells,  and  later  on  only  a  scattered  pus-cell  here  and  there. 
In  the  early  stages  the  desquamated  epithelial  cells  predominate,  and  as 
the  exudation  progresses  the  pus-cells  become  more  numerous. 

It  is  the  desquamated  clusters  of  the  cells  lining  the  urethra  that 
produce  the  apj>ea ranee  of  the  rice-like  or  suet-like  granules  in  the  clear 
drop.     Finally,  when  the  drop  suddenly  becomes  yeWow,  the  epithelial 
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cells  ilisapi>ear  almost  entirely  or  arf  oversliailowetl   by  the  eiioroioiis 
lumiber?!  uf  pus-cell.*?. 

The  gono(x>m  in  tWm  sta^  of  scanty  exudation,  before  the  rr^jirnhir 
discharge,  may  not  l)e  found  at  all  by  the  onlinary  eover-glass  .^tainiiie: 
tests.  If  tlie  inenliation  is  very  t^lnw,  they  may  be  found  at  first  in 
very  limited  numbers,  entirely  free  in  the  serous  fluid,  later  on  about  the 
edges  or  iin  the  surface  of  the  epithelial  cells,  and  finally  exchisively  in 
the  pus-cells.   It  is  very  interesting  to  study  the  spreading  of  the  gonoeoeei 


Showing  the  feaiurei*  of  the (Itsihunfe  in  cmilkiiiLMl  at-istt*  i?<nii>rrhui*.    The  e|»iU>eliuin  hna  wholly 
diftiipi>ean>d,  oiid!  tmly  pu^-cflU  containing  many  gonoccHri  now  apfx^-ar  in  the  fleki. 

over  the  surface  of  the  cell.  At  first  the  miero-organisnis  may  be  seen 
only  on  the  ctlges  of  the  cell  ;  then  they  gi-adually  extend  until  they 
cover  its  %idiole  surface  like  a  sod,  perhaps  in  several  hours  or  jjcrhaps 
in  a  day  or  two. 

Fro.  6. 
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OcKDorrtiCBiil  dlieh«rgv  obuiiued  a  Uw  houTu  after  onset  i>f  disettse,  containing  cylindrical  epiltae- 
Uam,  puB-cplls,  and  gunucoccf. 

It  is  important  to  remember  tliat  when  the  discharge  consists  only  of 
serum,  epithelial  eells,  and  goncK^occi  the  last-uauu'd  are  seated  on  the 
cells,  and  tliey  also  float  free  in  the  sernni.  This  condition  also  may  Ite 
observed  where  a  few  pus-corpuseles  have  become  niixcil  in  the  dis- 
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charge.  At  this  time,  tlierefore,  the  rriiem-<»rgtinisms  may  be  present 
only  in  ^mall  miml>eri4  in  the  |ni8'Cells,  or  they  may  nnt  be  tliiis  plaee<i 
at  alL  I^ater  un,  wiien  the  diseharj^p  beeome^  deeidwlly  pnnilent,  the 
majiirity  i)f  tlie  pinot^ot^ri  will  lie  iimntl  in  the  pn^-cells,  ami  very  few 
will  be  free  and  bcattered  tbrongli  the  .sermis*  Hnid. 

Fir;.  7. 


c? 


@ 
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Showing  eT5(*rmoiis  i|uaiititie«  nf  g^iiiioLH>eei  in  i»us-cell»  mnd  flii«it1ni;  free. 

Tlie  l>cbavior  of  gonococci  in  a  case  of  hjnp  incul>atir>n  f>eems  to  be 
as  follow?^ :  The  ^nnocorei  received  at  infeetitin  are  too  few  to  be  gcn- 
cmlly  distributed  over  the  nrethni,  and  hence  the  eheni(»taxis  they 
arouse  is  too  limited  to  appear  as  any  appreciable  exudation.  The 
cocci  j^c(^ni  at  tirst  to  lie  free  on  tlie  e^urfiiee  of  the  epithelium,  and  then 
tliey  w^irk  their  way  down  between  the  surface  cells  to  the  deepest 
laver  of  u  ret  lira  I  lining  cells.  As  the  gonocoeei  thus  approach  tlie 
capillarie:^  beneath  the  epithelium,  chemotaxis  comes  into  play*  There 
is  at  tirst  a  slight  deti'rniination  of  leucocytes  from  the  blood-vessels, 
aeeompanieil  by  some  serum  which  passes  out  into  tlie  nretlini,  and 
§ynehronously  witli  this  there  is  a  desr^uamation  of  the  epithelhnii 
lining  the  urethra. 

As  tliegoHoeocei  become  more  and  more  numerous  and  are  distributed 
to  the  deepi-r  parts  tA"  the  urethra  in  virtue  of  its  capillary  attraction, 
there  ctaucs  a  time  wlien  these  microbes  attract  the  leucocytes  from  a 
considerable  territory  of  ihe  eaual  siruuUaueously,  and  this  corresponds 
to  the  time  when  the  dis(*liargc  suddenly  becomes  purulent  and  abun- 
dant, with  the  gonocoeei  enclosed  in  the  pus-cells. 

The  gcuiococci  are  fountl  iti  the  pus-cells,  not  because  tlie  cocci  them- 
selves actively  penetrate  the  pnitoplasm,  as  has  been  erroneously  stateil, 
but  because  the  leucocytes  act  as  phagocytes.  The  leucocytes  enclose 
the  cocci  by  virtue  of  their  auKeboid  properties,  and  carry  them  out  of 
the  urethm  in  tlie  purulent  discharge.  It  is  the  pus-irll,  in  all  [iroba- 
bility,  which  carries  the  infecting  cocci  from  one  person  to  another,  and 
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probably  very  few  individuals  are  infected  by  gonocoeci  floating  about 
free  in  a  discharge. 

Acute  Invasion. — The  character  and  onset  of  the  cases  of  acute 
invasion  may  now  be  considered.  In  these  cases  the  number  of  the 
gonocoeci  received  at  the  exposure  is  so  large,  their  proliferation  is  so 
rapid,  or  they  become  so  soon  distributed — very  likely  at  the  exposure — 
over  a  large  surface  of  the  urethra,  that  the  discharge  may  be  seropuru- 
lent  or  purulent  from  the  beginning,  and  in  that  case  the  preliminary 
scanty  serous  exudation  previously  described  is  very  evanescent  or 
almost  entirely  absent.  It  happens  very  seldom  indeed  that  in  these 
cases  there  is  an  opjiortunity  to  examine  microscopically  the  evanescent 
serous  stage  of  such  a  discharge,  but  still  there  is  a  stage  of  desquama- 
tion of  the  urethral  epithelium  in  advance  of  the  purulent  discharge. 

The  descjuamated  epithelium  appears  as  tiny  rice-colored  grains  in  a 
clear  exudation,  but  this  stage  of  desquamation  is  very  short  in  these 
acute  c^ses,  lasting  only  a  few  hours,  and  then  the  discharge  becomes, 
purulent. 

As  a  general  rule,  the  long  incubation  of  gonorrhoea  is  best  marked 
in  cases  where  the  urethra  has  been  the  seat  of,  or  damaged  by,  previous 
attacks,  while  the  very  acute  invasion  often  is  best  exhibited  in  the 
virgin  or  normal  urethra.  In  previous  protracted  or  multiple  gonor- 
rhoeas there  is  a  tendency  toward  a  distinct  change  in  the  structure  of 
the  urethral  epithelium.  The  urethral  lining  in  places  becomes  thicker, 
and  the  surface  cells  become  flattened.  Pavement  epithelium  then 
replaces  the  cylindrical  variety.  To  what  extent  this  change  in  the 
urethral  epithelium  determines  the  long  incubation  often  seen  in  patients 
who  have  had  many  previous  gonorrhoeas  is  a  rather  difficult  question  to 
decide. 

The  Period  of  Incubation.— In  clinical  practice  it  is  found  that  the 
period  of  incubation  in  most  cases  is  from  three  to  seven  days  and 
exceptionally  it  is  two  days.  In  many  cases  ten  and  even  fourteen 
days  may  elapse  after  coitus  before  the  infection  is  demonstrated. 
Periods  of  incubation  of  fourteen  days  and  beyond  are  very  rare. 
Such  periods  of  incubation,  and  even  longer  ones  up  to  twenty  days, 
have  been  observed  in  patients  suff*ering  from  pneumonia,  typhoid  fever, 
and  erysipelas.  On  the  other  hand,  the  jK^icKl  of  incubation  is  some- 
times made  shorter  by  prolonged  sexual  intercourse  and  alcoholic 
excesses. 

In  striking  contrast  with  this  virulent  infective  process,  with  its 
well-marked  [>eriod  of  incubation,  are  those  forms  of  purulent  ure- 
thritis due  to  the  passage  of  sounds  and  bougies  or  caused  by  strong 
injections,  in  all  of  which  the  discharge  comes  on  in  a  few  hours. 

The  Purulent  Stage  of  the  Disease.— When  the  discharge  has 
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ODw  f'(>niTiii:*nfetl  ami  becom«i  tangible  and  yellow,  so  tliat  tlio.  patient 
notices  it,  it«  structural  chiinicters  are  very  uniform »  It  consists  almost 
entirely  of  pn^H-ells  and  sacrum.  Tlie  pns-eelts  of  gutiorrlHea  are  larger 
than  i\\mQ  of  any  other  furni  of  j^uppuratioiK  Under  the  niieroscope 
with  a  moderate  power  the  pui^cells  can  \w  seen  j^eattertHl  all  over  the 
ticlii,  witli  no  tendency  whatever  to  agglomeration  fir  aggregation. 
Ocrasionally  in  the  l^eginning  of  the  pnrnlent  stage  a  number  of  red 
blootl-eells  apjK'ar,  with  tiuer  and  coarser  bantls  or  sheet.s  of  fi lirin. 
Oeeasioually  also  a  stray  rounded  or  oval  epithelial  eell  may  be  found 
here  and  there.  A  certain  prijportion  of  the  piis-eells — say,  one  to 
twenty  or  one  to  fifty— contains  iVom  two  to  fifty  or  eighty  goutXHjcci 
enclosed  in  their  eell-bmlies- 

There  are  seltloni  any  free  gonoeoeei  except  in  the  earlier  stnges  of 
the  purulent  period.  The  m(>de  of  invasion  of  the  uretlira  by  staphvl- 
0C0CCU8  and  streptococcus  has  not  yet  been  studied. 

Features  of  the  Declining  Stage. 

As  the  purulent  stage  dw^liues,  the  seerrtion  l^'comes  more  whltinh 
from  the  admixture  of  niucns,  and  less  liquid.  Then  it  gradually  grows 
less  in  quantity  and  more  itisf>issatcHl,  so  that  towiird  the  end  of  the  acute 
stage  it  is  not  seen  as  a  secretion,  lint  as  little  yellowish-white  clumps  or 
threads  in  the  urine.  Examination  of  the  secretion  of  this  stage  shows 
nms8es  of  jxis-ttUs  held  together  somewhat  in  thread  form  l)y  nuieiis. 
This  fHHjdition  is  the  first  step  in  tlic  formation  of  tlie  goiiorrha*al  threads, 
called  by  tlie  Germans  tripper  faden. 

In  the  dei'lining  period,  or  after  the  discharge  has  persisted  as  a  gleet 
for  some  days  or  weeks,  it  still  ctinsists  of  pus-eells,  less  thickly  aggre- 
gated, and  entangli'd  in  sheets  of  fibrin  or  mucus,  with  a  variable  numlx^r 
of  rounded  epithelial  cells.  In  this  stage  healing  of  the  mucous  mem- 
bnine  usually  l>cgins.  The  hypera?mia  gradually  grows  less,  the  morbid 
surface  l>crorncs  contracted,  lessened  in  area,  and  a  tendciiey  is  observed 
to  render  tlie  surface  of  the  mucous  membrane  normal.  In  this  process 
I'Xideeniliotjs  and  cnHh»d  spots»  caused  by  the  gonorrhreaj  beeome  more 
or  less  complctrly  covered  by  an  epithelial  coating.  As  this  salutary 
epithelial  proliferation  goes  on  there  is  much  desquamation,  as  well  as 
the  esi-ajK'  of  scrum  and  leucocytes  from  the  mend>rane.  It  thus  hap- 
jK'Us  that  a  larger  «tr  smaller  number  i>f  e|»ithciial  cells  are  found  in  a 
gleety  discharge.  With  the  apjiearance  of  epithelial  scales  the  repara- 
tive process  may  l>e  said  really  to  l>egin,  and  as  the  wise  j>rogresses  the 
pus-cells  become  less  and  less  uumenms,  while  the  epithelial  cells  in- 
crease in  number.  Tlien,  if  all  gors  well,  these  cells  gradually  grow  less 
niuni-rous,  an<l  a  cure  results.  It  follows,  therefore,  wlien  in  a  declining 
gonorrluea  pus-cells  pt^rsist  in  great  numl^ers,  while  epithelial  cells  are 
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scanty,  that  there  is  .slow  progress  toward  cure.  Then,  on  the  other  hand, 
when  frequent  examinations  show  that  the  pus-cells  are  disappearing  and 
that  the  epithelial  cells  preponderate,  it  is  evident  that  the  morbid  proc- 
ess is  ceasing.  As  in  the  early  stages,  so  in  the  later  ones,  the  micro- 
scope gives  us  great  aid  in  determining  the  character  and  extent  of  the 
inflammatory  process.  In  these  later  stages  the  discharge  is  commonly 
so  scanty  that  it  does  not  escape  from  the  meatus,  but  it  is  carried  from 
the  canal  by  the  stream  of  urine.  This  discharge  is  then  seen  to  be  in 
the  form  of  clumps  rounded,  irregular,  or  crab-like,  in  the  form  of  flakes 
of  various  size  and  irregular  shapes,  and  in  the  form  of  threads  which 
may  be  long  and  very  thin  or  thick  or  short  and  stumpy.  The  threads 
from  either  the  anterior  or  posterior  portion  of  the  urethra  have  the  same 
microscopical  structure  as  the  gleety  drop  ;  they  are  composed  quite  con- 
siderably of  pus-cells  entangled  in  a  thick  fluid  exudation  containing 
fibrin  or  mucus  and  generally  a  variable  number  of  epithelial  cells. 

Oonorrhoeal  Threads. — Gonorrhoeal  threads,  or  urethral  filaments, 
may  be  divided  into  four  quite  distinct  varieties.  First,  there  is  the  pus- 
thread.  The  second  is  the  gelatinous  thread.  The  third  is  a  firm  thread, 
consisting  of  pus,  mucus,  round,  and  epithelial  cells,  and  indicative  of  a 
well-<leveloped  chronic  exudative  process.  The  fourth  form  of  thread 
consists  chiefly  of  epithelium,  with  very  little  pus,  and  some  basement 
mucin  to  hold  the  cell-elements  together. 

Fig.  8. 


Showing  a  threadlike  agglomeration  of  piis-rells  held  together  by  mucin,  being  the  first  stage  in 

the  forniatiou  of  the  thread 

The  first  form  or  pus-thread  is  pictured  in  Fig.  8.  It  is  a  thread 

only  in  the  st^nse  of  pus-cells  being  agglutinated  with  each  other  or 

strung  together  by  means  of  mucin  as  a  basement-8uh»  It  may 
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be  in  the  i'^mn  *A'  tlireads,  cluniixs,  nml  irrvgulur  masses.     This  product 
id  observed  jiwt  before  the  appearance  of  epitljelia  in  tlie  threads. 

The  gelatinouis  threadn  are  seen  most  commonly  toward  the  erjd  uf 
the  acute  ^tiige,  when  mucin  comes  ti>  be  .secreted  and  nHs  as  a  cement- 
subntance  for  the  celtuhir  exudation.  These  gelatinous  threads  are  also 
not  uncommonly  seen  late  in  the  course  of  gonorrhoea  when  the  exuda- 
tive process  still  lingers  in  the  submncnus  connective  tissue  and  the  nvcr- 
lying  membrane  is  in  a  catarrhal  eondjtion.  These  gdatinons  threads 
are  sometimes  finer  ttian  the  finest  hair,  and  are  of  intermediate  sizes; 
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BbowlDg  getAtltious  Chrenr]  with  pus-cellG,  rDuod  byiUine  (lodophilous)  cells,  epithtlml  cells  held 
together  by  mucin;  rleclluiiig  s^tnge  of  acule  gonorrlicEa. 

until  the  dimensions  of  a  knitting-needle  are  reached.  They  are  often 
very  long  (tliree,  four,  and  more  inches),  and  float  about  in  the  urine  in 
graceful  curves.  Then,  again,  they  are  thicker,  les^s  lengthy^  and  j>er- 
haps  of  irregular  calibre.  They  are  usually  very  elusive,  and  are  with 
dilficulty  tniptured  by  the  pipette  or  the  forceps,  and  when  canght  they 
Cijllapse  iulu  a  little  gelatinous  mass.  In  this  form  of  thread  we  find 
entangled  in  the  cement-substance  pus-eel Ir^,  nnuid-cells,  and  perhap.s 
some  large  flat  epithelial  cells.  This  form  of  thread  is  usually  seen  to 
follow  the  pus-threa<l  already  pictured  in  Fig,  8,  in  which  noejnthelium 
18  yet  prcst'lit,  and  which  is  symptomatic  of  the  turning-jioint  in  the 
aetite  stage  of  the  disease.  With  these*  gelatinous  threads  there  is  fre- 
qnently  such  an  amount  of  mucus  as  to  render  tlic  urine  cloudy,  though 
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not  opaque,  and  very  often  to  look  like  mucilage  diluted  with  water,  or 
new  cider.    The  microscopical  appearances  are  sho^vn  in  Figs.  9  and  10, 

The  third  form  of  urethral  filaments  consists  of  whitish-gray  and 
brownish-white  threads,  varying  in  length  from  a  third  of  an  inch  to  an 
inch  and  more  in  length.  They  may  be  thread-like,  thin,  and  delicate 
or  thick  and  stumpy.  Some  have  a  distinct  head,  and  resemble  a  comma, 
and  are  said  to  come  from  the  posterior  urethra.  Then,  again,  they 
present  branched  forms,  and  some  resemble  crabs  in  shape.  Indeed, 
words  fail  to  describe  all  the  shapes  assumed  by  these  urethral  exudates. 
Examined  under  the  microscope,  these  pathological  products  are  found 
to  consist  of  round  cells,  hyaline  cells  readily  coloretl  with  iodine  (iodoph- 
ilous),  pus-cells,  epithelial  cells,  oval,  polygonal,  irregular,  fusiform, 
and  caudate.  All  these  elements  are  held  together  in  the  most  complete 
disorder  as  to  arrangement  by  the  basement-substance.  In  Fig.  1 1  is 
well  portrayed  the  appearance  of  the  discharge  in  chronic  gonorrhoea  of 
the  bulb,  and  its  study  will  give  a  clear  idea  of  the  microscopical  picture. 

The  scaly  threads  or  flakes  which  form  the  fourth  variety  are  less 
common  than  the  threads  just  described.  They  may  be  seen  in  the  form 
of  a  coarse  powder,  in  threads,  in  lumps,  and  flakes  of  whitish-gray 
color.  They  arc  firm  in  structure,  and  readily  sink  to  the  bottom  of  the 
glass.  Examined  with  the  microscope,  these  flakes  show  a  quite  uni- 
form field  of  flat  epithelium  in  various  shapes,  which  shows  stability  of 
structure.     Many  of  these  cells  are  nucleated,  and  not  infrequently  they 

Fio.  11. 


Showing  seoretion  of  declining  acute  anterior  gonorrhoea. 

are  the  seat  of  fatty  degeneration.  There  are  usually  some  pus-cells 
intermixed  in  the  field.  This  form  of  thread  or  flake  (well  shown  in 
Fig.  12)  is  usually  the  product  of  a  localized  inflammatory  process  in  the 
anterior  urethra  as  far  down  as  the  bulb.     It  is  usuallv  indicative  of  an 


Showing  1'pUlieliuin  nnd  pun  frmn  l<K^flll«d  morl.id  arth, 

re-establii^herl.  On  finding  such  i\  rnicroiicopiral  picture  one  i^  war- 
rontod  in  making  an  i  ndoseripic  cxaniiiiiition  w  itli  a  vimv  uf  luralizing 
tilt*  niorliiil  area. 

In  strietnre  of  the  urethni  the  thini  and  fnurfli  varieties  of  threads 
are  nsnally  found,  together  with  more  or  less  pus  and  nuieiis. 

F\(i.  13. 


ShowtQ{r«ecrfnun8  nf  iKi-wriur  yanhriils  in  chronic  ^t«ge. 

Attempts  have  boon  made  with^mt  siioeess  to  establish  si lar ply- marked 
differenees  iii  the  mieroseopieal  pietures  of  the  discharge  in  anterior  and 
posterior  gonorrlitea.  The  troth  is,  that  in  the  jnain  there  are  the  same 
rellular  elements  to  be  ^een  in  the  discharge  iVoni  the  anterior  urethra 
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as  are  found  in  that  of  the  posterior  urethra  in  chronic  gonorrhoea. 
Consequently,  in  many  cases  the  microscope  affords  little  help  in  deter- 
mining exactly  where  a  discharge  comes  from,  but  it  generally  gives  a 
good  idea  of  the  condition  of  the  process.  In  some  cases,  however,  we 
find  dead  spermatozoa  inextricably  mixed  up  among  the  cell-groups,  and 
thus  we  have  presumptive  evidence  that  the  morbid  focus  is  in  the  pos- 
terior urethra.  But  even  in  this  event  a  positive  conclusion  cannot  be 
reached  until  it  has  been  proven  that  the  seminal  vesicles  are  not  affected, 
since  the  same  microscopical  picture  may  be  presented  in  seminal  vesi- 
culitis. In  Fig.  13  the  appearances  of  the  discharge  from  the  posterior 
urethra  are  well  shown.  There  is  much  resemblance  to  the  picture  pre- 
sented by  the  discharge  from  the  anterior  urethra  already  shown.  (See 
Fig.  11.)  But  it  will  be  seen  that  there  are  many  s|>ermatozoa  scattered 
and  in  clumps,  and  that  the  round  cells  are  present  in  rather  greater 
numbers. 

These  appearances  of  the  morbid  cellular  elements  in  anterior  and 
posterior  gonorrhoea  may  be  seen  months,  and  even  years,  after  the  onset 
of  the  infection.  In  other  words,  in  chronic  cases  the  morbid  process 
gives  rise  quite  uniformly  to  the  same  orders  of  pathological  products. 

Disappearance  of  the  Oonococcus. 

As  a  general  rule,  the  gonococcus  gradually  ceases  in  the  gleety  morn- 
ing drop  and  in  the  threads.  It  becomes  extinct  and  disappears  out  of 
the  urethra,  yet  the  gleet  and  threads  still  persist,  but  this  is  because  of 
certain  structural  changes  in  the  urethra  left  behind  by  the  severe  exu- 
dative inflammation  caused  by  the  gonococcus.  All  sorts  of  bacteria 
may  be  found  in  the  threads  and  often  in  old  gleets,  and  among  them 
several  diplococci  which  resemble  or  l(X)k  almost  exactly  like  the  gono- 
coccus ;  also  long  and  thin  and  short  and  thick  bacilli.  In  fact,  by  the 
microscope  alone  it  is  almost  impossible  to  positively  identify  the  gono- 
coccus in  old  gleet  or  threads ;  consequently,  it  is  well  to  be  skeptical 
and  perhaps  incredulous  as  to  statements  of  authors  that  they  have  found 
this  microbe  under  these  conditions. 

The  discharge  persists  after  the  extinction  of  the  gonococcus  because 
of  the  ulcers,  erosions,  small  round-cell  residues,  and  thickening  beneath 
the  epithelium,  or  other  sequela?  incident  to  the  intense  exudative  inflam- 
mation aroused  by  the  gonococcus.  An  ulcer  or  exulceration,  esi>ecially 
in  a  long,  narrow,  closed  sinus  like  the  urethra,  will  continue  to  exude 
indefinitely  without  any  assistance  of  the  gonococcus. 

Etiology. — It  has  been  clearly  shown  in  the  foregoing  pages  that  the 
gonococcus  is  the  waterier  morbi  of  gonorrhoea  in  the  vast  majority  of 
cases,  and  that  in  exceptional  instances  other  pyogenic  microbes  are  the 
factors  of  infection. 
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Tliere  can  l)e  no  doubt,  therefi»n»,  that  many  men  contract  gonorrhoea 
from  women  suffering  from  a  spmfic  gonrwoccus-infection  of  8ome  part 
of  their  gt»nital  tract ;  and,  on  the  other  hand,  women  are  infected  by 
men  similarly  infect<Kl  in  their  urethra.  But  there  is  met  with,  particu- 
larly in  private  practice  among  res|x»ctable  people,  a  class  of  cases  in  which 
men  contract  gonorrhea  fn)m  women  who  claim  to  be  and  seem  to  be 
perfectly  healthy.  The  latter  state  that  tlu^y  never  had  the  classical 
symptoms  of  gonorrh(ea,  and  prior  to  the  infecting  coitus  and  afker  it 
considered  themselves  [wrfectly  healthy.  Many  of  the  men  thus  aifeeteil 
have  not  true  gonorrluea,  but  a  discharge*  resulting  from  an  exacerbation 
of  a  dormant  chronic  urethritis. 

Then,  again,  many  women  suffering  fn»m  leucorrluea  or  some  disease 
of  their  sexual  organs  (and  in  whom  no  goufK^oi'ci  can  Ik*  found)  com- 
municrate  true  gonorrhowi  to  men  in  sexual  intercourse.  In  some  instances 
men  contract  the  disease  from  seemingly  healthy  women  in  coitus  during 
or  just  after  the  menstrual  ej>och.  All  these*  rases  puzzle  us  very  much, 
and  the  fact  is  that  though  we  know  much  alxiut  the  gonococcus,  the 
etiology  of  gonorrhoea  is  to-day  in  a  very  unst^ttksl  state. 

Acx?ording  to  doctrines  now  larg(»ly  prevailing,  the  gonococcus  in  the 
male  is  presumptive  evidence*  of  guilt  of  the  woman.  Such  a  doctrine 
is  too  absolute,  and  even  cruel,  and  may  be  th(»  cauw*  of  much  luihappi- 
ness,  suffering,  and  misery.  This  question  often  may  involve  the  virtue 
of  wives  and  the  loyalty  of  mistresses,  and  demands  our  earnest  atten- 
tion. In  all  such  cases  the  ac<nis(Ml  should  receive  the*  benefit  of  any 
doubt  which  may  exist ;  and  the  physician  who  withholds  it  from  her  out 
of  a  morbid  fear  that  he  may  be  ini|X)sed  ufmn,  and  thus  runs  the  risk 
of  convicting  an  innocent  jxTson,  is  unworthy  of  his  calling.  His 
province  is  to  decide  from  the  symptoms,  taken  in  connection  with  the 
known  facts  of  the  case,  and  unless  these  are  sufKcient  to  establish  guilt 
beyond  the  shadow  of  a  doubt  humanity  demands  at  least  a  verdict  of 
"  not  proven."  (For  a  thorough  discussion  of  this  subject  see  my  work, 
The  Pathology  ami  Treuiimnt  of  Venereal  Disea^ea,  Philadelphia,  1895, 
pp.  85  et  seq.) 
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Prodromal  Stage.— At  the  eiul 
gymptom.^  of  ii^'Ute  anterior  goiiorr 


the  period  of  incubation  the 
inunifrst  themt^elves*  These 
may  be  quite  severe  or  they  may  be  inihL  Patients  u.^iially  eomphun 
of  a  liekling,  pricking,  and  itrhy  sensation  at  the  mcattis  or  in  the  fossa 
navicnhiris.  These  sensations  may  l>e  aeeonipanied  by  a  feeling  of  more 
or  les.s  liwit  in  the  parts*  Then,  again,  in  some  eases  decided  uneasiness, 
bordering  on  pain,  is  felt,  wliich  may  1m?  spontaneons  and  eontinuoiis  or 
telt  only  during  an«i  after  urination.  The  intejisity  of  tliese  early  symp- 
toms of  acute  gonorrhtea  very  often  depends  largely  on  the  nature  of  the 
patient.  A  nervous,  worrying  snbjcet  eoniplains  more  or  less  strongly  ; 
while  an  ignorant,  ai>athetie^  or  obtuse  one  may  make  no  complaint 
whatever.  We  not  infrequently  sec  patients  who  ijositively  state  that 
the  discharge  is  the  first  symptom  known  to  them. 

Inspf'ction  of  the  meatus  in  the  priKh'iFmal  stage  shows  it  to  lie  slightly 
reddened,  glazed,  and  jx^rhaps  coated  with  a  lihn  of  colorless,  grayish,  or 
opaline  mucus,  in  which  a  few  minute  whitish  flakes  or  suet-like  himi>8 
are  mixed.  This  fluid  is  nsiially  quite  samty,  bnt  sometimes  one  or  more 
drops  may  Ix*  expressed  from  the  canal.  It  grows  more  copious  as  time 
advances.  Frequently  this  secretion  produces  a  gluing  tog(*ther  of  the 
lips  of  tlie  meatus  in  the  intervals  of  iiri nation,  which  act  mjiy  be  tliereby 
im|>eded  for  a  few  moments.  This  symptom  of  ghiiiig  together  of  the 
lips  of  the  meatus  is  frequently  the  firsit  sign  the  patient  has  of  his 
oncoming  d i sease . 

In  this  stage  the  urine  is  clear  and  free  from  muciij?,  bnt  on  agitation 
a  few  minute  grdv  flakes  or  miiuitc  hnups  may  be  seen.  In  (»ther  words, 
a  few  infected  epithelial  cells  fliiat  in  healthy  urine. 

In  some  easrs  the  infective  pHN-ess  of  gonorrhcea  at  the  onset  is  quite 
slow  in  dcvcliqimentj  an«l  very  little  disturbance  may  be  noteil  at  the 
meatus  for  s^everal  days*  As  a  nde,  after  the  lapse  of  one,  two,  or  three 
djiys  a  decided  state  of  iuflanunatioii  is  seen.  The  lips  of  the  meatus 
Ixjcome  swollen  am!  pt^rliaps  pouting,  and  the  rcilness  invades  tlie  glans 
penis  in  a  disk-like  form  around  the  meatus.  The  mucous  set^iretion 
becomes  increascnl  in  quantity,  then  asj>nmes  a  decidedly  opalescent  hue, 
from  which  it  is  rapidly  tmnsformed  into  a  milky-ltK>king  flin'd,  and 
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then  into  truo  green ij?h  pus,  A  dee ii led  smarting  or  burning  pain, 
called  ardor  nrinii^,  is  thou  felt  in  the  fossa  navirularis,  partioidarly 
during  nri nation  and  sonietinies  continnonsly, 

Tlic  iri'itatii>n  iiu'idont  to  tho  prmlronial  stage  beinsr  limited  to  the 
dirttnl  |iart  of  the  i>enis  friu[iirntly  givt^s  risi-  to  a  condition  of  erethism 
in  that  organ^  whieli  remains  in  a  stale  of  incomplete  ereetir»n.  Desire 
{*}r  vmUis  i.H  sfinirtinies  so  nrj^i'nt  and  uneontrt*!lable  tliat  sexual  exeesses 
arf  fyinirniltrd  and  masturbation  is  practised^  much  to  tlie  aggravation 
of  thi»  AiPimm,  The  s^ymptoms  of  acute  anterior  gfjuorrhfi?a  in  it^  pro- 
rlmmal  j^tage  are  *(tri(*tly  loeal  in  ebaraeter. 

With  the  onwt  of  the  ehissieal  symptoms  of  true  inflammation— 
tmnKtly,  n^ihwm^  swelling,  pain,  and  pus — tlie  prodromal  stage  is  said  to 
eii<!  and  the  arute  or  florid  stage  to  )>egiiK 

Th6  Acute  Stag^e. — "The  redness,  previously  limited  to  t!ie  halo-like 
dUk  around  thi*  mi-atus,  may  spnwl  and  involve  the  wliole  glans,  whieh 
ibi!fi  \H*i*i}mtm  >*woth'ti.  Thc'U,  partienlarly  in  rases  in  which  tlie  prepuee 
in  long  nni\  tight,  this  iriUi'Mti-gumrutary  covering  becomes  red  and 
iiWoll«^ij  in  [Kirt  or  in  itn  (*uMn'ty,  Asa  restilt  redt'ma  maybe  produeeil, 
wbieh  may  U*  limited  u%  Mif^  n^gicm  of  the  fossjeof  the  frceuumor  it  may 
involve  tfie  dintal  pari  of  the  |)re]uu'e.  In  very  severe  cases  it  attacks 
ilu.*  whole  iuti'ginut'nt  oi'  the  penis,  and  thereby  causes  much  pain,  ten- 
mm^  and  <li>»**omfort.  Frefpiently  very  little  *edema  is  present,  but  we 
mny  find  flu*  lympliaties  on  cither  side  of  the  fnenum  swollen,  and  can 
tnu^*  them  a**  Mrnall,  hmI,  t^'uder  cords  along  the  dc*rsum  of  llie  jK-nis  to 
ilu*  lyinphaiie  ganglia  in  tin*  groin,  \\hit*li  uuiy  bt*  more  t>r  less  swollen 
ftfKl  iminfiit  In  generul,  adenitis  in  acute  gimorrlia'a  is  of  rather  mild 
obam^'t'T,  iind  it  f*nl^*ideN  !n  a  O-w  days,  particularly  if  the  patient  ran  go 
Ui  \i^^\*  Iti  MmM-M^iM*?<^  hovv**vii%  absresH-lbrmation  ocem's  and  an  inflam- 
mnUffy  hilU>  remiUi^,  {Wh*  VhxW  IK)  Not  infrequently  phimosis  is 
imiiK'v'J,  which  mueh  di^f^^ris  th*'  sha(»r  nf  the  penis.  Then,  again, 
tmmxtUUtvmn  Iw  u  not  iufn^pieut,  painfnb  and  dis^pJicting  complication, 
(Hr^^  MH'iun\9t  on  l'himo**iH  and  Panipliimosis.)  The  discharge  is  then 
ymffi^^U  ihiek,  t^n'nmyf  and  dei-idedly  fiundmt,  and  sometimes  mixc^I 
wifli  \A**t**\,  Thift  eimdttif»ri  rd'  iillinrs,  whieli  is  usu:dly  reaelied  toward 
|||4*  tmt\  of  lh«r  fir^^t  or  early  in  the  seeond  week,  and  pt-rhaps  earlier, 
li  litl^n'U^l  l>y  Mm?  extension  of  the  disi'sise  dnwu  the  nnthra,  per- 
\m\m  ikfk  fiif  jii»  ill**  bulb.  Then  in  severe  eases  llii^  eur[ms  sjw>ngio- 
cttli  \n*  fell  u**  a  nwollcn^  hard,  eord-like  tnln.'  that  is  painful   to  the 

Ii«  f|ci*iiMioniiliy  wr*  may  d«iei't  3il<vi»g  the  eniirse  of  this  corpus 
iiin  oM*^  or  nion*  ^wi^l lings  or  jieriuiHtliral  Uiidnbs  of  the  size 
,;  ^,*,  ,U  «tho(  or  of  u  pi*a,  whii'h  are  situply  iuilamed  follielo.  They 
M#W.  tHiWifrf^fp  thttt  the  goncrrrho'id  protress  has  involved  the  whole 
»t  ^  iif  tin*  mueoijH  rnenibntnc,  and  has  iitta(*kcd  the  meshes  of  tlie 

'^\i*m\^hmHm,     In  ctiN-w  preseniing  this  intensiiv  nf  symptoms  the 
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whole  thickness  of  the  mucous  mimbranc,  the  subcutaneous  connective 
tissues,  and  the  erectile  tissue  of  the  corpus  spongiosum  are  involved. 
In  these  cases  the  gonorrhoea!  process  has  extended  deeply  ;  but  there  are 
cases  in  which  the  symptoms  are  very  severe,  but  in  which  this  depth 
of  invasion  of  the  inflammatory  process  cannot  be  made  out,  since  the 
spongy  urethra  does  not  feel  very  much  swollen.  These  are  instances 
in  which  the  gonorrhoeal  process  is  superficial  and  invades  the  raucous 
membrane  and  the  submucous  coat  only  slightly ;  such  cases  are  not 
at  all  uncommon.  As  a  result  of  this  inflammatory  swelling  of  the 
mucous  and  submucous  tissues  the  calibre  of  the  urethral  canal  is  very 
much  narrowed.  Urination  then  becomes  an  act  of  pain,  and  even  of 
agony,  by  reason  of  the  induced  scalding  and  burning  sensations, 
described  by  some  as  if  a  hot  iron  had  been  introduced  into  the  canal, 
which  may  be  felt  along  the  whole  of  the  pendulous  urethra  or  may 
be  most  severe  at  the  fossa  navicularis.  Sometimes  the  j)ain  is  said  to 
be  at  the  penoscrotal  angle,  and  at  others  as  far  as  the  bulb.  The 
patient  dreads  to  void  his  urine,  and  ventures  to  do  so  as  seldom  as 
possible. 

This  burning  pain  on  urination  is  due  to  the  forcible  distention  of  the 
inflamed  and  suppurating  urethra,  and  also  to  the  acid  condition  of  the 
urine.  A  further  result  of  this  mechanical  narrowing  of  the  canal  is 
seen  in  the  character  of  the  stream  of  urine.  This  becomes  hesitating, 
weak,  sputtering,  forked,  twisted,  narrow,  and  wiry,  and  the  urine  may 
even  escape  by  drops.  All  the  shapes  of  the  stream  of  urine  produced 
by  stricture  may  be  simulated  in  the  acute  stage  of  gonorrhoea.  At  this 
time  a  patient's  suffering  during  urination  may  be  still  more  intensified 
by  spasmodic  contractions  of  the  compressor  urethrse  muscle,  which  not 
infrequently  causes  painful  strangury. 

Very  often,  both  in  the  acute,  declining,  and  chronic  stages  of  gonor- 
rhoea, patients  complain  of  dribbling  of  urine  on  their  linen  for  a  few 
minutes  after  each  urination.  This  condition  is  due  to  loss  of  the 
resiliency  of  the  urethral  canal,  which  by  its  contraction  aids  in  the  final 
ex])ulsi()n  of  the  last  drops.  The  urethral  walls  are  so  swollen  and 
cedematous  that  their  muscular  fibres  have  lost  their  tonus. 

It  must  not  be  forgotten  that  in  uncomplicated  acute  anterior  gonor- 
rhoea there  is  usually  not  much,  if  any,  increased  desire  to  urinate. 
Such  patients  can,  as  a  rule,  hold  their  water  nearly  as  well  as  they  did 
in  health. 

The  acme  of  this  acute  stage,  which  is  reached  usually  in  the  second 
week,  is  attended  with  a  still  more  unpleasant  train  of  syinj)toms.  The 
urethra  is  then  involved  from  the  meatus  to  the  bulb.  The  i)endulous 
urethra  is  sensitive,  and  even  i)ainfnl,  and  when  the  disease  is  located  at 
the  bulb  there  is  a  sensation  of  tightness,  and  even  anguish,  betw<»(»n  the 
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te«ites  ;  walking  is  rendercHl  lURMinifortable  and  .^mlden  jarring  cause's 
mueli  j>aiii.  When  such  patients  attempt  to  .sit  dtiwn  they  go  about  it 
slowly  and  carefully  and  avoid  pressure  upon  the  |HTineum.  They  are 
also  careful  in  crossing  their  legs  lest  they  should  suf!cr  tlicrcby. 
Besides  these  puins  in  the  p<^uis  and  iHTioeuni,  there  may  be  a  more  or 
leas  uneasy  aching  and  dragging  pain  iu  the  testes,  and  also  in  the  gnnns 
aufl  bimbar  region.  As  a  con?^er[Uencc  of  all  this  snftering  some  patients 
beeome  really  ill,  and  they  IrMjk  i>ale,  worried,  and  hollow-eyed,  lose 
their  appetites,  feel  weak,  and,  in  short,  suftcr  from  malaise  and  mental 
depression.  Sijnic  patients  have  a  mild  or  pronounced  fever,  accompa- 
nied by  chilliness,  especially  towaitl  night.  While  snch  patients  suffer 
much  during  the  day,  they  frei|nently  endure  nuich  discomfort,  and  even 
torture,  during  the  night.  Insomnia  is  not  infrequently  ex]>erienced  as 
the  result  of  painAd  creetiuns,  accompanied  by  debilitating  pollutions, 
and  also  by  ehordcc. 

In  this  acnte  stage  we  often  see  a  peculiar  form  of  hematuria. 
Toward  the  end  of  urination  or  a  short  time  tliereaftcr  a  few  drops  of 
bliH>d  may  escape  from  tlu^  urcthm.  Sometimes  this  docs  not  iwcur  until 
after  the  patient  has  replaced  his  penis  under  his  clothes,  which  he  snb- 
setpiently  finds  stained.  This  postnuctional  lueniatnria  is  due  to  com- 
pression of  the  inflamed  mucous  membrane  by  the  accelerat*»r  n rinse 
mnsclc  and  to  its  forced  distention  by  the  stream  of  urine. 

In  most  patients  the  purulent  discharge  is  more  profuse  in  the 
morning,  from  which  time  it  diminishes  in  quantity  till  night,  when  it 
reuehes  its  minimum.  This  condition  is  largely  due  to  tlie  less  fre- 
quency in  urination  during  the  night,  when,  of  course,  the  secretion 
aceuniulates  iu  the  eanal.  It  is  also  due  in  many  cases  to  n<x'tnrnal 
exacerbation  of  the  disease,  resulting  nndoubtedly  largely  from  exercise 
taken  and  exertion  made  on  the  day  previous.  When  patients  nmiaiu 
in  l>ed  the  exacerbation  and  remission  of  symptoms  are  usually  wry 
much  less  markc*l. 

This  ensend>lc  of  morbid  [ihenomena,  inflammatory  and  subjective, 
IS  generally  complete  towanl  the  end  of  the  second  or  early  iu  the  third 
week,  and  its  further  rluration  dcjKMids  largely  upon  the  hygiene^  regi- 
men, diet,  an*!  tn^atment  of  the  jKitieut.  If  rest  and  quiet  aiu  he 
obtained  and  proper  medication  is  followed,  the  |3atieut\s  condition  will 
begin  to  mend  at  this  time.  The  first  n(»ticcablc  feature  of  inqvrove- 
ment  is  a  diioinutiou  in  the  patient*s  sufferings,  particularly  during 
urination.  Thru  he  will  he  progressively  less  troubletl  with  his  painful 
nocturnal  symptoms,  and,  as  a  result^  he  will  sleep  better  and  will  feel 
stronger  and  more  cheerful.  His  aj^H^titc  will  become  better  and  his 
general   numde  will  be  impmvetl. 

In  some  crises,  however,  piin,  soreness,  or  a  burning  sensation   on 
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urination  persists  after  all  other  symptoms  have  become  ameliorated  or 
have  even  disappeared. 

The  symptomatic  pains  and  uneasiness  in  the  testes,  loins,  and  groins 
will  become  markedly  less  severe.  The  redness  (and  swelling,  if  pres- 
ent) about  the  glans  and  prepuce  will  subside,  the  meatus  will  appear 
more  normal  in  color  and  in  shape,  and  the  corpus  spongiosum  will  be 
much  less  tense,  swollen,  and  painful.  Then,  owing  to  the  as  yet  par- 
tial subsidence  of  the  swelling  of  the  urethral  mucous  membrane,  the 
stream  of  urine  will  become  stronger  and  larger.  The  discharge  is  at 
this  time  usually  copious,  but  it  insensibly  grows  less  green  and  becomes 
more  milky  and  mucoid.  Its  quantity  then  decreases,  and  it  gradually 
grows  thinner  in  consistence.  Thus  it  slowly  disappears  under  favor- 
able circumstances  until  only  a  little  grayish  mucopus  may  be  seen 
during  the  day,  or  it  may  be  only  visible  in  the  morning,  when  it  glues 
the  lips  of  the  meatus  together.  This  condition  may  remain  for  a  few 
or  several  days,  and  then,  if  treatment  is  followed,  no  discharge  can  be 
seen  and  the  urethra  seems  again  in  a  normal  condition. 

The  foregoing  description  applies  only  to  cases  of  anterior  gonor- 
rhcea,  in  which  the  morbid  process,  as  already  stated,  stops  at  the  tri- 
angular ligament.  In  many  such  cases,  unfortunately,  toward  the  end 
of  the  first  and  in  the  second  week  the  suppurative  process  extends  to 
the  posterior  urethra,  and  a  new  order  of  phenomena,  to  be  described 
later  on,  is  ushered  in.  In  this  event  the  suppurative  process  in  the 
anterior  urethra  may  cease  entirely  or  it  may  smoulder  in  a  subacute 
form. 

mid  Course. — It  must  be  clearly  borne  in  mind  that  the  foregoing 
symptom-complex  is  that  ])rcsente(l  by  a  severe  form  of  acute  anterior 
gonorrhoea,  and  that  there  are  milder  forms  in  which  the  gonorrhoeal 
process  is  less  intense  and  the  Ryra])toms  less  severe.  Thus  the  pain  or 
burning  on  urination  may  amount  to  only  a  mild  sensation  of  heat  or  a 
slight  pricking  or  smarting.  Erections  may  be  attended  with  little  if 
any  discomfort,  and  interfere  but  little  with  the  patient's  sleep.  There 
Ls,  therefore,  less  heat  in  the  canal  and  the  erethism  is  mild  or  absent. 

We  constantly  see  eases  of  primary  anterior  gonorrhoea  in  which, 
though  the  purulent  discharge  is  profuse,  even  sanguinolent,  the  inflam- 
matory' symptoms  are  not  strongly  marked  and  the  patient's  sufferings 
are  correspondingly  mild.  Indeed,  we  see  cases  of  profuse  discharge  in 
which  patients  make  little  if  any  complaint,  though  the  inflammatory 
phenomena  seem  well  marked.  This  may  also  be  observed  in  cases  in 
which  the  symptoms  have  been  acute  and  intense. 

Duration  of  Attack. — In  favorable  cases  of  acute  anterior  urethritis 
a  cure  may  be  brought  about  in  from  four  to  six  weeks,  in  which  event 
the  patient  may  consider  himself  a  very  lucky  man.     We  occasionally 
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wee,  however,  some  |Kitiriits  tjet  well   in   throe  or  finir  M'oek?^.     These 
favorulile  casen  geiienilly  are  instauee^  of  the  result  oi'  caret  ill  liygieue 


and  di 


[♦t  regimen,  e^inilHiied  with  jiidieioiis  and  efficient  treatment. 
In  private  practice  it  U  very  often  impossible  tr>  place  patients  at  rest, 
and  tlicy  thereby  are  unahle  at  first  to  avail  themselves  of  one  of  the 
most  important  nn-ans  of  eure.  Even  in  hospitals  it  is  a  most  difficult 
task  to  keep  such  patients  in  bed.  Therefore,  in  a  large  number  of  eases 
:>norrhfea  runs  on  in  patients  who  cannot  follow  tlie  retpiirements  of 
Strict  rt'ginieu,  hygit^ic,  and  treatment.  As  a  result  the  acute  stage 
passes  into  the  subacute,  or  declining,  stage,  which  may  last  many 
nunitlis.  In  sueli  eases  the  uiurc  or  less  scanty  or  eo[»ions  discharge 
is  the  most  prominent  syniptonu 

Relapses.— In  the  declining  stage  annoying  relapses  are  quite  fre- 
quent. Sometimes  these  relapses  are  mild,  and  ngsiin  they  are  severe 
in  character.  Tliey  usually  grow  less  and  less  severe,  and  then  a  cure 
follows.  Most  instances  of  relapse  arc  due  to  the  carelessness  and  lieed- 
lessncss  of  the  |Kitient,  who  indulges  in  alcoholics  and  highly -seasoned 
food,  in  venery,  and  in  active  exercise.  Very  often  the  abstinence  from 
sexual  intercourse  ue«M'ssitatcd  by  the  gouorrhfca  induces  a  conditi^ui 
of  erethism  in  the  patic^ut,  wfiieh  gives  rise*  to  nocturnal  emissions  and 
l>rings  on  a  relapse.  TtieUj  agtiin,  the  tissues  of  some  ]ialients  seem 
prone  to  beenme  inflamed  und  Aaw  U)  return  to  a  mu'rual  eon<liticm,  and 
in  such  subjects  relapses  are  comnu>n* 

It  is  usually  in  the  t*ourse  of  or  as  a  result  of  these  relapses,  after 
first  and  later  infections»  that  the  gonorrlncal  process  seems  to  localize 
itself  in  certain  jwrtions  of  the  urethra — namely,  the  bulbous  |>option, 
the  spongy  portion,  at  the  |M»uc*serotal  angle,  the  portiou  of  the  urethra 
inimcdiately  anteri^ir  to  this,  and  in  the  fossa  navieularis.  In  nuinv 
rases  a  latent  inflammation  remains  in  one  or  more  fjf  the  ni'ethral 
crypts  and  follicles.  Then  external  irritation  develojis  this  chronic  t^on- 
dition  into  an  active  stage,  when  a  greater  or  less  segment  of  the  urethra 
becomes  involved.  It  is  to  tin*  t  hronicity  of  the  niorlnd  jirocess  that 
tlie  developuieut  of  stricture  of  the  uretlira  is  due. 

^[auy  patients  regard  these  r«4apses  at  periods  more  or  less  remote 
fnmi  the  original  infccti(ui  as  new  infections.  They  are  really,  in  nianv 
instances,  ephemend  suppunitirms  indu*'ed  in  a  chronically-inflamed 
patch  or  segment  t>f  the  nrcthrji,  which  conunonly  cease  on  the  removal 
of  the  exciting  cause  or  as  a  n'sult  of  proper  treatment.  It  is  these 
relapsing  suppurations  which  laymen  ot\en  speak  of  so  slightingly  wlun 
they  say  they  would  rather  hav*:  an  attack  of  gouorrluca  than  a  bad 
colli,  They  are  usually  promptly  resiKJusive  to  treatment,  mid  in  con- 
sequence of  the  rapidity  of  cnn'  in  such  cases  certain  metlnxls  of  treat- 
ment^ as  injections  of  no  partiiMilar  energy  or  value,  come  to  have  a 
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great  reputation.  In  most  of  these  cases  an  actual  cure  is  not  produced. 
The  exacerbation  of  the  chronic  inflammation  is  for  a  time  stayed  and 
the  pus-production  ceases,  but  the  latent  condition  yet  remains. 

Examination  of  the  Secretion. — Much  information  as  to  the  course 
of  acute  anterior  urethritis  may  be  gained  from  a  systematic  microscop- 
ical study  of  the  secretion.     (See  Chapter  II.,  page  26,  ef  seg.) 

Examination  of  the  Urine. — Much  light  is  also  thrown  on  the 
progress  of  a  case  of  acute  anterior  urethritis  by  the  examination  of 
the  urine.  In  the  prodromal  stage  the  urine  is  at  first  clear,  but  con- 
tains little  rice-like  or  suet-like  masses,  which  may  look  like  little  balls 
or  flakes  or  even  threads.  Tlien,  perhaps  for  a  few  hours  or  for  a  day, 
there  may  be  a  further  admixture  of  mucus  in  small  quantity.  Usually 
a  marked  change  then  ensues.  The  urine  becomes  quite  opaque,  and 
looks  very  much  as  if  Indian  meal  had  been  mixed  with  it.  This 
opacity  increases,  and  becomes  quite  intense  in  the  acme  of  the  infec- 
tion, in  the  second  and  third  weeks  and  even  later.  If  it  is  then  passed 
and  allowed  to  stand  for  several  hours,  the  pus  will  settle  to  the  bottom 
in  a  broad,  quite  firm,  seemingly  homogeneous  yellowish-white,  even 
greenish,  layer,  perhaps  an  inch  or  more  thick.  In  cases  of  hemorrhage 
a  thin  red  layer  of  blood  rests  on  the  pus-layer.  Over  this  pus-layer 
will  be  seen  a  grayish,  nebulous,  spider-web-looking,  very  easily  mov- 
able layer  of  mucus,  which  at  first  will  not  be  as  thick  as  the  underlying 
.  pus-layer.  As  the  case  improves  the  quantity  of  pus  becomes  grad- 
ually less  and  the  amount  of  mucus  is  increased.  As  a  result  the  urine 
is  less  opaque.  Then  as  the  case  progresses  both  pus  and  mucus  grad- 
ually disapjx^ar  and  e])ithelial  cells  present  themselves.  Toward  the 
end  no  pus  is  secreted,  but  a  slightly  increased  quantity  of  mucus  and 
epithelium  are  still  present.  The  conditions  being  favorable,  the  excess 
of  mucus  ceases,  the  urethra  is  healed,  and  the  patient  may  be  pro- 
nounced well.  (The  reader  is  referred  to  section  on  Gonorrhoeal  Threads, 
see  page  33,  et  ^/vy.) 

The  Two-glass  Test. — It  is  always  very  important  to  know  accurately 
how  deeply  in  the  urethra  the  infection  has  spread.  In  acute  gonorrhoea 
the  urine  may  be  examined  by  what  is  called  Thompson's  or  the  two-glass 
test.  If  the  morbid  process  is  still  confined  to  the  anterior  urethra  and  the 
purulent  secretion  is  quite  copious,  and  the  urine  is  voided  into  two  glass 
cylinders  or  beakers,  it  will  be  seen  that  the  jet  passed  into  the  first  vessel 
is  turbid,  while  that  in  the  second  is  transparent  and  clear.  It  is  then 
evident  that  the  morbid  process  is  still  localized  in  the  anterior  urethra. 
If  the  infection  has  reached  the  posterior  urethra  and  the  secretion  is 
still  quite  copious,  and  the  patient  passes  his  urine  into  two  vessels,  the 
urine  in  the  first  will  be  opaque,  and  so  will  that  in  the  second  vessel 
be.     Up  to  this  stage,  therefore,  the  two-glass  test  is  valuable  in  ciises 
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of  goDorrhfra  of  the  toUility  of  the  urethra.  In  other  words,  just  as 
long  05  the  secretion  is  quite  copious  this  two-glasB  test  will  yield  accu- 
rate informatiou  ;  but  when  tlie  morbid  products  become  much  less  in 
qMantity,  less  fluitl  in  consistency,  and  more  inspissated,  then  they  are 
usually  washed  out  witli  the  first  flow  of  urii»e,  which  flushes  and  cleans 
out  both  the  anterior  and  posterior  urethnie.  It  follow^s,  therefore,  that 
in  all  eases  of  declinin^^  gonorrluea  with  scanty  secretion,  and  in  eases 
of  chronic  gonorrhiea,  the  two-glass  test  will  be  flmnd  wanting,  and 
will  give  uo  information  as  to  whether  the  morbid  process  is  confined 
to  the  anterior  or  jvosterior  urethra,  or  at  best  misleading  information. 
It  is  evident  that  under  these  circumstances  a  knowledge  of  the  eoufli- 
tion  of  the  pi>sterior  urethra  can  only  be  obtained  by  thoroughly  cleans- 
ing the  anterior  irrethra,  and  then  allowing  the  patient  to  pass  his  urine 
into  one  or  two  glasses  if  a  ktniwlcdge  of  the  condition  of  the  bladder  is 
essential.  It  is  very  important  that  tliis  eleansing  process  should  be 
thoroughly  done,  and  that  the  urethra  should  not  be  irritated  or 
damaged  in  any  degree  in  the  operation. 

Lavage  of  the  Anterior  Urethra.— The  most  eflicient  means  of 
ascertaining  the  ef»nditiun  of  the  iK>sterior  urethra  and  bladder  is 
by  the  preliminary  washing  out  or  lavage  of  the  anterior  urethra. 
The  siruph'st  method  is  to  pass  down  to  the  anterior  layer  of  the 
triangular  ligament,  the  patient  being  in  a  standing  jwsition,  a  soft- 
rubber  velvet-eye  catheter  lightly  smeared  with  glycerin,  of  No. 
10  or  12  French  scale,  or  a  reflux  catheter,  and  then,  by  means  of 
the  hand-syringe,  to  inject  five  to  ten  ounces  of  quite  warm  borax, 
bomeic-acid,  or  saline  solution.  The  fluid  should  be  thrown  in  slowly, 
and  collected  as  it  runs  out  of  the  meatus.  It  may  be  well  for  a  few 
seconds  to  ctmij>ress  tin*  meatus,  and  thus  to  cause  the  stream  to  exert 
grejiter  force  u]K>n  the  urethral  walls,  Wlien  the  water  flows  from  the 
meatus  ekiir  and  without  admixture  it  is  fair  to  assume,  if  projmr  care 
and  technic  have  been  used,  that  the  anterior  urethra  is  cleansed. 
The  patient  nuiy  then  pass  his  urine  into  one  or  two  glass  cylinders  or 
beakers.  If  the  quantity  of  urine  in  the  bludder  is  yet  quite  small,  it 
is  very  probable  that  the  prostatic  urethra  has  not  yet  become  part  of 
the  bladder,  and  that  its  secretion  has  not  been  regurgitated  into  or 
mixed  with  the  vesical  contents.  Consequently,  the  first  jet  of  urine 
will  carry  away  all  setTetion  from  the  ]>rostatic  urethra.  Tlve  second 
stream,  ct  truing  directly  from  tlie  bhulder,  will  give  in  forma  lion  as  to 
its  condition,  and  will  determine  whether  the  infection  has  invaded  that 
viseus. 

Now,  in  the  event  of  the  jKitient  having  much  urine  in  his  bladder, 
it  IS  safe  to  assume  that  the  pnistatic  urethra  has  been  melted  into  that 
viseus,  and  that  its  secretion  is  mixed  w  ith  its  contents.     As  a  result  of 
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this  condition  it  will  be  necessary  to  study  the  secretion  with  the  micro- 
scope after  it  has  settled,  and  to  dett»rniine  whether  the  tissue-elements 
have  come  from  the  posterior  urethra  alone  or  also  from  the  bladder. 
It  is  always  a  good  rule,  therefore,  to  use  lavage  of  the  anterior  urethra 
with  a  view  to  determine  the  condition  of  the  jK)sterior  urethra. 
"When  the  patient  has  only  three  or  four  ounces  of  urine  in  the  blad- 
der the  internal  sphincter  usually  remains  competent  and  the  prostatic 
urethra  and  bladder  do  not  then  form  one  cavity.  It  is  very  probable, 
when  the  morbid  process  in  the  jM)stcrior  urethra  is  active  and  the 
secretion  is  thin  and  copious,  that  it  tends  to  flow  toward  the  bladder, 
since  the  internal  sphincter  is  weaker  than  its  external  fellow.  In  this 
case  the  intermingling  of  the  fluids  occurs  (juite  early.  If,  however,  the 
secretion  is  thick  and  viscid  and  small  in  quantity,  it  will  remain  in  the 
prostatic  urethra  until  it  is  carried  away  with  the  first  jet  of  urine,  or  it 
may  become  mixecl  with  the  urine  in  tije  fusion  of  tiic  prostatic  urethra 
with  the  bladder. 

The  secretion  washed  from  the  anterior  urethra  should  be  allowed  to 
settle,  and  then  should  be  examined  microscopically  for  gonococci  and 
tissue-elements.  The  urine  in  tiie  flrst  glass  should  be  similarly  treated. 
If  two  glasses  have  been  used,  th(!  second  urine  may  also  be  examined. 
If  the  bladder  has  been  involved  (and  in  must  of  the  recent  and  even 
quite  advanced  cases  the  inflammation  will  have  extended  only  to  the 
l)ortion  near  the  neck  and  ba^'),  there  will  be  found  more  or  less  ])us 
and  flat  epithelium  due  to  catarrhal  des<juaniation — a  microscopical 
picture  in  striking  contrast  with  that  presented  by  the  secretion  of  the 
posterior  urethra.  By  these  means,  therefore,  w(»  determine  whether 
the  gonorrhcejd  process  has  sto])ped  at  the  bnlb  of  the  urethra  or 
whether  it  has  invaded  the  posterior  urethra,  and  still  further  involved 
a  small  or  a  large  portion  of  the  bladder. 

Inyasion  of  the  Whole  Urethra. — The  oi)inion  heretofon?  enter- 
tained, that  g(morrh(ea,  as  a  rule,  limits  itself  to  the  anterior  urethra, 
localizing  itself  chiefly  at  the  bulbous  portion,  is  wholly  incornrt,  since 
the  reverse  is  true — namely,  that,  as  a  rule,  in  between  80  and  90  per 
cent,  of  cases  the  infection  spreads  throu^xh  the  entire  length  of  the  ure- 
thra, and  only  exceptionally  in  a  minimum  of  cases  is  it  limited  to  the 
anterior  urethra.  The  contention,  then^fore,  that  jH)sterior  urethritis  is 
a  complication  of  anterior  urethritis  is  false. 

Diagnosis. — Commonly,  the  diagnosis  of  acute  anterior  gonorrluea 
or  urethritis  is  readily  made  by  the  [)hysi(!ian.  Some  cases  of  balanitis, 
in  which  the  prepuce  is  rather  tight,  resemble  gonorrhoea,  for  the  reason 
that  besides  the  discharge  the  meatus  may  be  red  and  swollen,  and  j)er- 
haps  there  is  slight  uneasiness  in  urination.  Retraction  of  the  foreskin 
and  cleansing  of  the  jMirts  will  jHjrmit  a  thorough  examination,  and  then 
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the  iliagiiOr-i>  c*iiii  hi-  rwidily  laiitle.  In  tlioj^o  vases  of  Imlanitis  in  which 
l\w  prepudul  orifice  h  very  small,  even  of  pinhole  f^ize,  in<n'e  (liffieulty 
may  b*^  ex|>crieneeih  By  ineang  of  intrapreputial  inject  ions  the  dit^- 
char^a*  may  he  removed  ;  the  part?^  then  bein^  dried,  -flight  pressure  njjon 
tlie  untlini  ih>tn  Uehind  forward  will  reveal  the  pre>enee  or  ab^'nee  of 
pus  in  the  canal.  By  nieans  td*the  microscope  we  can  find  gonoe'occi  in 
tin'  pus  of  gonorrhtea,  but  it  is  not  found  in  tliat  of  balanitis. 

When  the  initial  le>ion  of  .sypliilis  is  developed  on  or  within  tlie  lijis 
of  the  meatus  a  slight  mucous  discharge  is  present,  and  doubt  as  to  its 
nature  may  exist  up  to  the  period  when  the  diagnosis  of  chancre  is  niade. 
The  initial  lesion  may  oeenr  at  *>ae  or  more  inclie>  down  the  canal,  and 
give  rise  to  a  discharge  which  is  usually  neropurulent  autl  scanty.  Sucli 
patient*  complain  of  a  hicalized  uneasiness  and  impLHilimcnt  to  urina- 
tion, and  examination  reveals  a  eircumseribetl  tluckcuing  of  the  corpus 
spongiosum.  In  these  cases  the  endosco|)c  and  the  microscope  atlVird 
much  aid. 

(iunmiatous  infiltration  occurs  at  any  ]^art  of  the  pendulous  urethra, 
and  a  scanty  scrofuiruh^il  discharge  acei>m[»anii^s  its  ilevclojunent.  The 
absence  of  inflammatory  symptoms,  the  IrK^alizatiou  of  tlie  lesion,  and 
the  history  uf  the  patient  are  usually  sufficient  for  a  correct,  if  perhaps 
nitlier  dehiycd,  ^liagnosis. 

The  mucous  fluid  which  exudes  from  the  meatus  when  the  seat  of 
herpes  |)rogenitalis  and  the  presence  of  vesicles  establish  tlie  ease  as  not 
one  of  gonnrrhfea. 

The  pus  of  chancroids  of  tlu'  meatus  is  ot'  a  rusty-brown  color,  dif- 
fering markedly  from  that  of  gonorrhaM.  The  points  in  the  diagnosis 
of  p^isterior  urethritis  have  neeciisarily  been  given  in  the  description  of 
that  condition* 
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When  the  disease  reaches  tlie  bull*  of  the  urethra  that  structure 
betM[)raes  a  profusely  suppurating  ]ionch*  and  fn>m  it  in  the  majority 
of  eases  the  morbi4l  ]>roccss,  by  eell-to-ccll  invasion,  attacks  the  mem- 
biiinous  and   prostatic  urethras 

Symptoms. — In  many  (*ases  the  onset  of  iM>sterior  urethritis  is  unat- 
tended l>y  any  marki-d  symj>t(Uns,  an<l  it  is  largely  by  reason  of  this 
absent*!^  of  symptoms  pointing  to  the  deep  extension  of  the  trouble  that 
the  opinion  was  held  tliat  the  posleiifir  urethra  i^  invaded  in  only  a 
minority  of  cases. 

It  has  been  customary  to  speak  of  a  deep  burning  jmin  between  the 
U*^teb  and  in  the  perineum  as  symptomatic  of  inv<4vemeut  of  tlie  bulb- 
ous urethra — a  ciiutention  whi«*h  is  tpiite  correct.     But  it  is  equally  cer- 
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tain  that  this  symptom  occurs  when  the  infective  process  has  invaded 
the  urethra  beyond  the  triangular  h'gament.  Its  import  has,  therefore, 
frequently  been  misconstrued.  Acute  posterior  urethritis,  moreover, 
may  exist  and  gradually  decline  in  the  manner  and  with  the  same  symp- 
tomatology that  wc  have  seen  the  infection  of  the  anterior  urethra  sub- 
side. In  such  cases  there  has  been  no  suspicion  of  the  invasion  of  the 
canal  beyond  the  bulb,  and  in  all  probability  the  two-glass  test  and 
lavage  of  the  anterior  urethra,  followed  by  the  one-  or  two-glass  test, 
have  not  been  resorted  to.  Thus  it  is  that  many  instances  of  involve- 
ment of  the  posterior  urethra  have  been  unrecognized. 

If  cases  of  acute  gonorrhcea  are  carefully  watched  as  to  their  symp- 
tomatology and  the  urine  is  properly  examined,  it  will  be  found  that  in 
a  goodly  proportion  the  only  symptoms  of  posterior  urethritis  will  be  a 
slight  burning  sensation  deep  in  the  canal,  particularly  after  urinating, 
and  a  very  slight  increase  in  the  number  of  urinations.  In  many  cases 
these  symptoms  will  only  come  to  light  as  a  result  of  the  care  and  acu- 
men of  the  physician,  since  many  ])atients  say  nothing  about  them  or 
fail  to  take  much  notice  of  them. 

Then  there  are  other  patients  who,  when  the  discharge  is  profuse, 
will  complain  of  the  deei>-seated  burning  pain  and  of  an  increased  desire 
to  make  water.  Many  of  these  cases  are  able  to  go  about  and  to  attend  to 
their  duties  during  the  acute  and  declining  stages  of  their  trouble,  which 
is  gonorrha?a  of  the  totality  of  the  urethra. 

But  the  symptoms  most  strikingly  indicative  of  invasion  of  the  pos- 
terior urethra  are  a  diminution  in  the  amount  of  the  suppuration  or  its 
entire  cessiition  (even  when  it  is  profuse  and  also  when  it  is  on  the 
decline),  and  a  decidedly  increased  desire  to  urinate.  In  some  cases  the 
cessation  of  the  dischar<re  so  pleases  the  patient  that  he  gives  himself 
little  concern  about  the  increased  frequency  of  urination.  In  these  cases 
by  the  two-glass  test  the  first  and  second  specimens  of  urine  will  be 
found  to  be  opacjue  and  to  contain  pus  and  tissue-elements.  In  some 
cases  the  second  sjiecimen  is  more  cloudy  than  the  first.  If  no  compli- 
cations develop  in  such  cases,  the  trouble  in  the  posterior  urethra  may 
be  more  or  less  severe  for  a  time  ;  then  in  most  instances  the  discharge 
again  appears,  either  copi(»us  or  rather  scanty,  at  the  meatus  ;  the  patient 
feels  much  relieved,  and  the  (;ase  then  behaves  like  one  of  anterior 
urethritis  on  the  decline. 

In  many  cases  in  which  a  supposed  anterior  urethritis  is  declining  in 
a  satisfactory  nianncT  the  j)atient  will  ])rescnt  himself  and  complain  of 
a  frequent  and  intense  desire  to  urinate,  together  with  jKiin  deep  <lown 
in  the  perineum  at  the  end  of  micturition.  Hy  questioning  the  patient 
the  mode  of  (mset  of  his  trouble  will  be  made  clear.  lie  usually  begins 
by  urinating  in  a  n(>rrnal  manner  ;  but  at  the  end  of  the  act  he  exjxTi- 
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enaen  Ji  clntl  jkiiii  an*!  wifight  in  the  perineum  or  a  f=hort,  sharp  spasm, 
ThiH  letMU  him  to  think  that  he  ha.^^  not  evacuated  the  hlaJder,  and  he 
thi'U  Mtrain^»  hut  exjM^ls  no  urine,  or  at  most  only  a  few  drops^  the  pas- 
wi^<'  of  whif'h  rauw*,s  .still  more  deeply-seated  pain.  Thus  ushered  in, 
tlie  N*ii**«mu!H  hi'g^iuH  ^vith  var^^ing  degrees  of  severity.  Examination  of 
tin*  urine  nhows  eloudineHH  in  both  beakers  when  the  suppuration  is  pn>- 
fuH%  as  it  usually  in  in  such  easels.  This  desire  t<i  urinate  may  be  very 
("n'<jueut  aud  im|K*rative,  or  the  syinptonis  may  be  less  prouounceiK  In 
Konie  imtHm  a  palierji  may  go  alitiut,  while  in  others  he  is  forced  to  go  to 
bi*<L  Irj  seviTi*  eases  a  furtiier  symjitom  is  added  to  the  patient's  dis- 
cfimrorJ,  aud  this  is  a  UMire  or  less  profuse  hfematuria.  In  most  eases 
tUr  IjI(km1  follows  the  urine,  but  in  S43me  it  appears  before  it  is  all  voided. 
'I'hi'n*  may  lie  but  a  few  drops  *>r  tlie  (plant ity  may  be  very  ]>rofuse.  In 
Honie  of  tfies<t  eases  of  hiemaluria  in  posterior  urethritis  a  small  worm- 
WUf'  masH  f>f  eoagulaled  bhiod  may  be  passed  in  the  first  jet  of  urine, 
Thi^  eifagtdiJtioti  is  i'oruii'il  in  the  intervals  of  tirination  by  the  escape  of 
IjIikkI  from  the  iuflauied  jirostatie  uretlira.  At  the  etid  of  micturition 
the  prostaii!  and  bhidder  sphincters  contract  and  squeeze  the  inflamed 
uud  enxled  lirnrig  niembraue,  thus  forcing  the  blood  from  it,  as  we  may 
by  (4*pifn'ziug  force  water  frfjm  a  sponge. 

Htniuge  as  it  may  seem,  even  in  very  severe  and  acute  cases  there  is 
no  systetuie  reaction,  there  is  no  fever,  aud  there  is,  as  a  rule,  no  increase 
in  the  frt*i]ueuc/y  nf  tlic  pulse. 

Tliere  arf%  thrreton%  foiu*  well-marked  symptoms  and  conditions  of 
[MVHtcrior  urethritis,  as  follows:  frequent  aud  iutense  desire  to  urinate; 
paiu  in  gluus  [Teuis  inid  perineum  at  the  end  of  urination  ;  poist-mic- 
tiuitiimal  lueuuituria  (sometimes  ahsiuit);  absence  of  systemic  symptoms. 
lu  ad* lit  ion  to  the  Ibrcgoing  cla-ssical  symptoms  there  are  two  otliers — 
namely,  complete  n^tention  and  ineoutiuence  of  urine.  Temporary 
i\^>teutiou  may  oc*'ur  in  the  less  severe  order  of  cases,  due  to  spasm  of 
the  eomjuH'ssor  unthnv  uuisele,  aiul  may  |)ass  away  without  tlic  surgeon 
luivi ug  t*i  resort  to  the  catheter*  Conqilcte  retention,  due  to  the  same 
cause,  may  (wvur  in  st»vere  cases  in  which  there  is  urethral  stricture, 
hy|K'rtrophy,  or  abseess  of  the  prostate.  In  these  cases  prompt  surgical 
n*lief  is  sometimes  impmtive. 

Ky  the  term  "relative  incoutiuenee  ^*  is  understood  a  relaxed  or 
insutKeii^nt  condition  of  the  cumpivssor  ui-ethne  muscle,  whicli  fails, 
even  when  wilUi>inver  is  exercised,  to  ktn^p  Imck  tlie  urinary  stream. 
This  eondition  is  observtHJ  in  the  less  severe  order  of  i^ases.  A  smlden 
impulse  ti>  urinate  overtakes  the  jiatient,  the  bladder  cftntracts,  an*!  some 
urine  in  exf^K^lKHl,  jHThajis  in  the  jmticnt's  pautahHms,  Hearing  a  stream 
of  water  flowing  iWmi  a  faucet  or  a  hydrant  or  trom  a  watering-cart,  and 
washing  the  hamls,  sometimes  cause  in  these  jiatients  vesical  contraction 
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'  anrl  the  esf^ape  of  urine,  the  e^-om pressor  urethras  heiTijj;  enfeebled  and 
oftering  little  or  no  resistance. 

In  many  acute  cases  we  also  observe  such  symptoms  a^  painful  erec- 
tions an<l  [)ollutions  which  may  he  more  i>r  less  l»lu*Hly.  PuUnt ions  are 
very  significant  of  involvement  of  the  [wsterior  urethra,  sini-c  they  are 
due  to  the  irritation  of  the  infiammatory  process  in  the  niput  ii^illinaginis. 
Chortlee  is  not  observed^  unless  the  inflammation  still  remains  in  the 
acute  stage  in  the  anterior  urethra. 

In  the  general  run  of  castas  the  increasetl  desire  to  urinate  only  causes 
discomfort  and  not  much  pain.  Such  patients  generally  go  about  and 
rest  when  they  can.  In  nther  cases  the  patients'  sutler ings  niay  be  said 
to  be  quite  severe.  TheUj  again,  we  sometiin(*s  see  patients  thus  afflicted 
who  become  ol)jects  of  the  most  profound  sympatliy.  While  in  some 
-patients  the  desire  to  urinate  may  ocenr  i^vi^ry  hour  or  so,  in  others  it 
^occurs  every  half  hour  or  less.  Tlien  in  very  bad  cases  the  injperious 
desire  comes  every  few  minutes,  and  in  yet  worse  cases  there  is  no  inter- 
val :  the  patient  sits  over  the  chamber  the  whole  time,  gmaning  and 
crying  out  with  jiiiin  and  drenched  in  a  cold  sweat,  passing  a  few  drr^ps 
of  blotxly  urine  at  a  time.  The  pain  is  usually  of  a  dull  cliaracter,  and 
is  felt  at  tlie  end  of  the  act  of  urination.  Some  {>atients  comjilain  of  [wiiu 
at  the  end  of  the  penis  before  uri nation ^  as  they  do  with  stone  in  the 
Ijladder.  This  pain  and  tenesmus  in  severe  cases  radiates  to  the  blad- 
der, anus,  lumbar  region,  si)ermatic  cord,  and  the  hy}>ogastriuin.  Some- 
times these  patients  also  suffer  from  cramps  in  the  legs.  In  many  cases 
ncM'turnal  exaccrbatious  are  olKsiTvcd,  In  these  very  l)ad  eases  of  acute 
jwsterior  urethritis  the  urine  in  the  second  glass  is  more  cloudy  than 
that  in  the  first,  Thcj-ie  patients  seem  instinctively  to  know  that  they 
sutler  less  when  they  pass  con.^iderable  urine ;  hence  they  drink  large 
quantities  of  water  in  order  to  dilute  the  urine  and  to  render  it  less 
irritating. 

When  the  hcniorrlKigc  is  very  severe  it  escapes  in  the  intervals  of 
urination  frrmi  the  p<>sterior  urethra  into  the  bladder,  and  then  the  first, 
and  particularly  the  second,  glass  will  be  found  to  contain  blood  as  Avell 
as  pus.  In  su<'h  cases  there  is  usually  the  same  terminal  flow  of  blood 
after  urination  as  has  already  been  desenl>ed. 

When  [Misterior  urethritis  complicates  the  condition  incident  to  hyi>er- 
tropfiy  of  the  prostate,  or  when  mi<ldle-aged  or  old  men,  liavi ng  strieture 
of  the  nretlini,  are  attacked  with  posterior  urethritis,  their  condition  is 
very  often  alarming  and  even  critical.  In  such  cases  the  symptoms  are 
very  severe  and  the  sufferings  of  thi'  patients  very  intense.  This  com- 
bination of  acute  and  ehronie  disorder  is  the  more  dangerous,  as  it  nuiy 
Imd  to  rapidly-ascending  gonorrhtea  and  an  invasion  of  the  ureters  and 
the  kidneys. 
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Albuminuria  is  a  symptom  poculinr  to  severe  eases  of  jxisterior  ure- 
tlirititi.  It  is  severe  in  prnportiuii  to  tlie  intensity  ot*  the  tenesmns,  aiitl 
is  ^aid  to  be  eansed  by  the  spiisni<>dic  contrtietion  of  the  orifices  of  the 
ureters  hv  the  detrusor  niuseles  i>f  the  blndder,  wldch  <huns  biiek  the 
urine  and  hwls  to  tlie  escape  of  albumin  from  the  glnmeridi  into  the 
renal  tiibiden. 

It  will  be  seen  tliat  in  acute  inflammation  of  the  posterior  urethra 
the  sym|>toms  imvy  be  slight  and  insignitieant,  or  they  may  be  i^evere, 
and  even  violent  and  atroeiouj^. 

Duration. — The  duration  of  an  attack  of  posterior  nrethritis  is  \'ery 
uni  I  rtain.  In  the  milder  forms  it  may  last  weeks  and  mrmths,  aeeord- 
ing  to  I  he  eare  taken  and  the  treatment  advised.  In  uiudemtely  severe 
eases  t*ne  or  more  wcH^ks,  even  as  many  v^  ^ix,  may  elapse  before  a  eon- 
ditiiin  of  comfort  is  established,  even  when  the  treatment  is  eorreet  and 
tlie  eare  f*f  the  patient  ]>erfeel.  lu  the  most  sevt^re  eases  the  duration 
is  inth^iuite.  Usually  i*uch  a  violent  attack  hists  two  or  mcu-e  weeks, 
aud  then  amelioration  occnrs  and  the  disease  beeomeis  less  severe  and 
vitilent, 

Declming  Stage, — The  first  symptoms  pointing  to  improvement  are 
the  less  nrgent  (h^sire  to  make  wsiter  and  the  greater  h'ngth  of  the  inter- 
vals of  urination.  Then  the  local  and  radiating  pains  Ijeeome  less,  aud 
the  jmtient  becomes  more  comfortable  aud  hopeful.  The  progress  toward 
recovery  in  very  severe  crises  is  usually  s]ow%  and  maybe  iJitcrrnpted  by 
relapses,  which  are  f>ften  brought  on  by  indiscretions  of  the  patient  in 
the  matter  of  alcohnlie  excesses,  sexnal  irnprudcnees,  aud  b*idily  straiuB. 
In  nuiuy  t*-ases  the  disease  ceases  to  give  the  patient  concern  and  settles 
down  int(»  a  ehronie  condition,  in  w^hich  there  may  be  no  subjective 
sy uiptoms  whatever.  lu  these  e-iijses  the  disctharge  is  small  in  quantity 
and  viscid  in  consistency,  and  the  two-glass  test  fails  to  localize  the 
iuflaminatory  ]>ro<*css,  Resr^rt  to  lavage  of  the  auterii>r  urethra,  how- 
ever, will  show  that  the  posterior  urethm  is  the  seat  of  chronic  intlam- 
mat  ion. 

Nature  of  the  Secretion. — In  very  acute  cases  of  posterior  nrethritis 
the  sei-rctiou  is  purulent  and  ]>rofiisc,  like  that  of  anterior  nretliritisj  and 
in  it  the  gonococcns  ciui  usually  Ih^  readily  discovered.  As  the  process 
grows  older  the  pus  bcciniiis  mixed  with  epithelial  cells  and  is  seen  in 
the  form  of  threat  Is. 

It  is  very  difficult  and  often  impossible  to  find  the  gonococcns  by 
means  of  the  microscfvpc  late  in  the  murse  of  posterior  urethritis. 

Inva'-ion  of  the  [Mistcrior  nn'thra  m*  naei-s  the  following  parts  :  the 
verunioutammi,  the  tgacidatory  ducts,  the  ducts  fd"  the  seminal  ve-iclrs» 
the  pmstatic  ducts,  the  epidi<lyines  and  testes,  the  seminal  vesicles,  and 
the  bladchT.     Posterior  urethritis,  tliereforc,  may  l)e  the  starting-point 
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of  various  complications,  all  of  which  are  painful  and  distressing,  and 
some  of  them  are  more  or  less  dangerous  in  their  results. 

Diagnosis. — The  diagnosis  of  acute  posterior  urethritis  is  made  bv  a 
consideration  of  the  acute  attack  in  the  anterior  urethra  and  the  typical 
symptoms  of  deeper  invasion. 

Examination  of  the  urine  after  lavage  of  the  anterior  urethra  will 
establish  the  diagnosis  beyond  doubt. 

Prognosis. — In  general,  the  prognosis  of  gonorrhoea  is  good,  and  a 
cure  may  be  promised  in  from  three  to  six  or  eight  weeks,  if  proper  care 
and  treatment  are  used.  But  it  is  well  to  remember  that  in  some  cases 
gonorrhceal  rheumatism,  epididymitis,  urethrocystitis,  and  other  compli- 
cations may  occur  even  when  a  carefully  directed  treatment  is  being  fol- 
lowed. It  may  be  stated,  however,  without  fear  of  contradiction,  that 
owing  to  improved  methods  of  treatment  the  prognosis  in  gonorrhoea 
will  grow  progressively  better  in  the  future.  The  disease  is  commonly 
very  obstinate  when  acquired  before  puberty,  particularly  in  scrofulous 
and  tuberculous  subjects.  In  plethoric  persons,  in  high  livers,  and  those 
addicted  to  drink,  in  rheumatic  and  gouty  subjects,  gonorrhoea  is  fre- 
quently very  persistent.  In  those  who  are  overworked,  the  subjects  of 
mental  worry,  and  those  of  neuropathic  tendency  the  disease  is  often 
very  tedious.  Even  in  healthy  subjects,  in  many  cases,  the  inflamma- 
tory process  is  very  rebellious  and  shows  a  tendency  to  become  localized 
in  some  part  of  the  urethra,  and  there  to  tax  the  bearer's  patience  and 
the  surgeon's  skill. 

Urethritis  in  Young  Boys. 

Catarrhal  Urethritis. — There  is  a  simple  non-specific  (certainly  as 
to  its  origin)  inflammation  of  the  meatus  and  the  anterior  portion  of  the 
urethra  in  young  boys.  I  have  seen  cases  in  which  a  mild  urethritis  of 
the  distal  part  of  the  penis  originated  in  balanitis  resulting  from  great 
uncleanliness.  In  like  manner  the  hypereemia  caused  by  pediculosis, 
scabies,  and  eczema  of  the  j^enis  and  glans  may  cause  a  mild  form  of 
purulent  urethritis  in  children,  as  it  does  in  the  adult.  In  the  act  of 
crawling  children  may  p't  filth  on  these  orjjans,  and  from  this  infection 
may  occur.  I  have  several  times  seen  in  boys  from  ten  to  thirteen  years 
old  well-marked  subacute  urethritis  concomitant  with  balanitis  which 
originated  in  efforts  to  retract  the  prepuce  for  the  first  time  and  to  break 
up  adhesions.  In  tliose  eases  dirt,  retained  smegma,  and  urine  undoubt- 
edly phiyed  a  prominent  causative  part. 

The  symptoms  of  mild  urethritis  in  young  male  children  are  heat, 
swelling,  pain  on  urination,  and  a  scanty  ])urulent  discliarp'. 

The  course  of  tiiis  disease  is  tolenihly  mild  and  its  duration  short, 
provided  the  exciting  causes  are  removed. 
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il  urethritis  will  promptly  cease  by  the  exercise 
0f  ckliiliiMilff  9Qti  tht*  ittie  iff  mild  lead  injections. 

OiMflfefleal  arethritU  in  infants  and  young  boys  h  not  infrequently 
met  wttfaf  pflurtietdarly  in  the  lower  clBsses  of  ^>ciety  living  in  loealities 
wb*?t*  children  are  clc>sely  herded  together  with  adults.  The  disease  is 
found  in  ao  eodeniic,  qua^i-epidemie^  and  sjiortidie  tbrjti. 

Little  h  kiKiwn  ai»  to  tJie  very  early  stages  of  this  infection,  and 
there  are  no  n  liable  faet^  as  to  the  period  of  incubation. 

The  BJBl^totnM  are  niniikr  to  tho^  of  acute  gonorrhoea  in  the  male. 
The  dhkeaMB  begitifi  violently  in  heat,  redness,  and  swelling  of  the  penis, 
frtiui  whicrh  there  h  a  profu.se  dis<.4iarge  of  pus*  The  morbid  pnieess 
iM-giiiA  in  tlic  f<m.sii  navieulari.H,  ant!  pronjptly  runs  down  to  the  bulb  and 
int^i  the  |i*»Mt*^rior  unithra.  There  i^  pain  on  urination,  besides  a  constant 
burning  mnimfum  in  the  nretlira,  and  there  may  be  painful  nocturnal 
eref?tion>i.  In  tlie  early  stage,  by  the  two-glass  test,  the  urine  is  found 
to  Ik*  turbid  in  the  first  cylinder  and  clear  in  the  seeotul ;  but  in  mnst 
eaM!«  the  jiosterior  urethra  ^Jeef^me?*  involved,  and  then  the  urine  in  both 
cylinders  is  turbid.  With  the  invasion  of  the  posterior  urethm  the 
syuiptonis  resemble  thost?  of  the  adult  Mniilarly  attacked.  There  is 
tinesmus,  which  may  be  very  severe  and  occur  as  often  as  every  quarter 
of  an  hour  in  l>ad  cases.  In  milder  cuses  the  desire  to  make  water  may 
occur  every  hour  or  at  longer  intervals.  Stmietimes  mild  and  even 
Bf*vere  hemorrhage  raay  riceur  at  the  end  of  the  act  of  urination.  This 
di^'use  runs  the  same  pei'sistent  and  rebcllii>us  course  in  the  young  that 
it  dm*H  in  the  adidt,  and  one  or  more  montlL?  may  elapse  before  cure  is 
etfeeted. 

Etiology. — It  is  often  difficult,  and  even  impossible,  to  ascertain  the 
eansi.»  and  uhmIc  of  origin  of  virulent  gonorrhfea  in  an  infant  under  tw^o 
yenrs  of  uge  ;  but  the  lacts  jiresented  by  must  eases  warnint  the  opinion 
tluil  flu-  tdiild  has  Ikh-u  tampered  with  by  an  older  person  and  thus 
intei'ti'd,  Sinct!  intromissifKi  of  the  organ  is  not  absolutely  necessary 
for  infection,  it  is  pnjl>able  that  in  some  of  these  eases  depraved  women 
suffei'ing  from  gonorrhfea  place  the  child's  penis  in  their  vulva.  Such 
instances  have  l>cen  known. 

The  COmplicationa  nuiy  be  Indanitis,  lymphangitis,  epididymitis, 
orchitis,  ami  vagiualitis.  In  some  cases  ehronie  posterior  urethritis  is  a 
result. 

The  viruU'ut  f(»rm  fd' un^thritis  in  the  y(tung  jnay  lead  to  stricture  of 
tlie  uri'thru.  It  is  very  probable  tliaf  to  virulent  urethritis  ixTiUTing  in 
early  liie  may  be  attributed  many  of  the  eases  of  stricture  in  boys  and 
^oung  UM'H  in  whom  a  history  of  recent  gonorrh<Ta  cannc*t  fve  obtained. 

Treatment, — The  treatment  of  virulent  urethritis  of  male  iidants 
[id  yoimg  boys  shotdd  !>e  that  laiil  down  for  adults.     The  doses,  how- 
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ever,  should  be  adjusted  to  the  patient's  ago,  and  the  strength  of  the 
injections  should  be  tempered  in  accord  with  the  greater  delicacy  of  the 
young  sufferer's  tissues. 

MEUBRANOUS   DESQUAMATIVE   URETHRITIS. 

Under  the  foregoing  title  a  number  of  cases  have  been  described 
in  which  patients  passed  membranous  flakes  or  cylinders  or  casts 
from  their  urethra.  In  the  cases  thus  far  reported  we  find  a  market! 
variation  in  the  character  of  the  membranes  and  in  the  subjective  and 
objective  symptoms  of  the  patient  passing  them. 

Though  a  few  cases  will  not  warrant  sharply-drawn  conclusions,  the 
opinion  may  be  ventured  that  there  are  a  croupous  urethritis  and  a  well- 
defined  epithelial  desquamative  urethritis,  the  one  being  acute,  the  other 
chronic. 

These  cases  should  be  treated  on  the  general  lines  indicated  in  the 
management  of  chronic  anterior  urethritis.    (See  page  83,  d  seq.) 
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tlic  (liiagno.^^ift  ran  he  readily  niade.  In  thost*  c-xises  of  bulaiiiti.s  in  which 
the  preputial  orifice  is  very  small,  even  of  pinhole  .size,  more  difficulty 
may  Iw  experienced.  By  means  of  intniprcpntial  injeetioim  the  dis- 
ehargf  may  Im/  removed  ;  tiie  part,s  then  bein^^  dried,  ^liglit  pressure  npon 
the  urethra  iVom  behind  forward  will  reveal  tlie  presence  or  absence  of 
pus  in  the  eatuib  By  means  of  the  microscope  we  can  find  gonoeocei  ht 
tile  pus  id*  jj^onorrbcea^  but  it  is  not  found  in  tliat  of  balanitis. 

Wlif^n  tlie  initial  lesion  oi'syphilig  is  developed  on  or  within  tlte  li}is 
oi'  tlie  meatus  a  slight  m neons  discharge  is  present^  and  iloubt  as  to  its 
nature  may  exist  up  to  the  periml  when  the  dingruisis  of  ebanere  is  made. 
Tiie  initial  lesion  may  occur  at  one  or  more  inches  down  the  eatuil,  and 
give  rise  to  a  discharge  which  is  usually  i^^ropurulent  and  scanty.  Such 
pitients  com  plain  of  a  localized  uneasiness  and  impediment  to  urina- 
tion, and  examination  reveids  a  cirenmseribed  thickening  of  the  corpus 
spongic»sum.  In  these  cases  the  endosco[)e  and  the  niicroscope  aitbrd 
much  aid. 

Gummatous  infiltratifm  m^eur&  at  any  juirt  of  the  ]iendulons  urethra, 
and  a  BCiint)-  sen ►piiru lent  discharge  aeeom[>auies  its  development.  The 
absence  of  inflamraatory  symptoms,  the  It^calization  of  tlie  lesion,  and 
tlie  history  of  the  patient  are  usually  sufficient  for  a  correct,  if  [x,Thaps 
rather  delayed,  diagnosis. 

The  muctuis  Huid  wliich  exudes  from  the  meatus  wlien  tlie  seat  of 
herpes  progenittilis  and  the  presence  of  vesicles  establish  the  case  as  not 
one  of  gouorrhiea. 

The  pus  of  chancroids  of  the  meatus  is  of  a  rusty-brown  color^  dif- 
fering markedly  from  that  of  gonorrhtea.  The  points  in  the  diagnosis 
of  piisterior  urethritis  liave  necessarily  been  given  in  the  description  of 
that  condition. 


ACUTE  POSTERIOR  GONORRHCEA,  OR  URETHRITIS. 

WIh'U  tlie  ilisense  reaches  the  bulli  of  tlu'  uretfira  tiiat  structure 
becomes  a  profusely  sup)juratiug  pouch,  iind  J'rom  it  in  the  niajonty 
of  cases  the  morbid  process,  by  cell-to-cell  invasiim,  attacks  the  mem- 
l)ranous  and  prostatic  urethne. 

Sjrmptoms. — In  many  eases  tlu'  onset  of  i>r»sterior  urethritis  is  unat- 
tended by  any  marked  symptoms,  and  it  is  largely  by  reason  of  this 
absence  of  ^iymptoms  p()iutiug  to  the  deep  extension  of  the  trouble  that 
the  opinion  was  held  that  tlu*  posterior  urethra  is  invnth'd  in  only  a 
minority  of  cases. 

It  has  been  customary  to  speak  uf  a  det  p  burning  pain  between  the 
ies^tes  and  in  th<'  perineum  as  symptt^matit*  of  iuvotvcmeut  of  the  bulb- 
ous urethm — a  contention  which  is  ipiitc  correct.     But  it  is  equally  cer- 
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tain  that  this  symptom  occurs  when  the  infective  process  has  invaded 
the  urethra  beyond  the  triangular  ligament.  Its  import  has,  therefore, 
frequently  been  misconstrued.  Acute  posterior  urethritis,  moreover, 
may  exist  and  gradually  decline  in  the  manner  and  with  the  same  symp- 
tomatology that  we  have  seen  the  infection  of  the  anterior  urethra  sub- 
side. In  such  cases  there  has  been  no  suspicion  of  the  invasion  of  the 
canal  beyond  the  bulb,  and  in  all  probability  the  two-glass  test  and 
lavage  of  the  anterior  un.'thra,  followed  by  the  one-  or  two-glass  test, 
have  not  been  resorted  to.  Thus  it  is  that  many  instances  of  involve- 
ment of  the  posterior  urethra  liave  been  unrecognized. 

If  cases  of  acute  gonorrhcea  are  carefully  watched  as  to  their  symp- 
tomatology and  the  urine  is  properly  examined,  it  will  be  found  that  in 
a  goodly  proportion  the  only  symptoms  of  posterior  urethritis  will  be  a 
slight  burning  sensation  deep  in  the  canal,  particularly  after  urinating, 
and  a  very  slight  increase  in  the  number  of  uriuations.  In  many  cases 
these  symptoms  will  only  come  to  light  as  a  result  of  the  care  and  acu- 
men of  the  physician,  since  many  patients  say  nothing  about  them  or 
fail  to  take  much  notice  of  them. 

Then  there  are  otlier  patients  who,  when  the  discharge  is  profuse, 
will  complain  of  the  deep-seated  burning  pain  and  of  an  increased  desire 
to  make  water.  Many  of  these  cases  are  able  to  go  about  and  to  attend  to 
their  duties  during  the  acute  and  declining  stages  of  their  trouble,  which 
is  gonorrhoea  of  the  totality  of  the  urethra. 

But  the  symptoms  most  strikingly  indicative  of  invasion  of  the  pos- 
terior urethra  are  a  diminution  in  the  amount  of  the  suppuration  or  its 
entire  cessation  (even  wlien  it  is  profuse  and  also  when  it  is  on  the 
decline),  and  a  decidedly  increased  desire  to  urinate.  In  some  cases  the 
cessation  of  tlie  (liseharo;o  so  pleases  the  ]>atient  that  he  gives  himself 
little  concern  about  the  increased  frequency  of  urination.  In  these  cases 
by  the  two-glass  test  the  first  and  second  specimens  of  urine  will  be 
found  to  be  opaciue  and  to  contain  pus  and  tissue-elements.  In  some 
cases  the  second  specimen  is  more  cloudy  than  the  first.  If  no  compli- 
cations develop  in  such  cases,  the  trouble  in  the  posterior  urethra  may 
be  more  or  less  severe  for  a  time  ;  then  in  most  instances  the  discharge 
again  appears,  either  copious  or  rather  scanty,  at  the  meatus  ;  the  patient 
feels  much  relieved,  and  the  case  then  behaves  like  one  of  anterior 
urethritis  on  the  decline*. 

In  many  cases  in  which  a  supposed  anterior  urethritis  is  declining  in 
a  satisfactory  manner  the  patient  will  ])resent  himself  and  com])lain  of 
a  frequent  and  intense  desire  to  urinate,  together  with  pain  deej)  <lown 
in  the  p<^rineuni  at  the  end  of  micturition.  By  questioning  the  patient 
the  mode  of  onset  of  his  trouble  will  be  made  clear.  lie  usually  begins 
by  urinating  in  a  normal  manner  ;  but  at  the  end  of  the  act  he  experi- 
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THKArMEMT  OF  ACVTE  GO\'OBRH(EA. 
b»  fmfm*A  m  mAf  mH  h  pf»etieable  so  the  course  of  the  virulent 

msm^  fikiU  we  have  to  treat  an  acute  caiie,  either  as  a  fin^t 
'm  lUicr  UdMitmf  tbe  aiott  ini|»«irtaut  mea^ire  h  ab^>lute  re^t,  pref- 
to  tin;  ftmmhmni  poi^itiuo,  but  the  majority  of  patients  are 
uumlWt^  thim  to  tmbisttl.  The  gr«at  advantages  to  be  attained,  how- 
tWfi^hfwM  U-  tlior»i!i(rhly  f  xplain^^il  to  thera.  Taking  cases,  therefore, 
mwt  finA  \\wm^  tln^y  nhould  \k*  enjoined  to  walk  and  exercise  as  little  as 
pQPiilili',  U»  #fiiirp'  ilwrnmAvm  in  every  way,  to  avoid  mn^nlar  exertion, 
Ui  rill**  nilh<^r  (luifi  walk,  t<*  >»it  rather  than  .-^tand,  and  to  He  down  as 
lyftcfH  ntliJ  n*  l"nt(  an  |Km«ihle,  Horst  liaek  ridinj^,  bieyeling,  oiit<loor 
iportHi  ifcuMfini^,  JHffi|?i«g— in  fa^*t,  any  form  of  severe  bodily  exercise — 
•fv  In  Ik*  abp»^j|ut<fly  avoided.  In  very  bad  case*^,  in  which  the  inflam- 
iviiition  I«  i»o  iM'tJ%'<9  that  a  jKHii'Tir  in  ffirced  to  s^ek  the  rLXMimbont  [x>si- 
lion,  it  i»*  well  Ut  apply  ix»olinjr  lotiunn  on  lint  to  the  organ  or  to  eraphjy 
afl  Ifiditt'nibber  ice-ba^.  For  all  ifioernnt  cases  in  the  acute  stage  a 
nlci*ly-fi(fir>j^  jirifl  r-onifortahle  Hu^^fMnsory  l>arHhigc  should  Ik*  ordered  at 
miciK  Care  ji^hunld  be  taken  tliat  the  opening  for  the  penis  is  suf- 
Bciently  large,  itnil  tijiit  the  iiretlira  is  not  in  any  degree  pressed  upon 
by  the  btiiida^^r. 

The  patii'Ot  inii*t  fji'  irj formed  of  the  great  vindency  of  the  urethral 
pim,  mid  tliiit  routarniuation  (»f  the  eyes  with  it  may  result  in  the  loss  of 
or»e  or  t*oth  of  (hewe  organs.  Therefore  the  hands  should  be  thoroughly 
wu»*lii'<l  irnii»i'iliatf*ly  afl^T  handling  the  penis.  Too  much  stress  cannot 
Im<  Iriid  n|ion  i\\\n  lujuueliiui. 

C^arefiil  attention  U}  diet  is  an  important  consideration.  It  should  be 
lighl  iiud  pinin  iiud  in  inrNh'nite  r|nantity.  All  highly-spasoned  foods, 
waladwp  gravieN,  win|i!H,  ajid  eoadiiricnls  Hhoidd  be  absolutely  interdieted, 
(Nilfeiv,  eof^Mi,  beer,  aleoholie  1  it pu^rs,  ginger  ale,  and  as{>jiragns  should 
be  avoided,  11m*  uUn<»r^t  eleaidinesH  of  the  genital  parts  should  be  rec- 
oiunn*uil»Hb  up^ing  by  (jn^fivrmee  c»arlH>lic-aeiil  soap.  All  si-xual  excite- 
nH*u(  luu^^t  be  seihilousiy  avoideit,  antl  the  patient  should  be  warned 
agiiin><t  lascivioUM  tliought.H  and  suggestive  pictures. 

Mui*h  eufi'  U  neeess^iry  iu  Jidapting  tiressings  to  tlie  penis  for  thcpur- 
iMw*  ofeiilrliing  tlii'  iliscliurge.  Patients  shnnld  lie  warned  not  to  place 
pieet^rt  of  lint  wv  cotton  over  the  tm^tlmd  orihec,  nor  to  use  stockings  or 
iH^if"  jH  tlie  b**Houi  of  vvliieir  a  binr.s-nest-?ii|uipetl  w{id  of  cotton  is  placed, 
?*inee  bv  all  of  iIu^m*  pnn^edureis  the  pus  is  injuriously  kept  against  the 
nimtiii^  and  glans,  India-rnblxr  cnndouis  are  also  objectionable.  The 
nuv4t  cleanly  and  etHcicnt  methtHl  of  tb"i*s>ing  die  [nnds  is  as  follows: 
A  piiHV  \ii  old  linen  or  nmslin  i»r  two  tbieknesses  of  absorbent  gauze 
about  fimr  inchet*  »qnan%  in  the  tenter  of  winch  is  a  small  oval  aj»er- 
in  »lipped  ovi'r  the  expt^^cfl  gluns  belnnd  the  corona,  and  the 


Dreulnga  for  the  penis  in  acute  ganorrboft. 

Al!  these  dressings  for  the  penis  should  after  use  be  destroyed  by  fire,  or 
at  Iwtst  tlirowti  dt>wii  a  water-ckhset.  The  surtreim  e^liould  enijthtii?ize 
this  imjM>rtiUit  pniphylactic  meiisure.  If  jvraetiaible,  the  penis  niiiy  Ije 
susp?ndc<l  l>y  meiins  of  the  under-elothes  along  the  fohl  of  the  groin. 
The  utmost  cure  and  tlelieacy  must  be  observed  in  handling  the  organ  : 
squeezing  to  cause  pus  to  exude  is  very  harmful,  and  pressure  of  any 
kind  must  be  avoided. 

During  the  aeuteness  of  the  attack  purgation  at  intervals  of  three 
or  four  days  is  very  essentiaL  For  this  purjiose  two  to  four  eoniiKHuid 
eathartie  pills  or  ten  grains  raeli  (>f  calomel  and  supercarbouate  of  sotlium 
taken  at  night  are  excellent.  Saline  cathartics  and  the  natural  eathartic 
waters  are  to  be  avoidtnl,  sinee  much  of  the  sulphate  of  magnesium  pass€*s 
off  ill  the  urine  and  irritates  the  urethra. 

Early  in  the  acute  or  inflammatory  stage  of  gonorrhfea  strong  stim- 
ulating and  astringent  injix^tions  and  oleorcsinsare  contraindieated.  The 
chief  object  of  our  therapeusis  at  this  time  is  to  render  the  urine  mode- 
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TrMtmrat. — (jtUirrljal  unthrhis  will  promptly  cea&e  by  the  exercise 
of  cXvanVmvt^  au<l  Uii-  ijm*  of  mild  lead  injt>ctioiis. 

OoQOrrhoeal  urethritis  in  infantiriand  young  boys  \^  not  infrequently 
fiii4  with,  purtu'ijlurly  in  the  lower  cla*8es  of  ci*M*iety  living  in  hxtalities 
wIm"*^^  duliln  ri  ar«*  elo*ii»ly  Ik  rded  tog*-ther  with  adultg.  The  disease  is 
fountt  ill  im  4'iidemic,  qua.si -epidemic,  and  spomdic  form. 

Little  ii4  known  ait  to  the  very  early  stages  of  this  infection,  and 
there  are  no  n.' liable  faeti*  an  to  the  period  of  ineubation. 

Tlie  BjnnptOins  are  >iimilar  to  tho^-e  of  acute  goiiorr!i<ea  in  the  male. 
Tlw?  Aimiiim  l)egiiis  violently  in  ht^t,  rednej^j*,  and  swelling  of  the  penis, 
from  whieb  there  its  a  (irofcjpii'  diseliarge  of  j>us.  The  morbid  priK-e^s 
'begim^  in  the  ft^wsa  uavie^lari>^,  and  promptly  run^  down  to  the  bul[>  and 
into  tJie  pj4*ti*rior  urethra.  There  i^  pain  on  nrinationj  besides  a  constant 
burnlnif  Sf/nKilion  in  the  urethra,  and  there  may  be  painful  nfpeturnal 
erei'tioni*.  [n  tlie  early  htage,  by  the  two-glaj^s  tes^t,  the  urine  is  found 
to  be  turbid  in  the  first  eylinder  and  elear  in  the  seeond  ]  but  in  most 
eaM'44  the  |Xj«iterior  urethra  iMx^omes  involved,  and  then  the  urine  in  both 
eyliii<l(*rK  i^  turbid.  With  tlie  invasion  of  the  j>f»sterior  urethra  the 
«kym|UomA  r<*si*nibl«*  iXutm  of  the  adnit  himihirly  uttaeked.  There  is 
teiii'»»mus,  wlii<Ji  niay  t>e  very  severe  and  ocrcur  as  often  as  every  quarter 
of  ail  Iniur  in  Imd  <'aH*s»  In  mibh^r  f*aM»s  the  desire  to  make  water  may 
OcuMir  evi*ry  hour  or  at  longf-r  iiiliTvalH.  Sometimes  niild  and  even 
mtKi'^ti*  bemorrlniKe  may  o<^iir  at  the  end  of  the*  aet  of  urination.  This 
di^easi^  rnr*.'^  \\iv  Kimc  |Mvrsi^tent  and  n-bolliouH  rourse  in  the  young  that 
it  does  in  tlin  adult,  and  one  or  more  nionths  may  elapse  before  cure  is 
iitfecti'tip 

Etiology. — It  is  oftt»n  diifii'ult,  and  even  ini]KJssible,  to  aseertain  the 
eausf  and  irmde  of  origin  of  viruUvnt  gruiorrlia'a  in  an  infant  under  two 
years  of  agi* ;  lait  the  faels  pn-M-uted  by  most  easi-s  warrant  the  opinion 
that  the  ehild  lias  bcrn  tamfirm!  with  by  an  ohler  person  and  thus 
fjifertiuL  HiiUH'  intnaniMr^inu  of  thr  organ  is  not  absolutely  necessary 
for  iul'tvtinri,  it  is  pnibal^r  thai  in  s\mw  (*f  tliese  eases  depraved  women 
miirering  fmni  gonorrhtea  piaet*  thi-  rliiUrs  jienis  in  their  vulva.  Such 
tu.Hlnnt'rh  hiiv*'  \%vv\\  krunvu. 

Thr  GOmplications  may  Uv  balanitis,  lymphangitis,  epididymitis, 
nrehlti»<,  uiul  vaginalitis.  In  some  eases  ehnmie  posterior  urethritis  is  a 
rej*nlt. 

TIh"  virnlrnt  form  of  un^thritis  in  the  young  may  Irad  to  stricture  of 
ihr  un^ihra.  It  is  v<Ty  pmbable  that  to  virulent  urethritis  oeeurring  in 
mrly  life  may  be  attributed  many  of  the  cases  of  stricture  in  boys  and 
young  mm  in  whom  a  history  of  nxnnu  gonorrhtea  cannot  be  obtained. 

Treatment* —Tlie  treatment  of  virulent  urethritis  t»f  male  infants 
ami  young  boys  shtaild  l*e  that  laid  down  for  adults.     The  doses,  how* 
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In  some  cases,  Iwsides  the  erections  and  chordee,  there  is  consider- 
able vesical  irritation,  with  frequent  and  imperious  desire  to  urinate, 
together,  perhaps,  with  pain  in  the  perineum,  loins,  scrotum,  and 
groins,  due  to  the  onward  extension  of  the  infection.  In  such  cases 
laudanum,  as  just  advised,  may  be  used,  or  sup{)ositories  may  be 
ordered,  as  follows : 

^,  MorphiflB  sulphatis,  gr.  ij  ; 

Ext.  belladonnie,  gr.  iij  ; 

Ol.  theohromae,  q.  s. 

To  make  suj)positories  No.  iv. 

One  of  these  may  be  introduced  into  the  rectum  just  on  retiring,  and 
a  second  during  the  night  if  necessjiry.  In  many  cases  calm  sleep  may 
be  induced  by  using  the  following  combination,  which  is  not  followed 
by  unpleasant  effe(?ts : 

^.  Potassii  broniidi,  9xvj  ; 

Chloral,  hydrat.,  gr.  Ixxx  ; 

Liq.  morphiffi  Magendic,  gtt.  Ixxx  ; 

Syr.  simplicis, 

AqufiB,  da  5J. — M. 

Dose,  one  teaspoonful  in  a  little  water  on  retiring,  and  it  may  be 
repeated  during  the  night  if  necessary.  In  some  cases,  owing  to  intol- 
erance, the  quantity  of  all  of  the  active  agents  may  be  suitably  increased. 
Bromide  of  potassium  alone  proves  of  much  benefit  in  the  milder  order 
of  cases. 

Autipyrine  is  very  often  soothing  and  beneficial  in  acute  gonor- 
rhoea iind  in  various  forms  of  cystitis.  This  remedy  may  also  be  given 
in  combination  witli  phenacetin  ;  sulphonal  and  trional  may  also  be  of 
benefit. 

The  tendency  of  gonorrhcea  being  toward  disturbance  of  the  nervous 
system  and  dei)ility,  much  care  and  attention  are  required  in  preventing 
them.  Purgation  must  not  Ih»  pushed  to  the  extent  of  weakening  the 
patient ;  and  if  signs  of  falling  away  show  themselves,  a  rather  more 
liberal  diet  should  be  allowed  so  soon  as  admissible. 

In  the  florid  stage  of  gonorrhoea,  with  its  profuse  yellowish  and 
perhaps  bloody  discharge,  coining  from  a  very  highly  inflamed  and 
swollen  mucous  membrane,  it  becomes  a  nice  question  whether  one  can 
apply  local  medication.  As  tlie  case  improves  by  reason  of  the  gi'ueral 
treatment  and  the  immersions  of  hot  boric  solution  we  may  then  order 
the  patient  to  keep  a  portion  of  this  fluid  for  injection  purposes.  He 
should  tlien  procure  a  proper  syringe  and  should  be  carefully  instructed 
how  to  use  it. 
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Care  should  I>e  fXtTi-iHod  m  selecting  a  i^yringe  wliirh  ^houlil  liold 
two  or  three  dniehnis,  .should  work  easily,  arid  its  uozzlej  whieh  should 
be  perfectly  smooth,  should  fit  readily  ioto  the  meatus.     Fig,  16  shows 


Fio.  16, 


a  particularly  useful  instnurient  for  i\W  cases  ;  its  tube  is  of  hard  rubber 
and  its  nozzle  is  conical  in  shape  and  soft  and  compressible,  being  made 
of  soft  bl;i(*k  rubln^r. 

The  technic  of  injection  is  as  follows  i  Tlie  patient  stands  witli  liis 
feet  about  three  fw^t  apart,  or  he  may  siit  on  the  eilgc  of  a  stool,  his 
M'cight  resting  on  the  coccyx.  With  the  forefinger  and  thumb  of  the 
left  hand  the  patient  separates  the  vertical  lips  of  the  meatus,  while  he 
steadies  the  j>eujs  with  the  middle  finger.  The  point  of  the  syringe, 
held  in  the  right  hand,  being  in  the  meatus,  the  thumb  and  forefinger 
conipress  the  lips  together  undtTueath  the  nozzle,  by  which  mameuv^re 
the  reflux  of  the  injection  is  prevented.  In  order  that  benefit  sliall 
result  it  is  neerssary  tfiat  the  fluid  shall  reach  every  portion  of  the 
mu(*ous  nicinbi*aue  of  the  anterior  urethra,  including  the  bulb,  and  that 
the  canal  slial!  be  somewhat,  but  mildly,  distended  in  the  o|>eration. 
It  is  always  well  for  the  sui^on  to  warn  {latientrt  to  prcK^eed  slowly  and 
etiutiously,  IxMUg  careful  to  avoid  nipi*!  and  forcible  distention  of  tlie 
canal.  It  is  a  good  rule  to  begin  with  the  .slow  injection  of  about  one 
drachm  of  fluid,  and  then  Ur  increase  as  the  tolerance  of  the  urethra 
will  admit,  until  a  syringeful  can  be  thrown  in  the  canal  without  any 
resistauct'  wliatever.  In  this  way  the  urethra  becomes  accustomed  to 
the  ujH'ration,  and  it*s  walls  ciin  be  well  acted  upon  by  the  medicated 
fluid. 

AfhT  tniili  immersion,  therefi^rc,  the   pntient  may  throw  four  or  five 
g^yringefuls  id*  the  \%ut  Umv  .sulution  as   tar  down  tlje  urctlira  as  he  can 
without  discomfort.      In  most  cafies  with  a  little  practice  he  smm  medi- 
cates the  whtjle  anterior  urethra.     As  a  ride,  the  treatment  alleviates  the 
paticnt'w  -^uHeringK  and   h'sscns  llie  inrtammatiun.     With   the  onset  of 
amelioration,  which   u.^ualty  fH»eurH  in  a  few  days,  we  can  adopt  a  more 
radiciit  and  hmul  irejitmi-nt.     To  this  cud  we  introduce  as  far  as  the  bulb 
e  j^>ft  and  comprrs«ibh*,   bulbous-eurled  soft-rubber  reflux  catheter, 
ih  can  be  genily  |MiM^ed,  without  (liscojufort  or  any  damage,  down  to 
nilb,  and  through  it  we  can  sh>wly  throw  two^  four,  or  six  ounces 
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of  the  warm  boric  solution,  which  returns  and  flows  out  of  the  meatus. 
As  a  result  of  these  procedures  the  patient  becomes  much  more  comfort- 

Fia.  17. 


Reflux  Catheter. 

able,  and  there  is  a  perceptible  improvement  in  the  urethral  inflamma- 
tion. When  this  subsidence  of  the  very  acute  stage  is  noted  we  may  go 
a  step  farther  with  our  local  applications.  Thus  we  may  replace  the 
boric  solution  with  warm  lead-water,  or  we  may  use  a  warm  solution  of 
permanganate  of  potassium,  not  stronger  than  1  :  4000,  or  protargol 
1  :  200.  It  is  too  early  to  speak  definitely  of  the  value  of  argonin,  largin, 
or  argentamin. 

It  cannot  be  denied  that  in  some  cases  of  gonorrhoea  early  in  the 
florid  stage  permanganate  of  potassium,  when  used  in  the  conservative 
manner  here  directed,  will  verj^  much  attenuate  the  inflammatory'  symp- 
toms ;  but  it  cannot  be  too  clearly  understood  that  its  sphere  of  useful- 
ness is  in  the  conditions  now  indicated,  and  that  it  does  not  act  deeply 
enough  to  produce  a  cure.  The  heroic  and  indiscriminate  use  of  this 
remedy  which  is  now  so  prevalent  is  very  much  to  be  regretted. 

Under  the  mild  graduated  antiseptic  measures  here  outlined  much 
improvement  will  be  produced  as  a  rule.  If,  as  so  often  happens, 
even  when  care  and  prudence  are  exercised,  the  posterior  urethra 
becomes  attacked,  it  may  be  well  to  employ  the  ordinary  velvet-eyed 
catheter  (using  very  small  ones,  10  to  12  of  French  scale),  and  to  inject 
some  of  the  fluid  into  the  post^^^rior  urethra.  These  measures  reduce  the 
acute  inflammation,  and  in  that  way  render  the  tissues  less  susceptible 
to  the  action  of  the  micro-organism  ;  then  as  the  treatment  is  carefully 
kept  up  the  microbes  die,  since  the  condition  of  the  tissues  is  not  favor- 
able to  their  nutrition.  When  the  acuite  suppuration  begins  to  subside 
the  patient  may  be  ordered  to  use  injections  having  as  their  base  various 
astringents.  It  should  be  remembered,  however,  that  the  injections 
administered  by  the  patient  himself  only  medicate  the  anterior  ure- 
thra and  that  the  treatment  of  the  posterior  segment  is  to  be  adminis- 
tered by  the  surgeon.  Medication  of  the  anterior  urethra,  however,  is 
of  very  decided  benefit. 

The  drugs  generally  used  for  urethral  injections  are  the  sulphate, 
acetate,  sulphocarbohite,  and  chh)ri(le  of  zinc,  acetate  of  lead,  sulphate 
of  copper,  sulphate  of  alum  and  of  thalline,  muriate  of  hydrastis,  and 
the  white  fluid  extract  of  hydrastis.  As  a  broad  general  rule,  all  of  the 
above  drugs,  except  the  chloride  of  zinc  and  sulphate  of  copper,  nuiy  l)e 
used  in  the  beginning  of  treatment  in  ^  or  1  ])er  cent,  solutions  in  water. 
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be  efabride-4if-drR!  t«jlution  hIiuuM  lie  1  :  10*J*>  or  1  :  50<>  to  begin  with, 
ftsid  {f  lU  UM*  warmntii  \\i^  oontititmnce  it  may  be  tiBed  of  the  strength 
of  I  :200  or  1  ;2'J0.  It  it^  always  well  to  prf>ceM  cautiouf^ly  with  tlii& 
drtlg.  The  Piilph«t<*HjfH'i*[»jM?r  injection  *^hoiil(l  he  1  :  oOO,  and  it  luay  be 
im^rMiiieil  to  J  :  l^MI;  but  if  it  imU  to  prodncc  go<xl  results  in  tht!%  strength, 
it  U  w<*ll  t/i  tViM'Mni  ib*  IH4*.  No  reliance  cati  he  plaec^l  on  tannin.  The 
fon*tfrMn^  ip»  a  quiti*  j^enerou.H  aniianientariuni  fur  injerticms,  and  all  of 
tlM^rii  Jnay  hi*  employed  earet'nlly  in  the  iK'^uininj;  <»f  the  dwlining 
Atii^e, 

The  frpllowinjr  ii)jf'eti«»n^  may  he*  ijs**d,  eare  betn^  taken  to  dihite 
IImtii  if  lhi*y  (inMhit'i*  any  nrieje^y  fiynijitonis  liryond  a  fci-ling  of  ph-asant 
warmth.  Fnr  the  very  firnt  Herie«  of  injections  a  sohitton  containing 
one  \r\'n\n  eaeli  nf  aer*tale  *»f  Irad  and  f»f  aeetate  ftf  ahtm  to  the  ounce  of 
water  will  ^c^nf Tally  pn*vc*  very  aer(*ptable*     Other  injection*^  are — 

\\.  Zirjei  Hiil[ilinli>^»  vel  aeetatis,  ^r.  vj  ad  viij  j 

A<|iifP,  t|.  s.  ad  ,5iv. — M. 

A  eombinaiiiin  *d'  nnlf^hnte  of  zini*  and  aeetate  of  hwl  fr>rnis  a  very 
dxei'lli^nt    tnJ(H<tic»n,  an  iullows  ; 


It.  Zinri  .Nid[»hat,, 
riuirihi  ui'flMt., 
Kxt.  opii  N(|., 
Aipne, 


aa  gr.  vj  ad  xij  ; 


^.   HlF*tniith.Knhnit*(»r/.ineioarhoiK»  3iij  ; 
Tr,  ealeehn, 

Vin.  ojiii,  au  nij  ; 

tily*'iTinu%  5S8  ; 

A<ina%  ad  5vj. — M.  To  l>c  well  shaken. 


At  ihl-*  linir— iiMinrly»  ihc  deelinhi^  stap' — ^it  is  well  to  h*a%*e  oti'  the 
n»t'  i>r  die  id ka line  niixtinn*  and  tn  lir^in  tht^  ust^  tif  tlir  standanl  anti- 
hlennmrha^irs,  mpnilmi  ei»lii'h>,  and  n\\  uf*  siiritnl,  in  a  sparin<x  manner. 
In  privatt'  jmirlUH^  \\wsv  rruHH I i<'s  >hiHild,  as  a  geiiend  rule,  l:w^ 
ndnnntHtenHl  in  nipsnle  forni.  lu  dt^tault  t»f  Anierlean  jimdnetion* 
(whieh  is  vei'v  singular,  wlien  we  e«*n>iilt'r  huw  far  we  are  advance*! 
in  the  art  of  pharmacy)  we  ivsurt  to  French  capsah-s.  Haqnin':*  cap- 
lados*  of  coptiilui  are  of  cjiiptH^ial  worth,  and  thrive  of  iht  in  may  l>e  given 
a?^  a  dose,  n*p4*aleil  ihnx*  ihnes  a  duy.  The  cuhflys  and  tmpaiha  t-ajisnles 
of  Mathcy-tVylus  an^  alsf>  cflicivnl,  and  should  l>e  j^iven  in  the  sjime 
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quantity  as  the  Raquin  capsules.  We  have  so  many  excellent  capsules 
of  pure  oil  of  yellow  santal  made  in  this  country  that  we  need  not  go 
abroad  for  foreign  productions.  In  general  terms,  thirty  to  sixty  drops 
of  oil  of  santal,  divided  into  three  doses,  should  be  given  daily,  so  that, 
when  the  capsules  contain  five  drops,  six  to  twelve  may  be  given,  or 
when  they  contain  ten  drops,  six  will  usually  be  sufficient.  The  dose 
cjin  be  pushed  slightly  higher;  but  the  surgeon  should  always  look  out 
for  the  gastric  effects  of  the  oil,  and  should  discontinue  its  use  if  severe 
lumbar  pain,  supposed  to  be  due  to  renal  congestion,  is  complained  of. 
Salol  some  years  ago  was  looked  upon  as  the  coming  antiblennorrhagic, 
but  the  general  opinion  of  those  who  use  it  is  that  it  is  only  feebly  active 
or  really  inert. 

The  capsules  already  mentioned,  being  somewhat  expensive,  cannot 
be  used  in  dispensaries  and  clinics.  The  combination  known  as  Lafayette 
mixture  is  a  very  good  one,  and  is  very  largely  used  in  nearly  all  med- 
ical charities.  Should  these  remedies  cause  gjistro-intestinal  symptoms 
or  produce  erythematous  rashes  their  use  should  be  stopped  immediately. 
At  the  present  time  when  we  act  upon  gonorrhoea  by  direct  local  meas- 
ures, it  is  not  necessary  to  use  the  antiblennorrhagics  in  such  large  doses 
and  for  such  long  periods  as  we  did  in  the  past. 

When  the  reparative  or  declining  stage  has  fully  set  in  the  discharge 
is  decidedly  less  copious  and  is  no  longer  of  greenish  color,  but  is  more 
viscid  and  of  a  grayish  hue.  Under  the  microscope  it  is  found  to  con- 
sist of  considerable  pus,  fewer  gonococci,  and  much  immature  epithe- 
lium. The  presence  of  these  epithelial  cells  is  a  harbinger  of  good 
omen,  for  it  indicates  that  nature  shows  a  tendency  to  repair  the  damage 
done  and  to  replace  the  natural  covering  of  the  urethra.  In  this  condi- 
tion she  needs  active  assistance,  and  at  this  time  the  surgeon  can  really 
do  valuable  work.  The  pathological  indications  which  present  them- 
selves for  relief,  are :  First,  to  cause  the  absorption  of  the  round-cell 
submucous-tissue  exudation  and  the  restoration  of  the  tonicity  of  the 
vessels ;  and,  second,  to  j)roduce  a  new  epithelial  covering  for  the  ure- 
thra. Experience  shows  that  the  most  reliable  and  effective  agent  for 
this  purpose  is  the  nitrate  of  silver.  This  agent  when  skilfully  used 
will  in  general  answer  all  expectations.  By  its  stimulant  action  it 
causes  the  absorption  of  the  submucous  exudate  and  constringes  the 
vessels ;  and  by  its  astringent  action  it  acts  powerfully  and  well  on  the 
relaxed  and  catarrhal  mucous  membrane,  and  tends  to  produce  on  it  a 
new  and,  in  the  end,  stable  epithelium.  When,  therefore,  the  symp- 
toms of  the  patient  and  the  microscopical  appearances  of  the  discharge 
indicate  that  the  morbid  process  is  about  to  decline — and  this  may  be  as 
early  as  the  tenth  or  fourteenth  day,  or  as  late  as  the  twentieth  of  treat- 
ment— it  is  our  duty  to  begin  the  use  of  this  drug.    If  only  the  anterior 
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uretlira  is  involvetl,  w*^  may  use  the  reflux  eatheter  ;  I  nit  if  the  tofality 
(»r  tlio  ciuial  lias  hcen  attaeked  (as  it  so  frtTjiieiitly  i»K  t!ie  10,  12,  (ir  14 
French  velvct-eycHl  catheter  should  be  cmployeth  As?iuniing  that  only 
the  antericn"  urethra  is  irn^nlvedj  the  reflux  catheter  luhriaited  with 
glycerin  ur  luhnchuiidriii  i.^  gently  pas.se^l  to  the  bnlh,  where  it  will 
stop.  Then,  by  means  of  a  Hayden's  irrigating  syringe  (see  Fig.  18)^ 
irrigation  is  slowly  made,  and  by  it  the  uretlira  from  the  bulb  to  the 

Fin,  18. 
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1rri^»atiiig  syringe  and  stop-cock  {n\\  metal ;  4  oe),    (llayden.) 

meatu?  is  thoroughly  meditate*!.     In  irrigtiting  both  the  posterior  and 
the  anterior  urethra  the  procedure  is  a.s  follows  ; 

The  soft-rubber  catheter  is  passed  dfiwn  t)ie  urethni  until  the  urine 
flciws,  which  will  umially  occur  when  the  instrument  has  got  as  far  as 
seven  or  seven  and  a  half  inches  down.  The  bladder  being  empty, 
preiBSure  tm  the  piston  then  throws  the  injection  into  the  prostatic 
urethra.  It  is  well  nf»w  to  withdraw  the  catheter  a  little  until  its  end 
is  in  tlie  meniliranous  uretlira ;  then  nn  pressing  the  piston  gently 
resistance  will  be  felt  and  no  fluid  will  flow.  Tliis  tells  the  surgeon 
tliat  he  is  in  the  memVjramtus  urethra,  and  tliat  the  irritation  of  his 
proecilnre  has  caused  contraction  of  tlie  compressor  urethnc  miu^cle* 
Then  jnish  the  catheter  inward  about  half  an  inch  and  inject  again, 
wiicn  tlie  fluid  will  pass  readily.  By  this  niano.Mivre  the  eye  of  the 
catheter  is  placed  just  at  the  apex  of  tlie  prostate  and  at  tlie  very  begin- 
ning of  the  prostatic  urethra.  The  injection  is  then  slowly  thrown  in, 
and  it  passes  through  the  whole  of  the  prostatic  urethra  into  the 
bladder.  If  only  a  ratlier  small  injection  is  to  be  given,  about  one-half 
of  the  contents  of  tlie  syringe  may  be  used  posteriorly.  Then,  while 
still  pressing  the  piston,  the  surgeon  gently  draws  out  the  eatheter,  and 
finds  that  lus  its  eye  ptt'^ses  tlirougli  the  membranous  urethra  the  flow 
stops  again,  but  is  at  once  n'siimt^d  when  the  eye  reaches  the  bulbous 
urethra,  which  is  then  irrigated  with  tlie  remainder  of  the  fluid.  It 
may  be  necessary  to  use  one  ^yringeful  f<»r  the  posterior  urethra  and 
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anothtr  fur  tho  aiitrriiir.  Tlie  sensation?*  of  the  pativut  and  tlie  ctjmli- 
tion  of  the  urine  are  the  imliees  fur  the  eontmuanee  of  the  treatment. 
Usually  a  feeling  of  benefit  U  prrHluced,  and  the  patient  desires  another 
irrig:ition  in  a  day  or  two.  It  is  alway.'^  well  to  proceed  v^ery  eantii>nsly: 
If  the  treatment  is  well  borne  and  the  urine  showt?  a  decline  in  the 
quantity  of  pas  and  mneuS|  and  the  epithelial  cell»  phow  rather  more 
development,  then  one  is  safe  in  goln^  on.  It  is  most  important  not  to 
give  the  injeetirms  too  frequently,  and  this  point  will  be  determined  by 
tlie  sensations  of  the  patient  and  the  examination  of  the  urine. 

The  first  irri|]^ation  should  consist  of  two  Ut  four  ounces  of  a  w^arm 
so]uti<m  of  nitmte  of  silver  {1  :  10,000  or  1  :8000).  When  the  effeet  is 
gt^od,  the  quantity  of  the  silver  salt  may  be  slowly  and  eantiously 
increased.  As  a  rule,  in  favorable  eases  a  sohition  of  1  :  2000  is  soon 
reaehed  and  is  well  borne  ;  then,  as  improvement  occurs,  the  irrigations 
may  be  diseontinue<l  ami  injections  of  a  few  drops  of  solution  of  nitrate 
of  silver  (once  a  day  or  onec  every  second  day),  1  :  1000,  500,  an<l  250, 
may  be  thrown  intt^  the  anterior  urethra  or  into  its  totalityj  according  to 
the  extent  to  which  it  is  involved. 

In  some  cases  it  may  be  well  to  follow  the  silver-nitrate  inject  ions 
for  a  few  times  with  hot  solutions  of  sulphate  of  zinc  and  of  alum,  1  or 
2;5O0  of  each  salt.  The  jnitient  himself  may  also  use  with  brnvfit  a 
zinc  and  lead  itijeetion  or  of  any  of  the  salts  previously  mtntioneiL 

Jitst  before  the  final  cure  there  will  be  tbund  an  excess  of  mucus, 
whieli  floats  as  a  et>bwcti-like  eloud,  in  the  meshes  of  wliicfi  are 
minute  pinfxunt-  or  pinheiid-sized  grarmles  of  pus  and  epithelium. 
As  the  morljid  pnK'CSs  ceases  these  granules  disappear,  and  then  for  a 
short  time  there  is  only  a  slight  excess  of  mucus,  which  will,  nnder 
treatment,  soon  be  reduced  to  its  normal  quantity,  and  then  the  patient 
may  l>e  pre  enounced  cured. 

The  treatment  thus  detailed  is  very  dinple  and  not  at  all  diseomfi>rt- 
ing  to  the  pttticnt,  and  with  growing  experience  the  surgeon  will  be 
much  gratiiiccl  with  the  excellent  and  iHTuiauent  results  which  are 
producLnb  By  carefidly  examining  the  urine,  especially  the  nnjrning 
specimen,  much  light  is  thrown  on  the  progress  of  the  ease,  and  the 
indications  for  the  fretpiency  and  strength  of  the  silver-nit  rate  solution 
may  thus  be  learned.  In  genend,  it  may  be  stated  as  the  law  that  so 
long  as  there  is  mneb  free  pus  and  no  epithelium  in  the  specimen  the 
solutions  sliould  l>e  of  the  weaker  grades  ;  but  that  as  soon  as  epithelial 
cells  begin  tr>  appear  the  time  is  ripe  for  progivssive  increa^se  in  the 
strength  of  these  solutions. 

If  this  treatment  is  *'arefully  carried  out,  the  integrity  of  the  niueons 
membrane  is  restored  and  annoying  relapses  are  uot  suite  red  tVon^  ;  and 
it  goes  without  saying  that  strictnre*fi»rmatioii  is  prevented.     Then, 
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aguin,  it  is  iinnec€8j?urv  to  u&e  the  antibleiinorrhagicj*  m)  frc*ely  unci  eon- 
sttintly  as  wv  did  in  yt^ars  gout'  Ky,  and  tlii??  Is  a  riiatt'rial  gain  iin-  the 
comfort  of  the  i>atient. 

With  the  use  of  tlie  small,  deliaite  c-jitheters  no  da  magi*  whatever  is 
done  to  tlie  urethra,  and  tlie  compressor  urethne  muscle  is  not  over- 
taxed and  left  iu  an  atonic  condition. 

Treatment  of  Acute  Posterior  Urethritis. 

In  many  enses,  where  the  totality  of  the  urethra  is  involved,  the 
treatment  of  the  posterior  segment  requires  uotliing  more  than  the  n^gu- 
lar  treatment  fur  aentc  anterior  iiretlu'itis,  whicli  has  already  been 
deserihed. 

In  I  he  milder  forms  of  acute  posterior  urethritis  it  is  well  to  stop  the 
use  id'  antil)lenuorrhagies  and  the  em  ploy  men  t  of  injeetious  into  the 
anterior  urethra,  if  they  give  evidence  of  producing  irritatitm. 

At  first,  in  the  severe  class  of  crises,  no  loeal  treatment  should  be 
used.  The  ]jatient  shouhl  be  put  to  bed  and  pluecd  on  a  milk  diet,  and 
he  .should  take  the  alkaline  and  hyoscyanuis  mixture.  His  bowels 
shoidd  be  kc[>t  bjose  by  the  use  of  mild  cathartics.  In  many  mild  and 
in  some  severe  eases  the  following  mixture  will  produce  much  comfort: 


^.  Fb  ext.  tritici  repent., 
Fb  ext.  uvse  ursi, 
Ijiq.  potassie, 
Ti%  opii, 
Aquie, 


da  %im ; 

Sss ; 

gtt,  Ixiv  to  xcvj ; 
ad  giv. 


Dose,  one  teas|)oouful  every  three  or  four  hours?  in  a  wine-glass  of  water. 
It  is  well,  in  the  milder  order  of  cases,  to  give  lamlannm  in  small  doses 
without  producing  any  heaviness  and  sleepiness,  since  it  calms  and 
go^jthes  the  patient  ami  improves  his  monile,  which  is  sometimes  much 
disturbed  by  the  fre(|ueney  of  urination,  tenesmus,  and  ha^maturia.  In 
the  verj'  severe  cjises  hot  sitx- baths,  hot- water  bags  to  the  perineum  and 
perhaps  over  the  pul)es,  togi^tlier  with  toleraldy  strong  suppositories  of 
morpliine  and  lH'lladouna»  may  l>e  used  according  to  tlie  indications.  In 
many  cases  warm  enemata.  to  clear  the  retrtura,  followed  by  an  injection 
of  cold  water,  will  be  very  lieueficial,  It  is  a  good  rule  to  see  that  the 
bowels  are  rendered  fn'c  <mee  a  day*  Patients  usually  like  large  quanti- 
ties of  water;  therefore  Apillinaris,  Statlbrd,  Poland,  and  other  waters 
which  have  a  mildly  dinnulcent  i^tfect  may  be  freely  aUowed.  In  these 
cases  a  moderate  amount  of  alkali  is  usually  beneficial,  but  too  nuich 
shoidd   not  1x^  given. 

As  iu  anterior  su  in  posterior  urethritis,  we  should  resort  to  local 
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Dieclieatum  just  as  smui  as  we  can  do  ho  without  disixmifort  to  the  patient 
and  incre'ajie  <»f  thi'  inrtammation*  It  is  well,  therefore,  to  begin  with 
irng*iti4>Tis  of  warm  l>orie-aei*l  solution  and  to  pnjeeetl  in  the  manner 
directetl  on  page  60. 

In  the  severe  eases  it  is  well  to  begin  with  nitmte  of  silver  in  miieh 
dilution  as  early  as  }Missible,  and  to  irierease  the  strength  of  the  stdution, 
whieh  should  always  be  Imt,  until  it  reaehes  1  :  HOOO  or  1  :  4rK)(>.  By 
this  time  the  tenesmus  %vill  be  much  lessened,  the  irritation  less  fre* 
quent,  and  the  Inenuituria  less  copious,  WJien  tla*se  favorable  symp- 
toms are  progressing  it  is  well  to  use  eaution  and  not  to  increase  abruptly 
the  strength  of  the  irngati<»n.  Later  on,  warm  irrigsitirais  of  uhnn,  of 
sulphate  of  zinr,  and  of  permanganate  of  potassium  niay  perhaps  be  usclld 
in  giving  the  parts  a  rest  {nmi  theaetion  of  tlie  nitrate  of  silver.  Under 
favorable  conditions  a  cure  is  pn>dueed. 

Under  no  eircunistanees  shiinlil  sounds  or  bougies  he  passed  into  the 
bladder  at  these  times,  since  very  mueli  harm  may  be  produeed  by  them. 
In  the  declining  stage  of  these  mild  cased  the  antiblennorrhagies  in 
mwlemte  doses  may  be  given  for  a  time,  but  they  should  never  be 
pushe<h  Tile  fluid  extracts  of  kava-kava  and  of  buehu  are  sometimes 
of  seeming  iK^nefit  in  the  declining  stage  of  acute  posterior  urethritis. 

In  some  very  bad  eases  in  which  the  tenesnuis  is  dreadful  iu  its 
severity  and  the  luematnria  is  copious,  when  otlier  metbrKls  of  treatment 
have  failed  to  give  relief,  very  ofYen  results  little  less  than  nuj*aculous 
will  be  pnxlu<X'd  by  the  instillation  (see  section  on  Treatment  of  Chronic 
Urethritis)  of  a  few  drops  of  a  solution  of  nitrate  of  silver;  1  :  1000  or 
1  :  500  may  be  given,  eare  bfing  taken  that  the  uretlira  is  not  harmed 
Iry  the  passage  of  the  eatlieter.  In  using  this  treatment  it  is  well  to  be 
very  careful  to  throw  up  only  a  few  drops  at  first,  and  then  watcli  the 
result.  If*,  as  s^imetimes  happens,  the  patient's  suflerings  are  cidmed, 
on  the  next  day  or  on  the  second  day  an  injection  of  a  larger  quantity 
may  be  administered.  Usually  in  these  cases  go4xl  will  l>e  prniUicetl  l>y 
the  1  :  500  solution,  and  eaution  should  lie  exercised  in  giniig  higher 
than  tiiat  standard.  But  cases  will  be  ene<vuntered  in  which  it  will  be 
necessary  to  use  stronger  solutions,  viz.  :  1  i  250  or  1  :  125. 

Fads  in  the  Treatment  of  GonorrhcBa.— It  is  appropriate  here  to 
call  particular  attt  ntiou  to  the  tendeney  very  prevident  to-day  to  treat 
gonorrhrea  in  tlie  aente  stage  in  a  heedlessly  heroic  manner.  We  read 
of  cures  being  ])rodnn'd  in  five,  eight,  twelve,  ami  twenty  days,  and 
persons  not  thoriHighly  versed  in  tlie  knowlerlge  and  treatment  of  gon- 
orrhoea may  be  influenced  by  these  dazzling  and  misleading  claims. 
The  scheme  of  these  treatments  consists  in  tlie  use  of  some  antiseptic 
drug  (preparations  of  mercury,  silver,  permanganate  of  potassium,  and 
others),  either  in  very  strong  solutions  or  iu  irrigations  given  sevend 
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times  a  dny,  very  h**t.  Tbr.-^t'  trL'utnieiits  ( t  rtiiiiily  cut  hlmn  the  severe 
svniptoms  aiicl  quilu  pninijitly  eaose  the  pnniletit  dit^chnrire  tu  be<'unu* 
mucopurulent^  The^e  result*  are  then  parade*!  as  astonishing,  and 
t^ses  presenting  them  are  looked  upon  as  haviutj  been  eured,  AVlieu 
these  enthusiasts  are  asked  in  what  a  cure  consists,  they  reply,  ^*  There 
may  be  some  little  redness  of  the  mucous  memlirane  left  and  a  little 
sticky  discharge,  but  the  |xiticnt  is  all  right,"  It  is  hard  to  understand 
how  intelligent  men  can  thus  deeeive  themselves.  Many  patients  thus 
treated,  knowing  little  nf  gimorrhrea,  consider  tliemselves  eured;  others 
see  that  they  are  really  not  cured,  and  they  disappear  and  their  eaf*ea 
are  n^gistered  on  t)ie  Imoks  as  cures.  Then,  again,  in  this  sticky  con- 
dition antiblennorrhagics  ami  the  usual  astringents  are  nsetl  to  complete 
the  cure ;  but  if  they  are  successful,  the  credit  is  given  to  the  licroic 
remtHly  which  eahued  inflammation  and  more  or  less  rapidly  changed 
the  charaeter  of  the  discliarge. 

In  the  majority  of  these  cases  there  can  be  no  doubt  the  patients 
are  not  in  any  sense  cured.  They  have  been  rapidly  pushed  into  the 
terminal  stage,  which  in  many  cases  lias  no  end.  Now,  if  we  study 
these  cases  carefully  (as,  so  unhappily,  it  is  onr  frequent  duty  to  do)  in 
the  light  of  the  pathology  of  the  gonorrhtcal  process  and  of  their  path- 
ological course,  we  see  tlint  the  treatment  has  caused  a  much  greater 
exudative  iuflamniation  into  the  submucous  connective  tissue  tlian  is 
seen  in  cases  teniiM»rately  treated,  and  that  the  catarrhal  inflammation 
has  been  lirought  ihtwu  from  supijunition  to  the  |irtKJtu'tiun  of  a  thick 
mucopurulent  secretion.  This  is  shnwn  by  the  decidedly  full,  tense, 
and  thickened  condition  of  the  jK^udulous  and  subpubic  urethra^  and  by 
the  examination  of  the  urine,  which,  stmuge  to  say,  is  not  insisted  upon 
by  ihe  autliors  of  these  ni]iid-transit  treatments*  as  they  are  called. 
Then  the  patients,  If  they  have  escaped  epididymitis,  have  symptoms 
of  jiosterior  nrethritisj  urethrocystitis,  and  often  bladder  incompetcnee, 
and  more  or  less  incoutiueucc.  They  often  further  suffer  fnvm  nriue- 
dribldiug,  whicli  is  due  to  the  inliltration  into  the  urethral  walls,  which 
prevents  the  canal  fn»m  |M*rforming  the  final  expulsive  acts  of  urination, 
A 7^  time  goes  on  this  exudative  jiroc^t^ss,  which  involves  nearly  if  not 
all  of  the  anterior  urethra,  and  perha|)s  tlie  posterior  part  also,  produces 
connective  tissue,  and  as  a  result  the  canal  is  more  and  more  constricted, 
until  in  some  very  bad  cases  a  condition  bordering  on  stenosis  is  left, 
aeeompanitnl  by  all  the  distressing  eondiiions  incident  to  blockade  of 
the  Ijhidder.  This  picture  is  not  in  one  particular  overdrawn  *  but  is 
based  on  the  unl>inssed  study  of  eases  of  acute  gonoiThtea  which  have 
been  oilroaded  into  the  tcrmiual  stage.  It  may  be  claimed  by  those 
wlio  adv*M*ate  this  f(»rni  of  trcaiuieut  that  they  never  ^'ee  these  results, 
Perhajn^  they  iail  to  appreeiate  the  deplorable  condition  the  patients 
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are  left  in  ;  but,  as  a  ml*',  theso  same  patients  tliink  that  they  have 
had  enough  of  that  sort  of  treatment,  and  have  sen^e  enough  to  go 
c1  sew  lie  re. 

The  Method  of  Janat. — A  treatment  of  p^miorrlnea  known  as  the 
niethcKl  of  Janet  is  now  attracting  considerahle  attention  lioth  in  thi^ 
eountry  and  abroad.  This  treatment  is  essentially  based  on  the  fact  that 
as  a  result  of  a  eertabi  toehnio  the  |>osteri*ir  nrethra  and  the  bladder 
can  be  injected  from  the  meatus  withfiut  the  aid  of  a  <'atheler.  It  is 
assumed  that  the  catheter  may  not  only  act  as  an  irrilaut,  but  that  it  is 
a  fruitful  snnree  of  infcctiou.  Janet  uses  an  irriirjitnr  or  a  fnuntain- 
syriuirc,  to  which  is  attached  about  ^ix  feet  of  India-rubber  tubiug  of  30 
F.  calibre.  Into  the  distal  end  of  this  tube  a  goodly-sized  conical  glass 
nozzle  is  inserted,  while  an  India-rubber  stojM-uck  completes  the  appara- 
tus. The  reservoir  for  the  injection,  whatever  it  may  he,  is  elevated 
above  the  patient  about  two  feet  when  the  anterior  urethra  only  is  irri- 
gated, and  about  four  an<l  a  iuilf  feet  when  the  posterior  nretlira  and 
bladder  are  medicate*!.  Tlie  patient,  after  uriuatioUj  is  plueed  on  his 
back  antl  the  conical  nozzle  is  well,  but  not  forcibly,  introduced  into  the 
meatus  ;  then  the  current  is  aHowed  to  flow. 

If  irrigation  of  the  anterior  urethra  is  practised ^  the  stopeoek  is  so 
held  thai  tlie  return  4'urreut  may  run  out  of  tlie  meatus  ;  when  the 
deej>er  urethra  and  the  bladder  are  to  be  irrigated  the  nozzle  is  firmly 
held  in  the  meatus. 

In  some  cases,  after  a  little  resistance,  tlie  compressor  urethne  muscle 
and  the  feeble  external  sphincter  yield,  and  the  injection  flows  tli rough 
the  p*j,sterior  urethra  into  the  bladder.  If  the  operation  causes  a  desire 
to  urinate,  the  patient  -should  be  allowed  to  evacuate  the  bladder,  and 
then  the  irrigation  shrndd  be  repeated.  For  the  ab«u'tive  trcatUH^nt  of 
acute  anterior  uretiiritis  one  or  two  irrigations  daily  are  necessary.  For 
gonorrho'M  i^f  the  totality  of  the  urethra,  for  the  first  few  days  two 
irrigations  daily  are  given,  and  after  that  only  one  each  ilay. 

The  themptuitic  agent  employed  by  Janet  is  jjermanganate  of  potassium 
dissc^lved  in  warm  water,  Tlie  solutions  vary  in  strength  from  1  :  KMH) 
of  water  to  1  :  4000,  Toward  the  end  of  treatment,  with  the  decline  of 
the  a<nite  symptoms,  the  strength  may  be  1  :5(MX  For  the  irrigation  of 
the  anterior  urethra  about  one  pint  of  injection  may  be  used,  while  for 
the  bladder  two  lavages  or  irrigations  of  about  a  junt  each  may  be 
introduced. 

By  this  treatment  Janet  claims  that  he  not  only  aborts  incipit^nt 
gonorrhcea,  but  priunptly  cures  cases  in  the  acute  purulent  stage.  The 
noticeable  efiects  of  these  irrigations,  as  stated  by  Janet  are — first,  the 
appearance  of  a  whitish  secretion,  which  sihjh  liceomes  serous,  and  then 
an  almost  absolute  drynt^ss  of  the  whole  urethral  ranah  In  unsuceesstul 
cases  after  thi-  dry  stage  the  discharge  again  becomes  purulent,  in  which 
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case  these  lavages  should  be  diseontiniied  for  eight  diiVB  atul  then 
resumed.  Janet  says  that  on  an  averap:e  ten  cir  ek*veo  irrig-ations  are 
suflfieient  to  abort  incipient:  eases,  and  nine  fiir  other  aente  eases  ;  but  in 
general  the  patient  is  cured  hy  fiv^e  lavaf^es.  As  to  tlie  stability  and 
validity  of  the  eure,  we  find  these  sif^nitieaut  words  :  **  Sometitncs  there 
remains  a  slight  mneous  seeretion  ; '*  "at  other  tin»es  the  j>atient  has  a 
slight  mucous  disrhar^tv,  in  wliieh  case  I  gave  a  little  irrigation  of  nitrate 
uf  silver,  1  :  20(X),  in  the  anterior  urethra.''  It  is  astonishing  hnw  eora- 
plaeently  exploiters  of  ahi^rtive  treatments  with  uniformly  favorable 
results  look  upon  these  mneous  secretions  and  fail  to  appreeiate  their 
gravity* 

This  treatment  of  Janet  must,  of  necessity,  be  administered  by  the 
surgeon,  to  whom  \\w  patient  must  come  onee  or  perhaps  twice  a  day, 
morning  an<l  evening. 

The  So-called  Ideal  Substitutes  for  Nitrate  of  Silver.— For 
my  part,  I  hold  to  tlie  opinion  that  when  it  is  carefully  used  by  a  person 
of  considerable  experience,  nitmte  of  silver  is  the  ideal  agent  in  the 
treatment  of  gonorrhrea  in  nearly  all  stages,  as  indicated  in  tlie  text. 
Many  substitutes,  however,  have  been  pn>posed,  and,  although  at  first 
they  were  much  praised,  most  of  them  have  incontinently  failed  and 
have  passed  into  oblivion.  They  ei»me  and  tbey  go,  but  they  all  liave 
advocates  at  first  {De  nons  nil  nim  bonum). 

In  order  to  Ix'  up  to  <hite,  however^  and  not  to  appear  remiss,  it  is 
necessary  to  mention  some  of  these  agents  which  it  was  expected  would 
revolutionize  the  treatment  of  gonorrhcEa»  Argentamine  w^as  some  time 
ago  n^cfmimen<led  in  solution  1  to  oW,  lOlMXand  4t)00,  and,  like  nrgfinin, 
5  to  10(K  is  to-day  virltially  discarded.  Ijargol,  nargol,  and  citrate  of 
silver  have  had  their  vogue  and  are  therapeutical  cariosities.  Iclithyol 
and  iehthargan  were  proclaimed  as  true  destR\yers  of  the  gonocoeeus,  but 
in  practice  tliev  pro  veil  im[»otent,  Albargin  still  has  a  few  advocates. 
Prtilargul  has  had  some  considerable  vogae,  hut  like  all  these  liybrid 
essentially  alhnniinous  nitrate  of  silver  specifics  it  is  a  tame  and  diluted 
agent  as  compai\'*I  with  nitrate  of  silver. 

The  latest  substitute  in  local  antiblennorrhagic  therai>eu tics  for  nitrate 
of  silver  is  argyrol  or  silver  vitelline,  and  it  is  used  in  varying  strengths 
of  from  2  to  5,  even  10  per  cent,  solutions.  Tt  bus  I>cen  carefully  and 
thonaighly  tried  in  myelinic,  and  the  verdict  is  that  it  pi-oduces  no  effect 
that  cannot  be  gotten  from  mild  solutions  f*f  nitrate  of  silver. 

Medical  men,  partierdurly  the  youug<?r  ones,  are  always  on  the  Irnvk- 
out  for  some  goni>rrho:'al  s|)ecific.  I  place  tlie  foregoing  list  before  them 
for  their  study  and  <lclectat i^»n. 

These  prepy  nit  ions,  mostly  patented,  are  all  so  extensively  and  per- 
sistently advertised  that  I  have  not  th(>ngl)t  it  necessary  to  occupy  space 
with  their  full  deseription. 
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CHAPTER   V. 

CHRONIC  ANTERIOR  AND  POSTERIOR  GONORRHCEA,  OR 

URETHRITIS. 

Ix  the  terminal  stage  of  gonorrhoea  the  inflammatory  process  in  very 
many  cases  becomes  localized  in  some  part  of  the  urethra,  and  there 
remains  in  a  latent  or  dormant  state.  There  are  a  number  of  conditions 
which  tend  to  render  the  course  of  gonorrhoea  chronic.  In  the  first 
place,  there  is  the  natural  tendency  of  the  disease  to  linger  indefinitely 
in  the  tissues.  As  we  have  already  seen,  gonorrhoea  is  not  a  simple 
superficial  catarrhal  condition,  but  a  strongly-marked  exudative  and 
catarrhal  inflammation  which  is  very  rebellious  to  our  best-directed 
efibrts  in  treatment.  Then,  again,  many  patients  consider  themselves 
cured  just  as  soon  as  the  discharge  ceases,  and  will  submit  to  no  further 
treatment,  though  examination  of  the  urine  shows  the  presence  of  tissue- 
exudates.  Another  and  a  prolific  cause  of  chronic  gonorrhoea — or  gleet, 
as  it  is  called — is  sexual  and  alcoholic  indulgence  during  the  decline  of 
the  chronic  stage.  Still  another  cause  of  the  indefinite  perpetuation  of 
the  disease  is  a  too  active  or  protracted  treatment  by  antiblennorrhagics 
and  injections.  Many  cases  of  chronic  urethritis  are  due  to  the  pro- 
longed physical  exertion  incident  to  the  patient's  occupation.  Chronic 
urethritis  may  be  localized  to  the  anterior  urethra.  Its  symptoms  are 
the  morning  drops— the  pus-accumulation  of  the  night — which  may  be 
small  in  quantity  and  greenish-white  in  color.  There  may  be  a  minute 
drop,  a  large  pea-sized  drop,  or  three  or  more  drops.  In  other  cases 
there  is  simply  gluing  of  the  lips  of  the  meatus  together,  on  the  separa- 
tion of  which  a  film  of  glairy  mucopus  is  seen.  In  other  cases  there  is 
not  suflfieient  secretion  to  produce  a  drop.  In  a  third  class  of  cases  there 
is  simply  increased  moisture  at  the  meatus,  and  a  scanty  colorless  secre- 
tion, like  glycerin,  may  be  expressed  by  a  little  pressure. 

There  can  be  no  doubt  that  in  most  cases  of  the  morning  drop  there 
is  an  inflammatory  focus  in  the  anterior  urethra  ;  but  it  does  not  by  any 
means  follow  that  the  posterior  urethra  is  healthy,  since  it  is  frequently 
the  more  active  fiwus  of  trouble.  In  former  years  gleet  meant,  in  gen- 
eral terms,  chronic  anterior  urethritis,  and  the  treatment  was  based  on 
that  diagnosis.  To-day  we  know  that  chronic  gonorrhoea  of  the  pos- 
terior urethra  is  a  quite  common  afiection,  and  that  it  may  exist  alone  or 
in  combination  with  localized  anterior  urethritis. 
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A  fiTqueut  ccmibinatiun  is  portteriar  urethritis  witli  inflummatioti  of 
the  bulbous  urcthnu  Chronic  iuflaniraation  <>f  the  ur<jthra  at  the  peiio- 
scroiiil  juuetioa  may  exist  alone  or  in  eombiuation  with  posteriorurethritis. 

In  t^eneral  terms  it  may  lie  said  that  the  morning  drop  is  indieative 
of  trouble  in  the  peudotou,s  urethra^  the  secrt*tion  of  whit^h  ttow^i  toward 
the  meatus  during  the  niglit.  During  the  day  the  secretion  may  not  Ix^ 
notieeaWe,  owing  to  tlie  quite  frequent  flushing  of  the  urethra  by  the 
urine. 

In  manv  of  these  cases  of  chronic  anterior  urethritis  all  discharge 
ceases  to  lie  seen  at  the  meatus,  and  the  true  state  of  atTairs  can  *jnly  be 
ascertained  by  the  cxaminatirm  of  the  nrine^  or  by  the  use  of  the  endo- 
scope. If  distinctly  limited  to  the  anterior  urethra,  the  urine  in  the  first 
glass  will  eon  tain  threads  or  masses  of  tissue-jiroduets,  and  that  in  the 
second  glass  will  be  clear.  In  ail  cases,  however,  the  exaniiuatiun  should 
be  pushed  still  farther :  the  anterior  urethra  shotdd  be  carefully  and 
fully  irrigated,  and  then  the  urine  should  be  passed  into  one  or  two 
glasses.  In  the  fluid  winch  has  been  used  in  irrigation  will  be  found 
tlie  products  of  iuHanimation  <*f  the  anterior  urethra,  and  in  the  first 
glass  those  of  the  posterior  urethra  if  it  is  the  sent  <>f  inflammation. 

In  the  bulbous  urethra  the  gonorrlueal  pnx-ess  shows  a  marke<l  ten- 
dency to  become  clirrjuic,  and  its  persistency  causes  it  to  be  very  rebel- 
lious to  treatment.  In  this  part  of  the  urethra  the  vascular  supply  is 
so  ^reat,  the  tissues  are  so  suc<ident,  and  we  may  say  relaxed,  that  every 
ci>udition  favorable  to  chronic  inflammation  is  present. 

Chronic  un»thritis  of  the  bulbous  urethra  may  give  rise  to  no  secre- 
tion visible  at  the  meatus.  Then,  agiiin,  the  pus  may  be  so  copious  and 
fluid  in  consistciice  that  it  may  glue  up  the  meatus  in  the  morning  and 
perhaps  daring  the  day,  or  may  cseaiie  once  a  tlay  or  of  ten  cr  as  a  dt*eidud 
drop.  Owing  to  the  fact  that  the  bulbous  ]x)rtion  is  in  direct  continuity 
with  the  [uemliranous  un^tlira,  this  jwrtion  may  be  the  seat  <if  hvpenemia 
or  iuHaninuition  in  bullions  urethritis. 

A  chronic  discharge,  usually  small  in  amount  and  viscid  in  consist- 
enee,  may  be  developed  as  a  result  of  eh  tonic  gonorrhfcal  inflammation 
of  the  glands  of  Littre  and  the  crypts  of  Morgagni.  Tn  tl)(se  cases  the 
hicuna  magna  and  other  large  follicles  may  be  the  seat  of  inflatnmation. 
Chronic  foHrcular  urethritis  is  usually  unconii>lieated  with  postc^rior 
urethritis.  It  is  fiiund  on  the  lips  of  the  meatus,  just  within  that  orifice, 
and  as  iar  down  as  the  bu!l>. 

Chronic  inflammation  of  Cow[>er*s  glands  has  been  known  to  cause  a 
discharge  intn  the  urethra  which  was  intermittent  in  character.  In 
some  cases  of  chronic  anterior  urethritis  the  jmtient  suffers  no  incfMive- 
nience  whatever.  In  a  few  cases  tlie  patients  complain  of  pain  localized 
at  some  part  of  the  urethra. 
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Chronic  [wstcrior  iin*tliriti.s  fnllrnvs  in  niaiiy  ra?=<?s  the  siiljsi*leiice  of 
the  acute  prore^s.  Owiijg  to  tlie  ciHiiplexity  of  .struct lire  of  tlie  jk)s- 
t4?rior  urethra  the  8ymptonmtoh>gy  of  this  aif\*t*tioii  is  often  quite  well 
marked.  Wlieu  there  is  .simply  tinetiui[>lieiiteil  ehrcuiie  iufliuiiinuticMi  n( 
the  miHM)Us  iin'iuhraue  the  .symptoms  may  he  negative  or  %'ery  slight  in 
charaeter. 

It  is  very  important  to  emphasize  the  statement  that  many  cases  of 
chronic  posterior  urethritis  are  mueh  prolonged  l>y  reason  of  a  coexistent 
ehronie  catarrhal  prf»statitis  (see  seetions  on  tliis  suhjeet,  p.  288),  and 
chronic  inflammation  of  the  verumontannni.  The  same  statement 
ap|*!ies  to  the  seminal  vesicles.  Not  infretpjently  these  structnres  are 
invaduil  tluring  tlie  course  of  acute  gonorrhu^a  of  the  totality  of  the 
urethra,  and  on  the  decline  of  the  process  chronic  posterior  urethritis  ig 
k'ff,  tfjgetlier  with  a  chronic  inflammation  of  the  seminal  vesicles.  It  is 
most  im  porta  Til  in  all  eases  of  eljronic  posterior  urethritis  to  ascertain 
whether  these  deep-sc»ate<l  conditions  exist  as  complications. 

In  chronic  urethritis  distinctly  limittHJ  to  the  posterior  urethra  there 
is  usually  no  escape  of  pus  into  the  anterior  portion,  for  the  reason  that 
it  is  small  in  quantity  and  viscid  in  c<msistcncy.  There  are,  however, 
border-line  ciiscts  in  the  extreme  terminal  stage  of  the  acute  affection  in 
which  the  jms  is  stil!  rather  copious,  and  it  eseajK's  tlirongh  the  mera- 
bnuiuus  urethra  and  |>asses  towanl  the  meatus.  The  compressor  urethrse 
muscle  docs  not  usually  contract  the  lumen  of'tlie  urethra  to  a  hair-sized 
calihre,  as  claimed  by  some  authors,  and  in  goucral  it  is  a  moderately 
patulous  canal  at  ttiis  poiut.  There  certainly  is  not,  in  the  majority  of 
cases,  such  a  tonicity  of  the  compressor  urethrie  muscle  as  will  keep 
back  a  r[uiic  co]iious  discharge.  While  in  many  eases,  owing  to  its 
snudl  <piantity,  the  pus  may  he  retained  in  the  posterior  nrethra  by  the 
cntofl*  muscle,  in  some  cases  it  certainly  is  nut  thus  dammed  backward. 
The  cases  of  chronic  posterior  urethritis  in  which  a  discharge  reaches 
the  meatus  are  very  rare,  but  they  occur. 

In  very  uumy  cases  of  posterior  urethritis,  there  being  no  visible 
discharge  and  the  patients  complaining  of  no  symptimis  referable  to  the 
deep  urelhni,  tfic  afleetion  remains  dormant  aJid  unrecognized.  Thus 
the  eases  nuiy  drag  on  for  one  or  more,  or  even  five,  ten,  and  twenty. 
years  without  giving  any  indication  of  lurking  trovdde.  In  some  of 
these  eases  an  exaccrl>ation  occurs,  and  tlien  the  patient  realizes  that  he 
has  had  an  uneured  gouorrhcea. 

In  some  instances  the  exacerbation  of  the  [losterior  urethritis  is  sub- 
acute in  character,  attended  only  with  mild  or  insignificant  symptoms, 
and  its  presence  would  not  l>e  suspected  or  sought  for  had  n^it  an  attack 
of  e]»ididymitis  ttr  ejjididynio-urehitis  d*'Velopcd  as  a  comjilication.  In 
many  cases  of  this  deep-seated  urethritis,  in  which  epididymitis  or  epi- 
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(lidymo-i>rt4nlis  was  cii'vt'l<)ptHl  in  the  iiiitiiil  attiick,  ri'erudoseenees  iii 
tlic  testicular  tn*uljle  are  iVfijut'iitly  d6velt>|X'<l  tit  late  and  remote  periods 
as  a  result  of  an  exacerbiitioii  in  the  ponterior  urethritis, 

III  somewhat  rare  instances  ehmnie  posteriiir  nn*thritis,  nsuaHy  a.s  a 
result  of  exeesse^s,  beeonies  develuped  into  a  true  acute  attack  witli  all 
its  symptoms  and  its  discomforts.  It  may  thus  run  its  course;  but  in 
some  €aj?es  tlie  inflammatory  process  extends  forward  into  the  anterior 
urcthni,  which  also  becomes  the  seat  of  an  acute  phlegmasia.  In  these 
eases,  when  the  discharge  is  well  established  in  the  anterior  nrethra, 
tlie  sufferings  of  the  j^iitient,  experienced  when  the  posterior  segment 
alone  was  aiieeted,  eease,  and  the  ease  then  takes  on  the  features  of  a 
gouorrhtea  of  the  totality  of  the  nrethm  in  its  decliuiug  stage. 

What  has  already  been  said  as  to  the  means  of  recognizing  the  exists 
enee  of  acute  posterior  urethritis  npplies  with  e<jna!  force  to  the  diagno- 
sis of  the  ehrtinic  affection.  In  this  connection  it  is  well  to  remember 
that  small^  comma-like  fleecy  plugs  or  threads,  which  are  thought  to  be 
formed  in  the  excretory  ducts  of  the  prostatie  glands  and  voided  with 
the  last  drtjp.s  af  urine,  being  pressed  tmt  by  muscular  and  pn^static 
contraction,  are  cpiite  diagnostic  of  chronic  |x>sterior  urethritis. 

Symptoms. — The  symptoms  of  chronic  posterior  urethritis  are  many 
and  varied,  mild  and  severe. 

Cases  of  tliis  atfec-tion  may  be,  for  pur|K>ses  of  study,  separated  into 
groups  according  to  the  nature  and  severity  of  their  symptoms. 

There  is  found  in  practice  a  gwKlly  number  of  cases  in  which  a  fre- 
quent desire  to  urinate  and  some  uneasiness  at  the  end  of  the  act,  and 
sometimes  at  its  beginning,  are  the  only  symptoms  complained  of.  In 
some  of  these  cases  the  increased  frec|nency  in  nrination  is  not  nuich 
above  normal  ;  in  others  it  is  well  marked.  In  some  cases  the  pain  is 
slight  and  mild,  or  of  a  (piiek»  stabbing,  but  very  ephemeral  character. 
In  others  it  is  dull,  heavy,  perhaps  spa.sm<xlic,  and  radiates  into  the 
rectum,  pelvis,  testes,  and  groins.  In  these  eases  the  act  of  urination 
may  gc»  on  smootlily,  or  it  may  hv  interrujited  Ivy  slight  or  severe  spasm 
of  the  eompress<ir  nrethrfe  muscle  or  of  the  detrusor  vesica  muscles. 
This  condition  has  been  call e<I  **  cvstos|)asnuis,"  It  is  liable  U^  occur 
after  coitus  or  ilitticult  defLratiun.  In  other  cases  there  is  no  disturb- 
ance iif  nrination  at  all,  but  patients  complain  of  dull  or  aching  pain 
in  the  jierineum,  dtH^p  in  the  pelvis  ami  pr(»state,  and  in  the  rectnm. 
Some! lines  these  patients  cc*m[jlain  of  pain  over  the  |jnl>es  and  of  uneasy, 
vague  pains  in  the  cord  and  testes.  In  some  crises  mild  and  even  severe 
nenndgie  pains  are  eom]>lained  of  in  the  loins,  groins,  ami  thighs.  These 
painful  symptoms,  ]>artieularly  when  severe,  are  fortunately  not  ron- 
tirmously  presi^nt.  They  vary  fr<jm  day  to  day,  so  that  the  patient  has 
intervals  of  ccmipamtive  comfort. 
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Perhaps  the  most  serious  and,  for  the  physician,  trying  cases  of  pos- 
terior urethritis  are  those  in  which  the  prostate  and  its  sexual  apparatus 
are  involved  and  there  is  some  disturbance  of  the  sexual  function.  Some 
patients  complain  of  a  severe  stabbing  pain  at  the  moment  of,  or  after, 
ejaculation  of  the  semen. .  Others  state  that  all  pleasurable  sensations 
are  either  absent  or  lessened  in  degree  in  sexual  intercourse,  and  they 
arc  thereby  much  worried.  In  still  other  cases  the  ejaculations  occur 
before  intromission  or  shortly  afterward. 

In  some  cases  pollutions  are  frequent,  and  with  their  occurrence  a 
diminution  in  the  sexual  appetite  is  felt.  Many  of  the  patients  Ixjcome 
weak,  nervous,  and  apprehensive.  Their  digestion  becomes  poor,  and 
they  suffer  from  constipation.  Then  the  passage  of  a  hard  fecal  plug 
presses  on  the  prostate  and  expels  the  accumulated  mucopus,  which 
appears  at  the  meatus,  causing  the  patient  to  think  he  is  losing  semen. 
In  some  of  these  cases  some  of  the  secretion  of  the  seminal  vesicles  is 
at  the  same  time  expelled,  and  this  also  to  many  is  convincing  proof  that 
they  are  suffering  from  spermatorrhoea.  Occasionally  these  patients  are 
much  alarmed  at  the  occurrence  of  bloody  pollutions,  which  are  due  to 
great  hyperaemia  of  the  ejaculatory  ducts.  In  any  of  these  cases  of 
disturbance  of  the  sexual  function  we  are  liable  to  find  more  or  less 
deterioration  of  the  health.  This  may  consist  simply  of  weakness  and 
lassitude,  and  it  may  be  a  condition  of  great  nervousness,  of  melancholia, 
or  even  of  true  neurasthenia.  Between  these  two  extremes  there  are 
many  degrees  of  bodily  and  mental  debility. 

Pathology. — Gonorrhoea  not  only  produces  a  chronic  catarrhal  con- 
dition, but  also  a  severe  exudative  inflammation  in  the  submucous  con- 
nective tissue  results,  which  has  a  tendency,  if  the  process  persists  for  a 
long  time,  to  damage  the  urethra  permanently.  Such  an  exudative 
inflammation  induced  by  the  gonococcus  is  attended  first  with  a  des- 
quamation of  the  urethral  epithelium,  and  when  this  epithelium  is 
restored  it  is  liable  to  be  more  or  less  thickened  and  to  have  a  different 
character  from  the  normal  epithelium  of  the  urethra.  In  other  words, 
the  normal  cylindrical  epithelium  of  the  urethra  becomes  destroyed  by 
the  gonorrhopal  process,  and  is  on  healing  replaced  by  flat  pavement- 
epithelium.  These  epithelial  proliferations  are  seen  by  the  endoscope 
to  appear  like  granular  and  warty  patches,  and  even  polypoid  growths. 
When  old  they  may  present  a  whitish,  opaque  appearance  resembling 
cicatrices.  Then,  again,  the  exudative  inflammation  attending  gonor- 
rhoea may  produce  ulcers  or  erosions,  and  frequently  induces  a  formation 
of  connective  tissue  in  the  walls  of  the  urethra.  The  mucous  glands 
may  also  be  considerably  changed.  Figs.  19  and  20  show  the  character 
of  the  gonorrhceal  inflammation,  and  Fig.  21  illustrates  some  of  the 
more  important  sequels  of  chronic  gonorrhoea. 


Figs.  19  ami  20  were  taken  from  sections  of  the  urethra  (;f  a  suljji-ft 
who  hail  iiaJ  chronic  gonorrhcea  for  Bomc  months*  In  Fig,  llHhu  top)- 
grapliical  diatributioD  of  the  hiflamtnation  is  shown  in  a  section  through 


Fio.  20. 
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Showing  a  ftegmeat  of  roof  of  urethra ,  witli  round-fell  inflltmtltio  of  the  mucofia  and  tubulur  dut'tii 
of  fullick':^;  higher  magnifying'  p.ivvtT  tlian  In  Fig.  ly. 
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the  entire  tliiekiie.ss  of  the  urethral  ej^nnlj  iiielmlinjj^  the  tunfca  albiiginea. 
The  w  IkJp  iohli'il  UiiiH  11  uf"  the  urethra  is  surroiiiKkHl  Iiy  ;i  deep  ring  of 
small  roiiiid^celb  (z),  vvliich  S5eem  mainly  to  have  eonie  from  tlie  gii|jer- 
fieial  ve!?!?els  of  the  mneasii,  wliile  a  part  of  them  may  he  proliterak'd 
connectise-tisj^'ue  cells.  The  epitlielial  Ihiing  of  the  ui-etlira  is  <Ies- 
qiianiiited,  and  is  eutirely  absent  in  places  (^^  x^  x)j  while  in  other  places 
ijly  If)  it  IS  fitill  in  proper  posit  ion  ^  although  infiltrated  with  pui^-eells. 
In  the  roof  of  the  uretbm^  in  this  seetioii,  the  duetii  of  the  mncous 
glands  at  various  depths  are  also  ^surrounded  by  a  heavy  infiltration  of 
fsmall  round-eulls,  wbieh  indii^tes  an  extension  of  the  iufiauimation 
along  the  mouths  of  tbe  glands  from  the  surface  of  the  urethra  (^r,  w). 

Fid.  21. 
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bowing:  »n  exulcemtion  of  Uie  iirethrs,  with  roniHlH^en  infUtmtloTi'bed  and  absence  t*f  epHhe- 
lium  ;  newly- formed  cttivinarii  h  In  rc4. 

Fig.  20  sliows  tlie  invasi(»n  of  the  invtiu":!  Ijy  the  gonorrhfeal  process 
still  mure  jilainly.  The  drawing  ineludes  the  whole  thiekness  of  a  sK»g- 
ment  from  the  roof  of  the  niTthra,  correspond ing  to  the  rectangular  area 
indieated  by  y>,  ^  in  Fig.  19.  Witli  this  higher  magnifying  [Mmer  in 
Fig.  20  the  infiltration  of  tlie  mucosa  and  tissue  surrounding  tbe  tubular 
duets  of  the  mucous  glands  is  shown  in  detail.  With  tlie  exception  of 
the  patches  ilenoted  by  .r  and  //,  the  epitlielial  lining  of  the  urt^hra  is 
absent,  so  that  there  are  extensive  areas  of  erosion  of  the  infiltrated 
inneosa. 

Lying  free  in  the  urethnd  lumen  near  the  denuded  snrflice  is  a  flake 
of  the  gouorrlimal  exudation  (r,  r,  Fig.  20).  This  flake  is  quite  identical 
in  structure  witli  tlio  onlinarv  <ronrirrho*al  dis<'harge  as  seen  on  a  eover- 
fclass,   and   consists   mainly   of  pus-eells   lying   in   a  fluid  or  granular 
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matrix.  Tiic  muccisa  just  ))encath  what  18  left  of  the  epithelial  lining 
is  very  dcn.sely  crowded  with  Mniall  round-cells  to  the  extent  shown  in 
the  figure  at  r,  r. 

In  the  same  way  the  ducts  of  the  mucouH  glands  u,  tr,  and  r,  and  in 
places  the  gland  acini  themselves  (/),  are  similarly  infiltrated  with  the 
small  n>und-cells.  The  ducts  w  an<I  r  have  their  lumina  jiartially  filled 
with  desquamated  cells  and  granular  material. 

These  figures  (19  and  20),  then,  serve  to  show  that  when  gonorrhoea 
has  bectjmc  chronic  it  must  ncccssjirily  take  a  long  time  for  the  disease 
to  heal,  since  in  the  affected  regions  of  the  urethra  all  this  desquamated 
epithelium  must  Ix*  restored,  ami  the  infiltration  of  small  round-cells  be 
absorlwd  Ixifore  the  urethra  can  become  healthy  again. 

Among  the  most  im]x>rtiint  scquclie  of  gonorrhoea  are  uli*ers  or  ero- 
sions of  tlie  urethra,  which  are,  as  a  rule,  small  and  sharply  localized. 
Fig.  21  shows  a  longitudinally  situate<l  narrow  linear  ulcer  (nm\  the 
middle  of  the  jwnilc  urethra.  The  se<'tiou  was  cut  transversely  through 
the  urethra.  As  far  as  the  structure  of  this  ulcer  is  concerntHl,  it  needs 
but  little  description,  for  it  do(\s  not  differ  essentially  from  minute  ulcers 
elsewhere  in  the  skin  or  niucous  membranes  appnxiching  the  skin  in 
structure.  At  the  site  of  the  ulcer  the  epithelium  is  deficient ;  there  is 
a  fairly  circumscribed  collection  of  small  round-cells,  interspersed  with 
newly-formed  capillaries,  wliidi  tend  to  i>ass  up  vertically  toward  the 
surface.     In  a  word,  the  ulcer  has  a  IkmI  of  grainilation-tissue. 

The  practical  importance  of  such  a  condition  of  the  urethra  is  that 
it  tends  to  persist  almost  indefinitely,  an<l  keep  up  a  discharge  which 
appears  as  a  scanty  gleet  or  a  discouragingly  prolonged  ap{)earance  of 
gonorrhoea!  threads. 

The  morbid  proi»ess  in  chronic  ]>osterior  urethritis  is  essentially  the 
same  as  that  which  affects  the  anterior  urethra — namely,  a  small-cell 
exudative  inflammation  into  the  submucous  connective  tissue.  This 
small-cell  infiltnition  may  be  superficial  and  only  involve  the  connec- 
tive-tissue layer,  or  it  may  extend  d<'eper  into  the  structural  i)arts  of  the 
prostatic  urethra.  In  the  superficial  form  of  infiltration  the  lesion  only 
involves  the  up])er  layers  of  the  sube])ithelial  connective  tissue,  and 
does  not  result  in  much  condensation  of  the  membrane.  In  the  deeper 
form  the  whole  subepithelial  stratum  is  involved,  and  the  caput  gallina- 
ginis,  the  sinus  pocularis,  the  oi^nings  of  the  <jaculatory  ducts,  and  the 
glands  of  the  posterior  urethra  may  also  be  more  or  less  implicated  in 
the  cell-infiltration,  and  their  structure  and  function  more  or  less  dam- 
aged and  impaired.  All  these  structures  may  be  invaded  in  precisely 
the  same  manner  as  the  racemose  mucous  glands  of  the  anterior  urethra 
are. 

Where  the  cell-infiltration  is  very  extensive  and  deep,  the  prostatic 
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urethra  becomes  more  or  less  callous  and  dense.  The  picture  seen  by 
the  naked  eye  of  chronic  posterior  urethritis  is  sometimes  a  granular 
condition  due  to  epithelial  thickening,  and  perhaps  a  slightly  warty  con- 
dition due  to  the  presence  of  minute  new  vessels  covered  with  thickened 
epithelium.  In  later  stages  the  caput  gallinaginis  is  seen  to  be  enlarged 
and  covered  by  callosities  formed  by  the  heaping  up  of  pathological 
epithelial  layers.  As  a  result  of  these  lesions  we  find  evidences  of  a 
persistent  desquamative  catarrh.  Owing  to  these  changes  the  dilata- 
bility  of  the  prostatic  urethra  is  somewhat  impaired,  and  its  lumen  is 
perhaps  slightly  impinged  upon  by  the  epithelial  thickening  and  by  the 
increased  size  of  the  caput  gallinaginis ;  but  there  is  no  such  condition 
(though  the  parts  may  have  even  become  cirrhotic)  of  stricture,  such  as 
we  find  in  the  anterior  urethra. 

Morbid  Changes  Seen  by  Means  of  the  Endoscope.— The  patho- 
logical appearances  of  chronic  urethritis,  as  revealed  to  the  eye,  are 
quite  varied,  and  in  the  main  striking. 

By  the  use  of  the  endoscoj)e  the  morbid  appearances  of  the  urethra 
are  well  shown.  In  general  it  may  be  said  exploration  of  the  urethra 
by  the  endoscope  should  be  confined  to  the  anterior  urethra,  which  may 
thus  be  examined  >vithout  damage  and  detriment  to  the  patient.  The 
condition  of  the  posterior  urethra  can  be  so  well  determined  by  the 
examination  of  the  urine  and  by  rectal  exploration  of  the  prostate,  and 
in  many  cases  by  a  consideration  of  the  symptoms,  that  endoscopy, 
which  is  (except  to  skilled  experts)  a  difficult  procedure  and  often  fol- 
lowed by  local  injury,  should  only  exceptionally  be  resorted  to. 

Chronic  urethritis  of  the  follicles  shows  itself  in  small  deep-red  pus- 
oozing  spots  of  the  size  of  a  pinhead  to  that  of  a  pea.  The  lacuna 
magna  and  similar  crypts  may  thus  show  evidence  of  inflammation,  or 
the  orifices  of  the  follicles  of  Littre  may  be  involved. 

The  most  constant  morbid  condition  seen  in  chronic  anterior  urethritis 
is  a  rather  deep-red,  even  purplish,  color  of  the  mucous  membrane,  which 
is  more  or  less  thickened  and  velvety.  This  redness  may  involve  a  seg- 
ment of  the  canal  or  a  limited  portion  on  one  or  two  sides  of  the  canal. 
In  these  cases  more  or  less  pus,  thin  or  inspissated,  may  be  seen  in  the 
examination.  Thickened  red  circumscribed  spots  or  plaques  of  chronic 
inflammation  are  very  common.  The  next  appearance  quite  commonly 
seen  is  called  by  some  granular  urethritis.  The  membrane  is  thickened, 
red,  even  purplish  in  streaks,  and  rough  and  studded  with  small  projec- 
tions, which  consist  either  of  epithelial  hyperplasia  or  of  little  eminences 
caused  by  the  growth  of  new  capillary  vessels.  This  condition  is  fre- 
quently found  in  the  bulbous  urethra  and  also  in  the  j)endulous  portion. 

A  further  advanced  form  of  this  granular  urethritis  is  called  {)apillo- 
matous  urethritis,  in  which  minute  but  distinctly  defined  raspberry-like 
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masses  of  new  growth  are  80iitterc"d  over  a  s^eginent  of  tlie  tmnal.  In 
gome  cases  there  may  be  but  one  tuft  of  papilloma,  and  in  others  there 
may  be  many  such.  The.se  little  new  growths  are  formed  of  round-eell 
infiltrations,  new  capillaries,  and  epithelial  hyperplasia.  They  are 
usually  found  a  few  inches  from  i\\v  meatus  and  as  far  down  as  the 
bulbous  exjjansion  of  tlie  urethra.  Since  the  most  careful  pas,siige  of  a 
soft  hnngie  or  eitthcler  in  cases  of  papillomatous  urethntis  will  often 
cause  slight  Vdeeding,  the  occurrence  ivt  this  symptom  uiay  lead  to  a 
snspieion  of  its  cause, 

Erosinns  and  ulcerations  of  tlie  uretlim  are  frcfpietitly  the  canse  of 
chronic  urethritis.  In  the  en^sive  form  the  mucous  nicmhmne  is  thick- 
ened and  red,  and  in  spots  the  epithelium  is  seen  to  be  lost.  Ulcers  of 
the  nrethm  are  usually  small  and  j^harply  limited^  and  the  evidence  of 
loss  of  tissue  can  be  clearly  made  out.  The  erosive  form  and  the  ulcer- 
ative form  of  chronic  urethritis  may  coexist,  and  may  involve  only  a 
limited  [Hirtion  of  the  urethra.  Then,  again,  we  sometimes  see  iuvolve- 
nieut  of  a  considcralde  w^gment  of  the  canal  in  re<lness  and  swellings 
whicli  is  studded  here  and  tliere  with  erosions  and  ulcers  and  granular 
and  papilliMnatous  growths, 

Tlie  niorliid  aii|K'aran<"es  of  the  mucous  membrane  of  the  posterior 
urethra  are  not  ronspicnously  striking.  They  consist  of  thickenings 
more  or  less  j>apillation,  together  with  iucreaseil  redness.  Frequently 
the  caput  gidlinaginis  atid  the  oritir*es  of  the  prostatic  dncts  are  seen  to 
be  swollen.  The  undcrlyiug  jvatholugical  process  is  jin^eisely  similar  to 
that  of  the  anterior  urethra.  In  the  threads  which  contain  juis  and 
epithelium  of  various  kinds,  gonococci  are  rather  iufrequently  found. 
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CHAPTER   VI. 

TREATMENT  OF  CHRONIC  ANTERIOR  AND  POSTERIOR 

GONORRHCEA. 

WuEN  gonorrhoea,  or  urethritis,  has  lasted  beyond  four  months, 
and  is  then  in  a  decidedly  subacute  condition,  it  may  be  called  chronic. 

In  the  treatment  of  chronic  gonorrhoea  the  history  of  the  case  must 
be  carefully  considered.  Then  it  is  necessary  to  determine  the  seat  and 
extent  of  the  morbid  process  and  its  nature  and  physical  character.  In 
every  case  the  first  diagnostic  points  should  be  obtained  by  the  careful 
examination  of  the  urine.  At  the  first  examination  instruments  for 
diagnostic  purposes  should  be  guardedly  used. 

The  disease  lurks,  particularly  in  very  chronic  cases,  in  various  parts 
and  exists  under  different  conditions,  so  that  there  are  scarcely  two  cases 
which  thoroughly  resemble  each  other.  The  consequence,  therefore,  is 
that  there  is  no  specifically  routine  treatment  for  chronic  urethritis,  but 
each  case  must  be  treated  on  the  basis  of  its  morbid  process  and  of  the 
therapeutic  indications  presented  by  it. 

The  duration  of  the  urethritis  has  an  important  bearing  upon  its 
treatment.  Let  us  first  consider  the  cases  in  which  the  disease  has  lasted 
only  a  few  months.  Such  patients  may  complain  only  of  the  morning 
drop,  or  they  may  state  that  they  seem  well  so  long  as  they  use  an  injec- 
tion, abstain  from  coitus,  and  do  not  drink  beer  and  alcoholics  or  eat 
highly-seasoned  food.  Wlren  they  cease  injecting  and  indulge  in 
creature  comforts  and  excesses,  the  morning  drop  reappears,  with  per- 
haps a  more  or  less  profuse  discharge  during  the  whole  day.  Examina- 
tion of  the  urethra  in  these  eases  shows  a  catarrhal  and  exudative 
condition  from  the  bulb  forwanl,  perhaps  nearly  to  the  meatus.  In 
many  of  these  cases  the  posterior  urethra  is  also  involved.  The  morn- 
ing urine  is  rather  cloudy,  like  turbid  cider,  contains  much  mucus,  and 
some  long  thin  or  thick  threads  (sometimes  three  or  four  inches  long). 
There  may  or  may  not  be  a  few  gonococci  present.  In  these  cases 
the  best  treatment  is  irrigation  of  the  anterior  and  posterior  urethrse, 
using  at  first  warm  solutions  of  alum  and  sulphate  of  zinc,  beginning 
with  a  strength  of  1  :500,  and  increasing  according  to  the  result 
obtained.  Usually  one  irrigation  daily  is  sufficient,  but  perhaps  two 
may  be  well  borne.     The  sensations  of  the  patient  and  the  condition  of 
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the  urine  are  infallible  guides  as  tu  the  reqiiiretl  fret|tienev  (A^  treatment. 
As  a  general  rule,  after  one  or  two  week^'  treatment  these  irrigatious 
seem  to  lowe  their  etlicuey,  !ia\'ing  done  some  good,  but  not  having  pro- 
dueed  a  cure.  Perha[)s  in  these  ctUHlitious  ]>eriuang*an!ite-iFf-pota.<sa 
irrigatiourt  (alvvayij  quite  hot),  1  :  1000  or  1  :  20tK),  may  Ijri ng  about  a 
cure.  If  this  remedy  fails,  we  I'esort  to  nitrate  of  silver,  beginning 
with  solutions  of  the  strength  of  1  :16,()00  or  1  ;  80*)(),  and  sometimes 
even  weaker  :  and  this  usually  brings  about  a  cure  if  the  treatiuent  is 
carefully  adtninistercHl.  If  the  morbid  process  is  more  severe  in  the 
anterior  urethra,  the  Ijulbous  reflux  eatheter  (see  Fig,  15)  should  be 
introduced  as  far  as  the  bulb,  one  or  two  hand-syringefuls  of  the  irri- 
gating Huid  should  be  iujeeted.  The  posterior  uretlim  should  then  be 
sirailarly  treated.  Sometimes  it  is  necessary  to  finish  with  quite  strong, 
deep  injeetions.  In  these  eases  much  pain  is  frequently  pnxUieed  by 
the  pissing  of  sounds,  particularly  of  large  ones.  This  fact  should 
always  be  borne  in  mind,  since  many  ]>aticnts  thus  treated  suffer 
sevendy^  while  in  otliers  the  disease  is  so  aggmvated  that  it  is  most 
diifieult  to  cure,  Some  of  these  cases  are  rendered  practically  incur- 
able even  if  the  most  judicious  and  prolonged  treatment  is  followed. 
Too  much  attention  Cannot  be  paid  to  the  fact  that  in  some  cases  of 
ehrouic  gonorrhiea  sonuds  may  be  productive  of  incalculable  harm. 

When  the  disease  is  limite^l  to  the  bulbous  portion,  where  it  shows  a 
great  tendency  to  remain  indefinitely,  tlie  retrojections  of  alum,  sulphate 
of  zine,  and  nitrate  of  silver  may  be  used.  These  iujeetitms  will  mate- 
rially modify  the  morbid  process,  and  sometimes  cure  it,  but  they  often 
fail  tf»  bring  about  a  thorough  cure.  In  that  event  it  is  well  to  make 
direet  hica!  application  of  solutions  of  nitrate  of  silver,  beginning  with 
a  solution  of  1  ;2Q00,  and  jnrhaps  going  as  higli  as  1  ;250,      These 
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injections  may  be  given  by  means  of  my  syringe  which  is  very  easily 
workcfl,  having  a  ring  and  shoulders  for  the  thumb  and  fingers,  and  a 
very  conical  nozs^le,  which  will  fit  into  any  small  scdY  catheter.  The 
piston  is  marked  with  numbers  to  regulate  the  drops.  The  injecting 
medium  is  any  well-made  soft-rubbcr  catheter,  10  to  12  or  14  Fr^^nch, 
cut  off  to  measure  eight  and  a  half  inches  in  length,  or  the  reflux  cath- 
eter mav  be  used.     When  the  catheti'r  is  introduced  six  or  six  and  a 
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half  inches,  its  end  is  in  the  sinus  of  the  bulb,  and  the  very  slight 
impediment  it  encounters  there  shows  the  operator  that  he  is  just  at  the 
opening  in  the  triangular  ligament.  The  little  catheter  being  slowly 
passed,  never  causes  pain  or  irritation.  Then  ten  or  fifteen  drops  of 
the  silver-nitrate  solution  may  be  thrown  into  the  urethra.  This  treat- 
ment may  be  administered  by  the  surgeon  every  five  days  or  twice  a 
week,  and  perhaps  oftener  if  the  indications  of  the  case  point  to  the 
necessity  of  increased  frequency.  In  the  intervals  the  patient  may  use 
mild  stimulant  and  astringent  injections  by  means  of  the  penis-syringe. 
This  form  of  chronic  urethritis  being  very  rebellious,  it  is  sometimes 
necessary  to  pass  an  endoscopic  tube  down  to  the  bulb,  and  having 
ascertained  the  morbid  apj)earances,  to  apply  sparingly  on  cotton  at 
the  end  of  an  applicator  a  strong  solution  of  silver  nitrate  (gr.  30  to 
SJ   water). 

In  the  more  chronic  cases  of  anterior  urethritis  we  find  spots,  patches, 
and  areas  of  inflammation  at  the  penoscrotal  angle  (sometimes  seemingly 
caused  by  the  pressure  of  the  suspensory  worn  during  the  declining 
stage)  and  in  the  pendulous  urethra  as  far  as  its  beginning. 

The  fii*st  essential  in  the  treatment  of  these  cases  is  to  locate  the 
trouble  and  to  determine  its  nature. 

Now,  it  must  be  distinctly  understood  that  all  of  the  above-men- 
tioned inflammatory  conditions  cxiuse  a  greater  or  less  thickening  of  the 
urethral  walls,  and  they  impinge  more  or  less  upon  its  calibre.  There 
is  a  very  prevalent  tendency  nowadays  to  call  any  condition  which  may 
interfere  with  the  easy  passage  of  the  bougie  d  boxUe  forward  or  back- 
ward a  stricture,  and  thousands  of  men  have  been  cut  for  stricture 
when  they  had  only  one  or  more  of  the  above-mentioned  conditions. 
A  little  thickened  patch  of  infiltrated  mucous  membrane,  perhaps  seated 
on  one  side  of  the  canal  or  perhaj)S  encircling  it,  will  prove  an  obstacle 
to  the  easy-sliding  forward  and  backward  of  the  bulb,  and  the  case 
might  be  mistaken  for  one  of  annular  stricture  of  large  calibre.  An 
ulcer  or  erosion  w  ith  its  concomitant  thickening  will  offer  some  resist- 
ance, and  the  bulb  on  its  return  may  jump  and  jerk  over  it.  The  epi- 
thelial hyperplasias  which  often  accompany  submucous  infiltration  jut 
up  in  the  canal  and  more  or  less  narrow  its  calibre  and  impair  its  supple- 
ness. A  swollen  follicle  may  act  in  a  similar  manner.  Papillomata 
will  offer  more  or  less  resistance,  but  as  they  bleed  so  readily  even  on 
gentle  manipulation,  their  nature  may  be  suspected.  All  inflammatory 
conditions  render  the  urethra,  particularly  its  pendulous  portion,  thick- 
ened, less  supple,  and  more  or  less  impinge  on  its  ciilibre  and  destroy 
its  expansibility.  Bearing  these  facts  in  mind,  it  is  a  ver}'  serious 
matter  to  decide  without  full  painstaking  examinations  that  a  man  has 
stricture. 
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masses  of  new  gmwtli  are  scattered  over  a  segment  of  the  eiinal.  In 
Bome  cases  there  may  be  but  one  tuft  of  papilloma,  and  in  others  there 
may  be  many  such.  These  little  new  growths  are  ftirnied  of  round -eel  I 
ififiltrations,  new  eaiiillaries,  and  epithelial  liyper[jlasia.  They  are 
usually  found  a  few  inches  from  the  meatus  and  as  far  th)wn  as  the 
bulbous  expansion  of  the  urethm.  Since  tlie  most  careful  passiige  of  a 
soft  bougie  or  catheter  in  eases  of  papillomatous  urethritis  will  often 
eiiuse  slight  bleeding,  the  occurrence  of  this  symptom  may  lead  to  a 
i^nspicion  of  its  cause. 

Erosions  and  ulcerations  of  the  urethra  are  frei|uently  the  cause  of 
chronic  urethritis.  In  the  enisive  form  tlie  nuicous  membnine  is  ttiiek- 
ened  and  red,  aud  in  spots  the  epithelium  is  seen  to  be  lost.  Ulcers  of 
the  urethra  are  usually  small  and  sharply  limited,  and  the  evidence  of 
loss  of  tissue  can  be  clearly  made  iuit.  Tlie  erosive  forni  and  the  ulcer- 
ative form  of  ehrouie  urethritis  may  coexist^  and  may  involve  only  a 
limited  portion  of  the  urethra.  T hen ,  again,  we  sometimee  see  involve- 
ment of  a  considerable  segment  of  the  canal  in  redness  and  swelling, 
which  is  studded  here  and  there  with  erosions  and  ideers  and  granular 
and  jjapilhimatons  grow^ths. 

Tlie  morbid  appearances  of  the  mucous  membrane  of  the  jKvsterior 
urethra  are  ni»t  cnu.'^pieuously  striking.  They  consist  of  thickening, 
more  or  less  papillation,  together  with  increased  redness.  Frequently 
tlie  caput  gallinaginis  and  the  orifices  of  the  prostatic  ducts  arc  seen  to 
be  swollen.  The  underlyiag  pathological  process  is  prceiselv  similar  to 
timt  of  the  anterior  urethra.  In  the  threads  wliich  contain  pus  and 
epithelium  of  various  kinds^  gonococci  are  ratlier  infrequently  found. 
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CHAPTER   VI. 

TREATMENT  OF  CHRONIC  ANTERIOR  AND  POSTERIOR 

GONORRHCEA. 

When  gonorrhoea,  or  urethritis,  has  lasted  beyond  four  months, 
and  is  then  in  a  decidedly  subacute  condition,  it  may  be  called  chronic. 

In  the  treatment  of  chronic  gonorrhoea  the  history  of  the  case  must 
be  carefully  considered.  Then  it  is  necessary  to  determine  the  seat  and 
extent  of  the  morbid  process  and  its  nature  and  physical  character.  In 
every  case  the  first  diagnostic  points  should  be  obtained  by  the  careful 
examination  of  the  urine.  At  the  first  examination  instruments  for 
diagnostic  purposes  should  be  guardedly  used. 

The  disease  lurks,  particularly  in  very  chronic  cases,  in  various  parts 
and  exists  under  different  conditions,  so  that  there  are  scarcely  two  cases 
which  thoroughly  resemble  each  other.  The  consequence,  therefore,  is 
that  there  is  no  specifically  routine  treatment  for  chronic  urethritis,  but 
each  case  must  be  treated  on  the  basis  of  its  morbid  process  and  of  the 
therapeutic  indications  presented  by  it. 

The  duration  of  the  urethritis  has  an  important  bearing  upon  its 
treatment.  Let  us  first  consider  the  cases  in  which  the  disease  has  lasted 
only  a  few  months.  Such  patients  may  complain  only  of  the  morning 
drop,  or  they  may  state  that  they  seem  well  so  long  as  they  use  an  injec- 
tion, abstain  from  coitus,  and  do  not  drink  beer  and  alcoholics  or  eat 
highly-seasoned  food.  Wl>en  they  cease  injecting  and  indulge  in 
creature  comforts  and  excesses,  the  morning  drop  reappears,  with  per- 
haps a  more  or  less  profuse  discharge  during  the  whole  day.  Examina* 
tion  of  the  urethra  in  these  cases  shows  a  catarrhal  and  exudative 
condition  from  the  bulb  forwanl,  perhaps  nearly  to  the  meatus.  In 
many  of  these  cases  the  posterior  urethra  is  also  involved.  The  morn- 
ing urine  is  rather  cloudy,  like  turbid  cider,  contains  much  mucus,  and 
some  long  thin  or  thick  threads  (sometimes  three  or  four  inches  long). 
There  may  or  may  not  be  a  few  gonococci  present.  In  these  cases 
the  best  treatment  is  irrigation  of  the  anterior  and  posterior  urethrse, 
using  at  first  warm  solutions  of  alum  and  sulphate  of  zinc,  beginning 
with  a  strength  of  1:500,  and  increasing  according  to  the  result 
obtained.  Usually  one  irrigation  daily  is  sufficient,  but  perhaps  two 
may  be  well  borne.     The  sensations  of  the  patient  and  the  condition  of 
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stimuliuit  effi^ets  of  tljc  i>ilvc'r  salt  witli  gniiliuil  dllaiution  and  is  some- 
tiniey  verv  effirtivc. 
It 


'arl\ 


18  imiMirttuit  that  flilatation  slial!  nut  he  oomniciiecd  too  early  m 
the  course  of  eliroiiio  urc'thritis,  siiK^e  muclj  harm  insiy  he  proiluced.  As 
a  rub,  a  S4jiiii<l  should  not  be  iiitnHhioed  into  the  urethra  until  four 
months  afti  r  the  deeUniug  stage  of  gouorrlia'a  has  begun, 

Gbrome  Follicular  Inflammation.— I  riflammation  of  the  urethral 
toUieks,  iMirtieularly  when  several  inches  down,  is  a  condition  whieli 
resists  treatment  and  is  dilticiilt  to  handle.  The  parts  tunst  be  exjKised 
by  means  of  the  cnih>s(*r»pe,  tuid  touched  with  a  strong  nitrate-of-silver 
solution  on  cotton  at  the  end  of  a  very  tine  silver  probe,  wliich,  if 

Fju.  24. 


l\iptML'd  sound, 

possible,  should  be  gently  pushed  into  the  duct.  Some  authors  recom- 
mend the  di^struetion  of  the  tolliele  by  means  of  a  very  minute  gidvano- 
eaulcry  needle.  Great  cure  and  circunis|>cction  should  be  used  when 
this  rather  heroic  pnice^Jure  is  resorted  to.  After  any  of  these  aj>pli- 
eations  it  is  well  to  inject  the  urethra  with  lead-water  twice  a  day. 

Follicular  sinuses  in  the  fossa  navicuhiris  and  just  within  the  lips  of 
the  meatus  may,  after  thorough  irrigation,  be  injected  witli  a  f^iw  drops 
of  silver-nitrate  soluti(»n  (1  :250)  by  means  of  the  hyiKidcrmic  syringe, 
the  needle  of  which  is  made  Idnnt  l>y  the  removal  of  its  jxiint.  In  sev- 
eral eiL^es  of  juxta-aud  in tra-nrcth ml  sinuses  I  have  producc<l  a  cure  by 
applying  on  a  delicate  silver  prol>e  a  coating  of  nitrate  of  silver  obtained 
by  melting  the  drug  with  heat.  A  few  gmins  of  the  silver  salt  are 
plari'd  in  a  >mall  platinum  crucible,  which  is  cxptised  to  an  aleoliol 
flame  until  lit  pic  fact  ion  wcnrs ;  then  the  probe  is  dipjxd  into  the  cru- 
cible and  is  thus^hargLnl. 

CHRONIC   POSTERIOR  URETHRITIS. 

In  the  treatment  of  chronic  [wistcrior  urethritis  with  or  without 
anterior  urethritis  great  care  is  required  to  determine  as  nearly  as  p(>s- 
gible  the  exact  condition  of  afl'airs.  In  the  more  rcccut  eases  we  sonie- 
imes  fintl  some  evidence  of  bladder  ineom|X'tenee  (the  nrine  showing 
'^no  involvement  of  that  viscus),  which  shows  itself  by  the  escape  of  a 
little  (3ij  to  5SS  or  nurre)  n'sidua!  urine  wlien  the  eye  of  the  catheter 
reaches  the  ucck  of  the  bladder.  In  th(*se  rather  early  cases  mild  irri- 
gations of  the  astringents  and  of  permanguQate  of  potjissa  may  be  used, 
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and  perhaps  with  benefit.  The  most  uniformly  effective  agent  here 
also  is  the  nitrate  of  silver,  which  may  at  first  be  used  well  diluted, 
1  :  16,000  or  1  :  8000,  in  the  form  of  hot  irrigations.  These  may  result 
in  cure,  but  if  the  result  is  not  perfect,  injections  of  the  same  drug  may 
be  used  in  the  stronger  solutions. 

Posterior  urethritis  combined  with  chronic  prostatitis  and  seminal 
vesiculitis  in  which  there  are  sexual  disability,  premature  ejaculations, 
pollutions,  absence  of  erections,  and  loss  of  sexual  desire,  usually 
requires  the  injecticm  of  a  few  drops  of  nitrate-of-silver  solutions  1  :  250 
or  1 :  125  every  third,  fourth,  or  fifth  day.  In  these  cases  much  benefit 
often  follows  a  careful  course  of  prostatic,  and  if  possible,  seminal- 
vesicle  massage  (see  sections  on  Chronic  Prostatitis  and  Seminal  Vesicu- 
litis) which  should  not  be  administered  more  frequently  than  once  in 
five,  seven,  or  ten  drops.  Irrigations  of  the  rectum  by  means  of 
Kemp's  tubes  with  very  hot  water  are  sometimes  of  marked  benefit. 

Besides  these  local  measures,  patients  thus  afflicted  need  fresh  air, 
relaxation,  good  sanitary  conditions,  and  attention  should  be  paid  to 
their  sexual  hygiene.  In  some  of  these  cases,  where  there  is  much 
hyporaesthesia  of  the  posterior  urethra,  accompanied  by  erotic  symptoms, 
much  benefit  may  l)e  produced  by  the  introduction  of  steel  sounds  pre- 
viously chilled  with  ice.  This  procedure  should  be  cautiously  carried 
out  and  its  effects  carefully  watched.  It  should  not  be  very  frequently 
adopted,  and  at  the  most  two  stances  a  week  should  be  given,  and  on 
these  days  the  deep  injection  should  be  omitted.  If  good  is  going  to 
follow,  the  patient  will  at  once  speak  of  his  improvement.  Should  it 
produce  a  dull  pain  or  an  uneasy  sensation,  its  use  is  contraindicated. 
It  is  always  well  not  to  use  very  large  sounds  ;  those  having  a  calibre  of 
No.  20  or  22  Frcnich  are  the  best. 

The  Use  of  the  Endoscope. — In  the  treatment  of  chronic  urethritis 
the  endoscope  is  useful  under  certain  sharply-drawn  restrictions.  As  a 
means  of  localizing  an  inflammatory  focus,  of  viewing  surface  appear- 
ances, and  of  allowing  the  use  of  topical  applications  under  free  ocular 
inspection,  it  is  often  of  signal  benefit.  It  is  an  instrument  of  reserve 
rather  than  of  routine,  and  it  always  should  be  used  in  a  rational  and 
conservative  manner.  It  is  to  be  regretted  that  it  has  been  used  very 
much  as  a  toy,  and  has  been  to  some  simply  a  surgical  hobby.  There 
are  those  who  have  been  so  unkind  as  to  say  that  some  surgeons  osten- 
tatiously display  and  use  it  as  a  means  of  impressing  patients  with  their 
skill  and  science. 

As  a  general  rule,  it  may  be  said  that  when  in  the  treatment  of 
chronic  anterior  urethritis  the  case  resists  the  usual  methods  properly 
applied,  then  it  is  well  to  use  the  endoscope  to  determine  the  exact  seat 
and  nature  of  the  lesion.     It  is  well  to  sound  a  note  of  warning  as  to 
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the  iii.speetion  of  tlie  posterior  urethra,  li  is  safe  to  say  tliat  many 
persons  who  cajole  themselves  with  the  idea  that  they  have  in?^pe<rted 
this  region  have  greatly  deeeived  themselves.  It  is  often  very  difficult 
to  eftaee  the  subpuljic  cnrve  with  the  endoi^npe  tiihe,  and  often  nuieh 
damage  is  done  in  the  attempt  or  in  its  aecomplislunent.  A  skilled 
expert  only  should  make  endoscopic  examinations  of  the  posterior 
urethra* 

The  preeipitate  use  of  the  endoscope  at  the  first  examination  of  a 
case,  before  the  other  and  less  radical  methods  ot  examination  have  been 
tried,  m  to  be  very  inueh  condenuied. 

The  efficient  use  of  this  instrument  requires  much  time^  study,  and 
observation.  The  aim  of  the  surgeon  should  always  be  to  use  such  deli- 
cate care  and  circumspection  that  the  opemtion  is  made  as  little  trouble- 
some and  painful  to  tlie  patient  a^s  possible. 

It  is  always  well  to  first  examine  and  familiarize  one's  self  with  the 
appi^arances  of  the  normal  urethra,  since  by  this  course  the  study  of 
abnormal  conditions  is  rendered  much  easier  and  clearer. 

The  most  useful  endi>scope  is  that  invented  by  W.  K.  Otis. 

The  instrument  consists  of  a  metal  tube  or  cylinder  an  inch  and  a 
quarter  in  length  l>y  somewhat  less  than  half  an  inch  in  diameter;  the 
first  half  inch  uf  which  is  narrowed  ainically  tbrming  a  funnel-shajied 
diaphragm  having  an  opeuing  a  quarter  of  an  inch  in  diameter,  thrtnigh 
which  the  rays  of  light  emerge.  At  the  other  end  of  this  tube  is  a  second 
tube  of  the  same  diameter  forming  an  elbow  at  right  angles  to  the  first 
tul>e  three-quarters  of  an  inch  in  length,  into  which  the  handle  of  the 
instrument  fits. 

The  funnel  portion  unscrews  from  the  upper  tube,  and  a  planoconvex 
lens  at  this  ]ioint  concentrates  and  directs  the  rays  of  a  small  electric 
lamp  placed  immediately  behind  it.  This  lens  can  be  readily  removed 
for  cleaning. 

The  handle  consists  of  a  cylindrical  jiiece  of  hard  rubljer  about  one- 
half  inch  in  diameter  and  one  and  a  half  inches  h>ng,  to  the  ni>per  end 
of  which  is  fix*^!  the  electric  lamp,  while  the  lower  end  is  arranged  to 
receive  the  eonls  leading  the  currenl  fruni  the  battery,  A  small  electric 
switch  in  the  form  of  a  milled  wheel  is  placed  on  one  side  of  this  handle, 
a  half  turn  of  whicii  makes  or  breaks  the  current.  The  two  small  screw- 
heads  seen  on  the  other  side  of  tliis  handle  serve  the  upper  to  clamp  fast 
the  hf>fMl,  the  lower  to  fasten  the  lamp  in  position. 

The  lamp  is  of  a  variety  known  as  "high  efficiency/*  dilTering  from 
others  in  a  special  ]ireparation  of  the  filament  whiel*  enables  it  to  give  out  a 
very  intense  light  without  a  enrresprvnding  incrciX-^e  in  heat ;  it  is  unusually 
strong  and  capable  of  withstanding  a  current  of  from  sixteen  to  twenty 
volts.    It  is  attached  to  a  wire  running  through  the  centre  of  the  handle,  so 
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that  it  may  be  niise<I  or  luwert'd  ami  clamped  in  positiuii  by  the  lower  screw 
in  the  hamlle.  The  only  adjtL-^tmeiit  wliieh  may  be  iieees-siry  i??,  when 
changing  the  lamp,  to  st»e  that  the  filament  of  the  new  himp  sliould  eome 
exaetly  oppn^fiie  the  c*entre  fjf  the  lens.  A  i^rnall  piece  of  brass  with  a 
pinhole  in  it  lja.s  l>een  placed  on  the  handle  belli nd  tile  lamp  socket,  so 
that  by  liolding  this  to  the  light  and  moving  the  lamp  up  or  down  until 
the  filament  is  exactly  aen^^)S8  the  centre  of  the  hole,  the  lamp  may  be 
clam  pi 'd  in  the  correct  [xvsition. 

A  strong  wire  conntK^-ts  the  iustrurnent  to  the  tirethroseopie  tube  by 
means  of  a  simple  joint. 

\\'ith  reference  to  the  length  of  the  handle  and  tlie  weight  of  the 
instrument,  htiU  of  which  have  been  criticized  tavoralily  and  adversely, 
I  w^ould  say  that  these  depend  entirely  on  the  whim  of  the  ojierator,  as 
the  handle  may  be  lengthened  to  any  extent  or  entirely  obviated,  whih? 
by  slight  alteration  in  material  an*!  construction  the  weight  (less  than 
one  ounce)  may  be  reduced  to  a  few  gmins. 

Tlie  aceonipanying  illustration  h  from  a  phntographie  reproduction 
exactly  half  the  size  t)f  the  original.     A  straiglit  line  drawn  along  the 
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lower  edge  of  the  urethroscopic  tulie  through  the  illuminating  apparatus 
will  give  a  very  pnirtical  ilhistration  of  how  little  is  the  interference 
with  a  direct  view  of  the  field  or  the  intmduction  of  instruments*  (See 
Fig.  250 

Great  pains  have  been  taken  and  many  experiments  made  to  perfect 
this  instrument  with  the  result :  Of  obiaintuff  ari  iflumtnation  of  field 
such  as  18  not  found  in  any  other  of  arty  tijp€*  It  ffhfs  the  entire  field 
of  the  tube  iLsed,  offers  no  obstruction  to  the  use  of  appll^aiors^  artd  at  the 
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same  time  iwlhittg  is  innsertal  into  thr  unthni  irhieh  cannot  be  rendard 
tftorougldi^  ast'ptic  htf  hoiit'nf/.  It  w  mnpk  in  von-strnrtioH,  stron^^  inex^ 
pensive,  and  Jnijii,^  (dl  tht-  hulicidioH.<  fij  tt  f/oodj  pnwticfdy  working  iustru- 
mint. 

The  instrument  is  attached  to  the  Klotz  urethroseopie  tube  by  means 
of  a  stout  wire  an  inch  and  a  half  in  k'ngth,  willi  hiup^ed  joints  at 
eaeh  end,  which  swing  in  oppiisite  direct  ion  rs  and  are  furtrisbcd  with 
set  screws,  thus  idhyvviug  the  instrument  to  be  put  in  any  position, 
though  when  once  adjusted  it  will  mrely  be  necessary  to  move  it. 

The  patient  having  urinated  is  placed  on  his  back  with  the  buttocks 
resting  on  the  etlge  of  the  operating- table,  his  feet  being  pn^perly  sup- 
ported. The  endoscopic  tube  is  lubricated  and  |mssed  slowly  ioto  the 
urethra  as  far  as  the  bull>.  The  obturator  is  withdi-awn  and  the  light 
turned  on.  By  gently  wtthdrawing  the  tube  the  whtde  anterior  urethra 
may  be  clearly  examined.     All  morbid  conditions  are  then  noted. 

The  applications  suitable  f<ir  eudrvscHpie  treatment  are,  in  the  main, 
solutions  of  nitrate  of  silver,  b  :  10  to  10t>  of  water.  These  should  he 
applied  by  means  of  swal>holders  or  api>lieators  carrying  a  t!d\  of 
absorbent  ef>tt(jn  moistened  in  the  medieate<l  fluid.  Strong  solutions 
of  sulpliate  of  (*opper,  5  :  20  to  100,  may  be  used,  and  in  stjme  cases  such 
severe  remedies  as  solution  of  perch loride  of  iron^  liquor  hydm rgy ri 
peruitratii?j  or  Lugors  solution,  may,  of  necessity,  be  resorted  to.  These 
latter  solutions  should  always  l»e  applied  spariugly  and  only  on  the 
morbid  surfaces.  Papillomatous  urethritis  may  require  operative  meas- 
ures if  the  little  growths  cannot  be  seitopcd  off  with  the  end  of  the 
endoscopic  tul>e.  They,  with  polype jid  growths,  may  sometimes  be 
removed  by  tampon  cerasement,  which  means  the  introduction  of  a 
phig  of  CK^tttm  on  the  end  of  an  applicator,  which  is  puslied  forward 
and  hackwanl  and  rotated  frrmi  side  to  side  until  the  growth  is  detached. 
After  this  a  strong  uitrate-of-silver  a]>plieation  shoidd  be  made.  In 
some  cases  the  urethral-t»Mlypus  forceps  may  lie  enl]^toye^l. 


The  Question  of  the  Infectiousness  of  Chronic  Urethral 
Suppurations. 
The  question  of  the  infectiousness  of  the  secretion  of  chronic  gonor- 
rhea is  one  which  frequently  arises,  and  coneerning  which  we  have  no 
precise  data.  In  order  to  treat  the  subject  intelligently  we  must  study 
the  peculiarities  of  each  case  and  be  guided  by  the  results  obtaiued.  It 
will  not  sufliee  to  state  generalities  merely,  <jr  to  harp  on  the  jiersistence 
of  the  presence  of  the  goni»coecus,  or  to  endeavor  to  draw  conclusions 
from  statistics.  We  know  l»y  experience  that  in  the  thinl  to  the  sixth 
month  after  the  decline  of  n  ease  of  gonorrhtea  in  many  patients  a  still 
infecting  pus  may  be  found  tji  the  urethra*     In  many  other  eases  no 


INFECTIOUSNESS  OF  CHRONIC  URETHRAL  SUPPURATIONS.     93 

such  pus  can  be  found  a  month  or  two  after  the  cure  of  gonorrhoea.  It 
follows,  therefore,  that  there  is  danger  of  contamination  of  women,  in 
many  cases,  by  men  who  were  seemingly  cured  of  gonorrhoea  six  months 
previously.  Consequently,  we  must  be  on  our  guard  when  men  having 
within  half  a  year  only  recovered  from  gonorrhoea  ask  our  opinion  as 
to  the  propriety  of  marriage.  In  such  cases  the  urine,  particularly  that 
of  the  early  morning,  should  be  carefully  examined.  If  pus-cells  are 
still  present,  together  with  epithelial  cells,  the  jmtient  should  be  sub- 
jected to  further  treatment,  even  though  the  gonococcus  cannot  be  dis- 
covered in  the  microscopic  field.  In  these  chronic  cases  the  examination 
should  be  pushed  further  and  the  condition  of  the  prostate  and  seminal 
vesicles  should  be  definitely  ascertained.  All  morbid  secretions  from 
these  parts  should  be  carefully  examined  under  the  microscope. 

My  own  experience  convinces  me  that,  in  general,  after  the  lapse  of 
six  months  from  the  time  of  cure,  provided  there  has  been  no  recur- 
rence, it  is  safe  for  a  man  to  marry.  It  is  a  matter  of  common 
experience  to  see  men  who  have  only  one  or  two  months  before 
recovered  from  gonorrhoea  have  intercourse  with  various  healthy  women 
with  absolute  safety  to  the  latter.  Though  we  can  thus  speak  positively 
concerning  these  cases  where  men  do  as  they  please,  we  must  be  guarded 
when  we  are  called  upon  for  an  opinion  and  do  our  utmost  to  protect 
the  innocent.  There  can  be  no  doubt  that  many  women  escape  infec- 
tion by  men  recently  recovered  from  gonorrhoea  by  reason  of  the  fact 
that  the  secretion  is  small  in  amount  and  is  washed  out  of  the  urethra 
in  urination. 

I  am  so  constantly  seeing  men  who  have  chronic  anterior  and  poste- 
rior urethritis,  who  have  intercourse  over  long  periods  with  women, 
wives  and  mistresses,  without  communicating  gonorrhoea  to  them,  that 
I  am  led  to  the  belief  that  in  very  many  of  these  cases  the  pus  is 
inactive  or  effete.  In  such  cases  the  microscope  oflen  shows  a  field 
covered  with  small  withered  pus-cells,  and  large,  flabby  epithelial  cells 
studded  with  small  fat-globules.  When  I  see  these  features  I  am 
generally  pretty  certain  that  the  secretion  is  not  liable  to  cause  infection. 
Exacerbations  of  such  a  low  grade  of  morbid  process  may,  however, 
produce  a  pus  competent  to  infect. 

I  think  it  may  be  stated  without  fear  of  contradicticm  that  if  the 
vast  number  of  cases  of  chronic  suppuration  of  the  urethra  which  are 
known  to  exist  in  men  gave  issue  to  infecting  pus,  gonorrhoea  in  women 
would  be  as  common  as  it  is  in  men.  This  certainly  is  not  the  case, 
for  there  are  at  the  very  least  thirty  cases  of  gonorrhoea  in  men  to  one 
case  in  women.     This  is  under-  rather  than  over-stated. 

To  sum  up,  we  may  say,  on  general  principles,  that  danger  lurks  in 
all  forms  of  urethral  pus,  particularly  in  that  which  is  found  within  six 
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months  after  the  supposed  cure  of  gonorrhoea.  In  older  cases  it  may 
be  dangerous,  but  daily  experience  shows  us  that  for  some  reason  or 
other  women  may  with  impunity  cohabit  with  men  whose  urethras 
secrete  pus  sparingly.  In  many  cases  personal  cleanliness  and  the 
salutary  effects  of  urination  may  be  the  underlying  causes  of  this 
immunity.  In  this  connection  it  is  well  to  repeat  what  has  already 
been  said.  Too  much  stress  is  laid  by  some  authors  upon  gonococci 
and  other  microbes  in  chronic  urethritis.  In  very  many  cases  the 
gonococcus  has  produced  its  pathological  results  and  has  disappeared, 
leaving  an  inflammation  of  the  vessels  and  cell-infiltration  behind  it, 
which  is  then  uninfluenced  by  microbes.  This  smouldering  inflamma- 
tory patch  gives  forth  pus  which  may  not  contain  microbes ;  hence  it 
produces  no  bad  result.  This  phoenix-like  character  given  by  many 
to  the  gonococcus  is  in  most  cases  a  myth. 


CHAPTER  VII. 

GONORRHCEA  OF  THE  RECTUM  AND  MOUTH. 

It  is  now  a  well-established  fact  that  the  rectum  may  be  attacked  by 
the  gonorrhoeal  process.  This  affection  is  more  or  less  frequently 
observed  in  countries  in  which  sodomy  is  practised,  and  it  sometimes 
occurs  in  America. 

Symptoms. — The  first  symptom  of  gonorrhoea  of  the  rectum  is  an 
uneasy  sensation,  attended  with  more  or  less  heat.  This  may  be  com- 
plained of  within  from  two  to  ten  days  after  contamination.  Heat  and 
burning  increase,  defecation  becomes  painful  and  often  more  frequent, 
and  soon  a  discharge  is  noticed  which  may  at  first  be  watery  or  milky, 
but  which  promptly  becomes  purulent  and  even  streaked  or  mixed  with 
bkxKl.  At  this  time  burning  heat  and  itching  are  felt  in  the  anus, 
which  becomes  red  and  swollen,  and  a  deep  dull,  aching  pain  in  the  rec- 
tum is  felt.  Defecation  becomes  more  and  more  painful,  and  sometimes 
is  so  severe  as  to  be  agonizing.  Frequent  calls  to  stool  keep  the  patient 
in  a  condition  of  apprehension  and  suffering.  The  purulent  and  bloody 
secretions  often  become  offensive  in  smell,  and  ooze  constantly  from  the 
inflamed  and  relaxed  anal  orifice.  In  well-marked  cases  decided  consti- 
tutional reaction  is  observed  at  the  end  of  a  few  days  or  a  week.  The 
patient  looks  haggard  and  worried,  there  is  some  rise  in  temperature,  the 
pulse  is  rapid  and  small,  and  general  malaise  and  debility  are  experienced. 

The  objective  symptoms  of  gonorrhoea  of  the  rectum  and  anus  are 
striking.  The  mucous  membrane  becomes  red  and  swollen,  and  in 
patches  excoriated  and  ulcerated,  with  here  and  there  red  mammillations 
corresponding  to  inflamed  follicles  ;  a  foul,  tenacious  pus  bathes  the  rec- 
tal walls  and  escapes  from  the  anal  ring,  which  is  thickened,  reddened, 
excoriated,  and  perhaps  the  seat  of  several  small-  or  good-sized  fissures. 

Etiology. — In  most  of  the  cases  the  infection  occurs  as  the  result  of 
sodomy,  more  frequently  in  women  and  young  boys,  but  also  in  older 
males,  the  active  agent  suffering  at  the  time  from  gonorrhoea.  In  some 
cases  the  gonorrhoeal  pus  is  carried  to  the  rectum  by  means  of  a  soiled 
finger.  It  is  claimed  that  in  acute  gonorrhoea  in  women  the  pus,  escaping 
from  the  genitals,  may  infect  the  anus  and  rectum.  This  accident  is,  of 
course,  possible,  but  as  a  broad  general  rule  it  may  be  stated  that  rectal 
gonorrhoea  results  from  the  intromission  of  an  organ  secreting  or  soiled 
with  virulent  pus. 
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Diagnosis. — It  is  Ireqnently  difficult  to  determine  positively  the 
gonorrh(0al  nature  of  a  suppurating  rectal  iuftammatioii.  In  some  cases 
the  liistory  or  conooniitanl  eircumstanc^es  puint  to  a  |;oiiorrh<ral  origin, 
Yery  many  patients  will,  from  motives  of  t?hame,  deny  any  unnatural 
practice  and  will  endeavor  in  every  way  to  mislead  the  phvi^ician. 
Others,  again,  will,  with  harefaeed  candor,  promptly  admit  the  shameful 
mmle  of  origin  of  their  trouble.  In  women  i^uffering  pynchronously 
from  purulent  discharge  fnmi  the  vagina,  urethi^a^  or  vulva  the  diagnosis 
is  often  easy.  As  a  rule,  the  severity  and  jiersistency  of  a  rectal  or  anal 
Huppurating  jiroce.-is  will  excite  the  su.spicions  of  llie  i>iiysirian.  Then, 
again,  the  sudden  onset  and  ipiick  development  of  rectal  gonorrlnea  {the 
fiicts  of  which  can  generally  be  obtained  without  difficulty  from  the 
patient)  will  be  an  aid  in  determining  the  nature  of  the  affiection. 

In  many  cases  a  diagnosis  c^m  be  readily  made  by  the  microscopic 
examination  of  the  pus,  w^hich  must  be  taken  on  a  sterilized  platinum- 
wire  loop  from  the  surface  most  actively  inflamed.  To  this  end  a  si>ecu- 
lum  must  be  passed  into  the  anus  or  reetuni,  as  the  eti^e  may  Ik?.  Pus 
which  has  escaped  from  tlie  anal  orifice  is  liable  to  be  mixed  with  other 
formtj  of  cocci ;  therefore  it  should  never  be  used.  In  the  early  stages 
of  an  acute  process  there  will  nsually  be  little  difficulty  in  finding  speci- 
mens of  pus  in  whi(*li  there  are  gonococci. 

Prognosis.— Thongli  the  course  of  this  aflection  is  often  severe  and 
sometimes  alarming,  its  tendency  in  healthy  and  cleanly  i>ersons  is 
towai^l  reeuvery. 

Treatment. — The  patient  should  be  confined  to  tlie  house  and  placed 
in  a  recnmlH*nt  position.  Warm  sitz-baths  should  be  taken,  and  the 
rectum  should  \ye  freely  injected  se%-eral  times  a  day  with  a  saturated 
lK>ric  solution,  warm  or  coliI  according  as  it  is  agrt^able  to  the  patient, 
Enemata,  hot  or  cold,  of  lead  and  opium  are  sometimes  very  soothing 
and  efficacious.  Leatl-water  or  boric  solution  in  combination  are  also 
of  much  benefit.  It  is  necessary  to  free  the  bowel  of  ffeces,  and  fur  this 
purpose  castor  oil  or  Epsom  mlts  may  be  given.  In  the  intervals  of 
defecation  suppositories  of  morphine  or  opium,  sometimes  with  iodo- 
form, may  be  nsetl  if  nece.ssar)\  AVhen  the  intensity  of  the  symptoms 
has  j»assed,  slightly  stimulating  enemata  of  sulphate  of  zinc  and  lauda- 
num may  l>e  usetl.  Solutions  of  bielih^ride  of  mercury  have  not  jiruved 
of  value  as  injections.  Towaiil  the  cessation  of  the  suppurating  prcjcess 
solutions  of  nitrate  of  silver  (1  :8(K}0  or  1  :  4000)  may  be  very  useful. 
To  the^  solutions  wiuf^  of  opium  or  fluid  extract  of  belladonna  may  be 
added. 

(ronorrht^ea  limited  to  the  region  of  the  anal  orifice  requires  constant 
attention  to  cleanliness  and  sitz-batlis,  and  the  application  (wdien  acute) 
of  lead-and-oi>ium  wash,  and,  later,  of  bland  dusting  jwwders* 
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GONORRHffiA  OF  THE  MOtJTH. 

Our  knowledge  of  gonorrhreul  inft'ctiyii  cif  the  mouth  ii*  very  incom- 
plete, and  turtlier  observation  and  eareful  clinieal  and  bncteriologieal 
studies  are  nueesrsary  before  a  satinfaetory  aecoant  can  be  given  of  it.  A 
fitudy  of  the  case^  tlius  fiir  reixjrted  warrants  the  a8,sumption  that  there 
is  a. specific  inflainmiition  of  the  mouth  eoiitnieted  l)y  beastly  and  uiinatnral 
praetiees,  and  iK'Hiaps  eausscd  by  the  gi>mK'ooeus.  From  the  foll*>wing 
cases  an  idea  of  the  clinical  history  of  this  affection  may  be  obtained  : 

Holiler  relates  the  case  of  a  yonng  man  who  hatl  bueeal  eoitiis 
with  a  man  suffering  from  urethral  gonorrlifea.  The  day  after  lie  liad 
pain  in  the  lips  and  gums.  On  the  fourth  day  the  mneons  membntne 
of  the  lips  and  bnecal  cavity  became  intensely  rctl,  tlie  gums  were  spongy 
and  incliued  to  bleed,  with  a  tendoney  tn  reeede  from  the  teeth,  and  the 
bncc4il  secretion  was  increased  in  quantity.  Motion  of  the  moutli  was 
painful.  Holder  states  that  the  affeetion  begins  with  a  sensation  of 
heat  and  dryness  in  the  mouth,  wliicli  at  first  ap]M*ars  very  reiL  8<nm 
a  purnlent  seeretiim  Hows  from  the  swollen  and  inHaJued  parts,  which 
may  be  covered  with  an  aphthons-likc  exudation.  The  affection  iu  this 
was  cured  by  an  alum  gargle  in  eight  days. 

Cutler  also  reports  a  ease  wdiich  is  fully  as  striking  as  the  foregoing. 
It  was  that  of  a  woman  who  had  coitus  ab  ore  with  a  sailor  who  was 
found  to  be  sutfering  from  gonorrhom  ;  the  next  morning  her  mouth  wa^ 
raw^  and  sore  and  the  saliva  had  a  horrible  taste.  On  the  second  day 
little  sores  appeared  on  tlic  lips,  and  on  the  third  day  the  gums  and 
tongue  became  swollen  and  painful.  By  the  fifth  day  the  wljole  bueeal 
cavity  was  s(>  inHjuiu^d  that  she  couhl  not  eat,  and  a  whitish  fluid,  nn'xed 
with  bloofl,  Ijaving  im  unplea^sant  odor  and  tiiste,  was  seeretcih  Ex- 
amination showed  the  mucous  membrane  of  the  lips  and  cheeks  was 
thickened,  reddened,  deiujded  of  epitlielium  iu  spots,  and  covered  in 
areas  with  a  false  mendjrtme,  which  was  readily  dctacheil,  leaving  an 
excoriated  stirfaee*  The  gums  were  swollen,  retracted  from  the  teeth, 
an<l  bled  readily  <m  pressure.  The  tongue  w^as  swollen  and  very  tender, 
and  couhl  only  be  slightly  protruded,  and  tlicu  only  witli  much  effort 
and  pain.  The  surface  was  red  and  gla/.ed  and  covered  with  small 
ulcers  which  sc^ereted  a  thick  yellow  pus.  The  soft  palate  and  pillars 
of  the  fauces  were  much  inflametl,  ijut  tlu_^  parts  beyond  were  in  a  normal 
condition.     The  lireath  was  ver>'  offensive.     There  was  little  sidivatiou. 

The  mouth-secretion  consisted  of  raneus,  pns-eellsj  and  epithelium, 
and  contained  a  large  <juantity  of  liaeteria.  In  the  false  mend>nine 
a  mifro-organisui  resend^ling  the  gnuc^coccus  was  seen,  Ijut  its  identity 
was  not  fully  estiiblished.  Soothing  applications  brouglit  about  an 
amelioration  of  the  symptoms. 
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CHAPTER  VIII. 

COMPLICATIONS  OF  OONORRHCEA. 

CONGESTION  OF  THE  PROSTATE, 

AdTTE  oong^stioD  of  the  prof^Uite  may  occur  in  the  course  of  acute 
p08trrii>r  urethritis  either  in  it?*  declining  or  terminal  stage. 

SjTiBptoniS. — With  this  further  extension  of  the  gonorrhceal  process 
the  [Kit lent  liiLs  8till  other  symptoms,  l>esitles  thos-e  of  aeute  posterior 
urethritis.  He  complains  of  a  sensation  of  dull  weight  and  pre!?sure  in 
the  pt^rineiun  deep  in  the  |>elvis,  and  an  nneasy  st*nse  (if  fulness  in  tlie 
rectum  or  anus.  In  severe  cases  rectal  tenesmus  may  add  to  the  patient's 
discomfort.  Tlie  vesical  tent^smiis  may  be  inereai^ed,  and  often  in  defe- 
cation the  [laliont  experienees  se%a're  fuiin  in  the  prostate  when  tlie  fecal 
mass  passes  under  it.  When  there  is  nineh  swelling,  the  stools  are  small 
and  ribbon-shaped.  Rectal  examination  reveals  a  swollen  organ,  firm 
or  V>oggy,  hut  and  very  painftd,  bmader  tlian  normal  from  side  to  side, 
and  bulging  considerably  into  tlie  rectum. 

Painful  erections  and  bloody  pollntions  are  sometimes  very  dis- 
tresHing  symptoms. 

In  some  cases  tlie  patient  exjierienees  diffienlty  in  urination,  and 
complains  of  a  sensatifui  as  if  his  urethra  was  too  small  U*  allow  the 
stream  to  pass  through  it  even  with  great  straining.  Under  these  cir- 
eumslauces,  tlie  stream  is  small  and  weak,  even  hesitating  and  inter- 
mittent. In  s(mie  eases,  such  is  the  svvt^llen  condition  of  the  organ  and 
of  its  urethral  mucous  lining  that  the  patient  cannot  void  his  urine,  and 
has  li>  be  relieved  by  the  intrrMlnetitm  of  the  catheter.  In  bad  cases 
there  may  be  vesical  and  rectal  tenesmus  suj^K;nidded,  and  in  some  eases 
there  is  spasm  of  the  compressor  urethne  muscle.  Under  these  circum- 
stances tlie  patient  often  tails  to  tlu^roughly  empty  his  blatlderj  and  then 
the  aecumidation  of  uriiu*  eauses  ciuitinuous  vesical  tenesmtis.  The 
bowels  are  frequently  coustipated,  and  when  the  vesiciil  tenesmus  comes 
on  the  jKitient  makes  painful  and  often  vain  efforts  to  free  them. 

Examination  of  tlie  urine  gives  the  same  results  as  are  seen  in  acute 
posterior  urethritis. 

In  the  great  majority  of  cases  this  congestion  is  temporarj\  It  may 
last  a  few  days  or  two  or  three  weeks  ;  usually,  hiiwever,  resolution 
takes  place  in  about  ten  days.  With  the  declitu^  of  the  posterior  ureth- 
ritis the  swelling  and  tenderness  usually  subside.     In  some  cases  tlie 

08 


SUBACUTE  ASD   CHEOMfJ  CoyGESTION  OF  THE  PROSTATE.   99 


iiivo 


lutiij 


if  tl 


us  conir<' 


stwl 


dk 


eondKion  »» 


f  the 


proce 


89    occurs   SIR] 


Idenly 


and  unt'xpectedly  a  few  duys  aft  it  its  onset. 

In  exceptionally  bad  cases  the  iDflamniation  bccoiucft  so  severti  that 
an  abscc'<;s  is  dcvidoped. 

Subacute  and  Chronic  Congestion.— A  suIkw nte  congt.-tion  of  tlie 
prostate  may  lie  dtio  to  viulcnce  from  sounds,  aitheters,  litliotrity  instni- 
ments,  to  the  irritation  of  a  stone  in  the  bladder  and  of  a  fragment  of 
stone,  or  of  small  stones  impacted  in  its  nuicous  mcmi>rane,  and  to  stric- 
ture. Recently  many  cases  of  subacute  prostatitis  liave  been  observed 
as  a  result  of  the  inteni]>erate  methods  of  treatment  mnv  so  much  in 
vognc  wliieti  are  intended  to  aboit  or  quickly  cure  gonorrhrjea. 

In  chronie  posterior  urethritis  subacute  congestion  of  the  i)rostate 
may  be  caiise<l  by  sexual  au<l  alcoholic  excesses,  by  masturbation,  and 
by  violent  exercise,  partieidiirly  in  horselmck  riding  and  bicycling. 

In  siime  rather  rare  cases  rectal  examination  shmvs  that  certain  parts 
of  the  prostate  are  more  swollen  and  harder  than  the  rest.  In  this  con- 
dition it  may  be  that  certain  groups  of  follicles  are  the  seats  of  greater 
cedematous  hyper] >tasia  than  the  balance  of  the  tissue. 

Treatment. — Wlien,  ilnring  gouorrhcea,  symptoms  of  congestion  of 
the  prostate  arc  observed,  the  patient  should  at  once  be  put  to  bt^d  and 
treated  on  auti[>hhigistic  principles.  The  bowels  should  be  kept  free 
and  the  diet  should  be  of  gruel  or  bread  and  milk.  In  the  case  of 
strong  individuals  six  or  more  leeches  may  be  applied  just  in  front  of 
the  anus,  and  the  patient  be  then  put  in  a  hot  sitK-l)ath.  No  general  ride 
can  be  laid  down  as  to  the  use  of  heat  or  cold.  In  some  ctises  heat  gives 
marked  ixVlicf,  and  in  others  cold  acts  equally  as  beneficially.  Hot  tlax- 
ficcd  poidtices  or  the  hot-water  bag,  with  tlie  intervention  of  some  lint 
w*ell  nioistencd  with  water,  may  be  a|>plied  to  the  |K'rineum.  In  these 
cases  very  warm  enema ta,  given  by  means  of  Kemp  s  rectal  irrigator, 
act  well  on  the  prostate  and  free  the  rectum  of  feces.  In  case  cold  is 
more  gi"at<*fiib  an  India-rnl)ber  l)ag  filled  with  ii'e-water  or  broken  ice 
may  be  upplieil  to  the  perineum,  on  whif4i  a  folded  towel  nujst  be  j>laeed 
so  that  the  intensity  of  the  cold  may  be  unKlerated  to  suit  the  patient's 
feelings,  or  irrigations  with  cold  water  may  be  cautiously  used. 

All  urethral  injections  being  suspended,  the  patient  may  take  the 
potassa  and  hyoscyamus  mixture  (see  page  60),  and  drink  freely  of 
diluent  waters  of  various  kinds,  according  to  the  preference  of  the  sur- 
geon. Mor]>hiue  or  opium  should  l>e  given  generously,  if  necessnry,  by 
the  mouth  or  in  the  form  of  supp>sit(uy  in  onler  to  relieve  pain. 

When  the  patient  is  up  and  around  again  he  nniy  be  much  Ixvnelited 
by  lavages  r^f  a  very  mild  solution  of  nitrate  of  silver,  I  :  8000  or 
1;4(M)0,  whieh  should  be  given  every  second  day,  and  everyday  if 
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If  during  the  coiiri^c  of  congestion  of  tlie  protstate  eouiplete  retention 
of  urine  occurs,  it  should  be  relieved  by  careful  cxitheterization.  For 
this  pnrpose  an  aseptic  silk  or  lii^le-tliread  catheter  (which  is  both  flexi- 
ble ami  at  the  same  time  firm  and  wry  smooth),  of  a  cahlire  of  not  more 
ilran  12  or  13  French  .scale,  should  be  iutrodiiced  into  the  bladder. 

For  the  treatment  of  subacute  and  chrouie  congest  ion  of  the  proi?- 
tate,  the  nieasurcs  recoramendcd  fur  the  treatment  of  chronic  posterior 
urethritis  (see  page  83^  el  srrj,)  should  be  adopted  in  combination  with 
careful  massage  of  the  organ. 

Abscess  of  the  Prostate. 
In  some  rare  cases  of  acute  gonorrhteal  congestion  of  the  prostate 

the  influnimatory  process  becomes  so  severe  that  an  abscess  is  formed. 

Symptoms.~The  formation  of  pus  in  tlie  prostate  is  usually  attended 
by  quite  well-marked  symptoms,  such  as  chills,  fever,  general  depression, 
a  sensation  of  tlirol>bing  in  that  bcxly,  and  a  feeling  as  if  there  was  a 
bmip  in  the  rectum.  There  may  also  be  pain  along  the  nretlira  in  the 
peri  ne  I  mi,  rectum ,  and  kiud>ar  region.  The  further  symptoms  are 
painful  micturition  and  defecation.  In  some  cases  the  urethral  canal 
is  entirely  occluded  by  the  swelling,  and  the  patient  is  unable  to  pass 
any  of  his  urine.  He  of  necessity  bes  on  his  l>ack  and  flexes  his 
thighsi  thereby  avoiding  all  pressure  on  the  perineum* 

As  a  rule,  however,  when  the  abscess  is  fully  formed,  the  constitu- 
tional symptoms  are  much  more  pront)unced  than  at  first.  The  rigors 
are  more  severe  and  are  attended  with  flaslies  of  heat ;  there  are  great 
tliii*st,  resth\ssness,  and  jactitation,  very  high  fever^  and  sometimes 
deliriimi.  The  ptiin  becomes  more  violent  and  the  throljbing  more 
distressing,  and  the  sensatitin  of  fulness  and  weiglit  at  the  neck  of  the 
bladder  and  in  the  rectum  and  anus  causes  agony.  These  symptoms, 
t^igcther  with  t!ie  frequent  SL*alding  urination,  made  drop  by  drop  or  in 
a  thin,  feeble  stream,  stamp  abscess  of  the  prostate  as  one  of  the  most 
acutely  painful  and  distressing  maladies  known  to  man. 

With  the  bursting  of  the  absress,  uatu rally  or  by  (operation,  every- 
thing is  changed.  The  jmtient  is  immediately  relieved  of  his  suifering^ 
he  can  urinate  freely,  and  his  febrile  symptoms  s<x)n  disappear.  If  the 
inflamed  tissues  contract  and  efface  the  abscess-cavity,  as  they  commonly 
do,  all  is  well  and  the  pal  lent  is  s]iared  further  trouble. 

It  must  be  rememberLHl,  liowever,  that  tlierc  are  many  cases  of  pros- 
tatic abscess  in  which  the  symptoms  are  not  by  any  means  as  severe  aa 
just  described,  and  in  which  the  patient  is  not  confined  to  his  bed. 

GoilTse. — Abscess  itf  the  [u^nstate  always  begins  in  one  or  more 
follicles,  which  bc*come  acutely  inflamed.  From  this  focus  the  morbid 
process  increases  and  forms  abscesses  of  \'arious  sizes.     As  a  rule,  the 
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lateral  lobes  are  more  frequently  the  seat  of  abscess  than  the  third 
portion.  There  may  be  one  or  two  abscesses,  and  in  exceptional  cases 
there  may  be  as  many  as  from  six  to  twenty.  In  this  event  as  many 
different  follicles  have  become  the  seat  of  abscess  as  there  are  abscesses, 
which  are  usually  of  the  size  of  a  pea  and  even  smaller.  When  the 
abscess  is  limited  to  one  lobe  and  points  toward  the  urethral  canal,  it 
may  partly  or  wholly  block  it  up.  The  introduction  of  a  catheter  then 
to  relieve  retention  will  be  accomplished  with  more  or  less  difficulty, 
and  its  point  will  deviate  in  the  opposite  direction  from  the  lobe 
involved.  Rectal  examination  will  reveal  general  enlargement  of  the 
organ,  and  it  may  happen  that  the  surgeon  will  be  able  to  ascertain  that 
the  process  is  unilateral. 

The  size  of  these  abscesses  varies  considerably.  They  may  contain 
a  teaspoonful,  an  ounce,  and  even  as  much  as  eight  ounces,  of  pus. 
The  contents  of  these  abscesses  may  be  pure  pus  free  from  odor,  or  it 
may  be  serosanguinolent ;  it  may  be  mixed  with  the  debris  of  the 
gland  or  it  may  be  of  a  very  unhealthy  character  and  very  fetid. 

Abscesses  superficially  seated  in  the  prostate  and  pointed  toward  the 
urethra  cannot,  as  a  rule,  be  clearly  defined  by  rectal  examination,  but 
their  presence  may  be  detected  by  the  passage  of  a  catheter  of  medium 
stiffness.  When  the  abscess  is  deeply  seated  in  the  prostate,  it  can 
generally  be  well  made  out  by  the  finger  in  the  rectum. 

Abscess  of  the  prostate  may  also  form  in  an  insidious  manner,  with- 
out provoking  any  general  or  local  symptoms  pointing  to  its  existence. 

In  rather  more  than  one-half  of  the  cases  the  abscess  bursts  into  the 
urethra,  and  it  is  safe  to  say  that  at  least  a  large  majority  of  the  patients 
experience  no  ulterior  trouble. 

Unfortunately,  however,  prostatic  abscesses  may  open  into  the  bladder, 
the  rectum,  the  vesicorectal  space,  the  perineum,  and  the  peritoneal  cavity. 

When  the  abscess  is  developed  in  the  posterior  portion  of  the  gland 
the  tendency  is  for  it  to  burst  into  the  rectum,  which  is  a  serious  con- 
dition. It  then  leaves  a  fistulous  tract  which  it  is  very  difficult  to  heal, 
and  which  allows  the  escape  of  urine  into  the  rectum.  The  pus,  how- 
ever, may  burrow  downward  and  point  as  a  red  indurated  area  in  the 
perineum  anterior  to  the  anal  orifice.  It  may  pass  through  the  ischio- 
rectal fossa  and  appear  in  the  perineum.  It  may  extend  toward  the 
scrotum  and  sheath  of  the  penis,  and  may  pass  down  to  the  thigh  or 
upward  to  the  region  of  the  false  ribs. 

The  other  modes  of  burrowing  are  quite  rare,  and  each  of  them  pre- 
sents its  individual  indications  for  surgical  relief. 

In  the  course  of  these  aberrant  burrowings  many  complications  may 
occur,  and  there  is  always  danger  of  pyaemia. 

The  bursting  of  the  absoBB^  ''^•^eum  always  causes  great 
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pelvic  pain  and  very  severe,  even  alarming,  coiistitiitit>Tiul  symptoms. 
Death  iisnally  ensues  in  a  clay  or  two. 

In  the  progress  of  the  burrowing  prtK^es^s  tlie  patient  may  experience 
more  or  less?  pain  in  the  partes,  wliicli  l>eeome  red,  swollen,  and  liard. 

Congestion  and  abscess  of  llic  prostate  are  generally  found  ia  young 
men. 

Prognosis*— A h,'^e€^s8  of  the  prostate  is  almost  always  a  painful 
atleetion,  ami  .^omtliuies  a  dangerous  and  even  deadly  one.  In  quite 
rare  cases  the  abscess  when  not  recognized  and  untreated  causes  pytenn'a 
and  death.  The  rectal  fistuhe  are  very  liard  to  cure,  and  they  cause 
mncli  <liseomfort  ami  suHering  to  the  patient. 

Wlien  the  patient  is  young,  otherwise  healthy,  and  of  tirai  fibre  and 
of  g(H>d  habitSy  his  ehauees  of  recover^^,  even  when  afflicted  with  had 
fistnlie,  are  usually  good*  In  ehlerly  and  sickly  indivitluals  the  prog- 
nosis is  usually  grave. 

With  the  institution  tif  prompt  aseptic  surgical  intervention  in 
c^^ses  of  abscess  of  the  prostate  the  prognosis  becomes  very  mueli  more 
favonible, 

Treatment.^The  treatment  of  abscess  of  the  prostate  t^hould  \ye 
based  on  genenU  surgical  prineijiles.  The  first  essential  is  to  deter- 
mine, if  jwssible,  in  which  direction  t!ie  abscess  iKunts.  If  the  inilam- 
matory  swelling  is  Buperficial  and  pushes  into  the  urethra,  the  surgeon 
will  very  often  have  timely  warning  by  reason  of  the  difficulty,  and 
even  impossibility^  of  urination  which  the  patient  experiences.  In 
guch  ciises  the  catheter  must  of  necessity  be  used,  and  ilntunately  it 
very  often  causes  the  abscess  to  open  and  discharge  into  the  urethni  in 
which  (^xi^ni  prompt  resolution  occurs.  "When  the  abscess  is  deeply 
seated,  active  and  early  surgical  intervt'ution  must  be  employed  in  the 
following  manner:  tfie  patient^  being  prepared  and  etherized,  is  plnced 
in  the  lithotomy  position,  with  the  thighs  widely  separated,  then  tlie 
abscess-cavity  is  opened  by  means  of  a  long  incision  in  the  perineum 
just  in  front  of  the  anus.  In  making  the  dissection  the  surgetm  is 
much  aided  by  having  the  I«'ft  ind<'X  finger*tiii  in  the  rectum  at  the 
apex  of  the  prostate  and  by  the  invsence  of  a  sound  or  bougie  in  tlie 
urethra.  The  woinul  is  then  irngate<l,  packe<l,  and  dressed  in  the 
usual  manner. 

Gonorrha^al  inflammntion  of  the  prostate  may  he  one  of  the  pre- 
disposing causes  of  chronic  prostatitis,  all  forms  of  which  are  described 
OQ  page  288,  tt  aaj. 

UEETHROCYSTITIS, 

Until  within  the  past  few  years  posterior  urethritis,  acute  and  chronic, 
was  deseribed  as  cystitis,  m  hich  was  said  to  be  a  frequent  complication 
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of  gonorrhoea.  To-day  we  have  very  clear  ideas  as  to  the  nature  and 
course  of  posterior  urethritis,  acute  and  chronic  (see  sections  on  these 
subjects),  and  we  know  positively  that  in  very  many  cases  of  these  trou- 
bles there  is  no  involvement  of  the  bladder  whatever,  the  inflammation 
being  quite  sharply  limited  to  the  membranous  and  prostatic  urethra. 

The  inflammatory  process,  however,  may  invade  the  bladder  in  part 
or  in  totality.  In  the  majority  of  cases  only  that  portion  of  the  bladder 
near  the  internal  urethral  orifice,  particularly  on  its  sides  and  also  at  the 
base  or  trigone,  is  attacked.  This  limited  bladder-inflammation,  together 
with  posterior  urethritis,  constitutes  what  is  known  as  "  urethro-cystitis." 

This  morbid  process,  however,  may  extend,  and  in  time  involve  the 
whole  bladder,  in  which  event  there  is  a  true  cystitis  resulting  from 
gonorrhoeal  inflammation. 

Acute  Urethro-cystitis. 

Urcthro-cystitis  may  be  acute,  subacute,  or  chronic.  When  the 
inflammation  is  still  acute,  and  that  portion  of  the  bladder  near  its  neck 
becomes  swollen  and  red  and  secretes  pus,  the  symptoms  are  those  of 
acute  posterior  urethritis  intensified.  These  are  mostly  tenesmus,  pain 
at  the  end  of  micturition,  and  perhaps  haematuria.  Examination  of  the 
urine  shows  opacity  in  the  two  cylinders,  but  instead  of  the  second  speci- 
men being  less  cloudy  than  the  first,  as  is  the  case  in  posterior  urethritis, 
it  is  as  cloudy,  and  even  may  be  more  cloudy,  than  the  first.  In  some 
cases,  but  not  in  all,  if  the  patient  urinates  into  three  glasses,  the  urine 
in  the  first,  which  clears  out  the  posterior  urethra,  will  be  very  cloudy, 
the  second  specimen  less  so,  while  the  contents  of  the  third  glass,  which 
come  directly  from  the  inflamed  viscus  in  a  state  of  tonic  contraction, 
will  be  very  cloudy,  owing  to  the  forcible  extrusion  of  pus  from  the 
texture  of  the  mucous  membrane.  If  hemorrhage  is  small,  only  the 
third  portion  will  contiiin  blood,  but  if  it  is  copious,  all  three  specimens 
will  contain  it. 

The  urine  is  usually  of  acid  reaction,  and  presents  a  greenish  opaque 
appearance.  Whenever  the  tenesmus  is  great,  albumin  may  be  present. 
Alkalinity  of  the  urine  may  be  caused  by  pronounced  hsematuria. 
When  allowed  to  stand,  as  a  rule  the  tissue-products  do  not  settle 
promptly ;  hence  fully  twenty -four  hours  may  elapse  before  the  pus, 
epithelium,  and  mucus  have  settled  to  the  bottom  of  the  cylinder.  Then 
we  see  a  grayish  granular  and  quite  thick  layer,  in  which  are  pus-cells 
and  bladder-epithelium ;  if  hajmaturia  exists,  there  is  a  red  layer  of 
blood  over  this,  and  floating,  cloud-like,  over  all  is  the  readily  movable 
layer  of  mucus. 
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Subacute  BMd  Cliroiiic  Urethro-cystitis. 
Besides  the  proiii[>t  iiiul  acute  iiiva-^i^ui  of  the  lower  part  of  tJie  blad- 
der from  the  posterior  urethra  wliieh  has  just  beeo  considered,  there  is 

a  sulmcute  and  ehronie  form  whieh  is  efjually  a>  common. 

Suhiicute  urethro-eyj^titis  may  develop  n$  a  re:5ult  of  ao  exacerhation 
of  chronic  posterior  urethritis.  When  this  occurs,  it  is  usually  as  a 
result  of  sexual  and  alcohol ie  excesses,  great  physical  strain,  |>articularly 
in  horseback  riding,  wrrstliiig,  and  bicycling.  Exposure  to  cold  in  the 
various  ways  iueideut  to  daily  life  is  also  pr<Hlnctive  of  this  extension. 
In  some  cases  long  delay  in  urination,  and  in  others  the  iutrixhiction  of 
catbetrrs  or  sounds,  have  caustHl  the  phlegmasia  to  spread  from  its 
urethral  seat  to  the  bladder-walls. 

In  cases  of  subacute  and  chronic  urethro-cystitis  the  symptoms  are 
similar,  but  less  pronount-ed  than  in  tlir  acute  form.  As  the  ehroTiieity 
of  the  case  incrciuses,  the  tenesmus  and  otiter  symptoms  may  grow  nuieh 
less  and  in  sonic  chrouic  cases  cease  to  exist.  In  some  cases  of  first 
attack,  as  w^cll  as  in  n^lapscs  later  in  the  dwlining  stage,  patients  com- 
plain of  a  dull  and  uneasy  sensation  long  after  urination,  and  they  s|ieak 
of  a  fi'cliug  as  if  the  bladdiT  yet  contained  urine.  The  cutheter  bring 
passed,  half  an  ounce  to  an  ounce,  or  even  more,  of  urine  flows  out.  In 
these  cases,  owing  to  the  swelling  in  the  mucous  membrane  and  its  sub- 
jacent eoune<'tive  tissue^  the  bladder  is  unable  to  exjK'I  all  of  its  con- 
tents. This  uneasy  sensation  is  in  marked  contrast  with  the  sharp, 
s<)metimcs  railiating,  pains  felt  at  the  end  of  nrination.  As  a  result  of 
the  chronic  inflammation,  in  some  rare  cases  a  villims  condition  of  the 
mucous  membrane  around  and  near  the  bladder-neck,  as  shown  by  a 
quite  thickened  and  velvety  appeaninee,  is  prmluced,  which  gives  rise 
t(»  luematuria,  jxirtieularly  at  the  end  of  urination.  In  some  of  these 
cases  tlie  existence  of  a  l)kuIder-tumor  might  very  properly  be  sus- 
jw^cted. 

Microscopical  examination  of  the  urine  of  umthro-cystilis  shows  a 
conglomeration  of  tissue-products.  The  various  ibrms  of  epithelial  cells 
derived  from  the  i>osterior  nrctlira  will  be  found  inextriealily  mixe<l  with 
the  large  flat  14adder*epitbi*linni.  The\*^e,  with  pus-cells,  mucous  cor- 
puscles (jKerliajis  a  few  gonoc(R^tn),  many  and  varied  cocci  and  bacteria, 
and  hltjoil-eorjiiiseles,  cover  the  whole  field* 

Treatment. — In  acute  urethro-cystitis  the  patient  slmuld  at  once 
assume  the  recumbent  position,  A  plain,  bland  diet  of  bread  and  milk, 
and  rice  and  Indian  meal  with  mitk»  should  be  onlered.  The  bowels 
should  at  once  be  acted  ujvm  and  kept  mildly  relaxed.  Pain  may  be 
reliev<'<l  liy  su]^positories,  or  by  opium  by  the  ni<nith  or  morphine  by 
hypndermii'  iujection.  If  tliere  i>  ninch  suprapubic  pahi,  an  ice-bag 
may  be  carefully  applied  and  kept  on  if  it  aff'ords  comfort.     In  some 
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cases  a  hot-water  bag  or  hot  flaxseed  poultice  will  be  indicated.     Hot 
sitz-baths  and  full  hot  baths  may  be  beneficial. 

In  the  very  acute  stage  all  treatment  by  injections  should  be  stopped. 

Infusions  of  buchu  and  of  uva-ursi  sometimes  seem  beneficial. 
The  fluid  extracts  of  triticum  repens  and  of  kava-kava  also  may  be 
used,  either  alone  or  in  combination.  Thirty  drops  of  each  in  plenty 
of  water,  with  two  or  three  drops  of  laudanum  when  the  pain  is  severe, 
may  be  given  every  three  or  four  hours.  When  opium  in  any  form 
is  administered,  the  condition  of  the  bowels  must  be  carefully  looked 
after  and  constipation  avoided,  either  by  the  use  of  enemata  or  of 
aperients  or  cathartics. 

In  some  cases  alkalies  produce  a  soothing  effect.  Bicarbonate  of 
potassa  and  citrate  of  potassa  in  thirty-grain  doses,  dissolved  in  water 
or  carbonic  water,  may  be  given  three  times  a  day.  With  the  decline 
of  the  acute  and  the  onset  of  the  subacute  or  chronic  stage  the  use  of 
antiblennorrhagics — cubebs,  copaiba,  and  oil  of  santal — may  be  of  signal 
service  in  some  cases,  whereas  in  others  they  may  cause  actual  discom- 
fort. Their  effect,  then,  should  be  carefully  watched,  and  if  they  give 
decided  relief,  they  may  be  continued ;  if  not,  discarded.  Irrigations 
into  the  bladder  of  warm  boric  or  salt  solutions  combined  with  lauda- 
num may  give  comfort  to  the  patient. 

In  the  subacute  and  chronic  stages  the  most  reliance  is  to  be  placed 
on  the  action  of  solutions  of  nitrate  of  silver,  used  at  first  very  weak 
and  increased  as  the  treatment  is  continued.  In  many  cases  much 
benefit  follows  the  injection  into  the  posterior  urethra  of  a  hand-syringe- 
ful  of  a  warm  soluti(m  of  nitrate  of  silver  (1  :  16,000,  and  as  strong  as 
1 :  4000).  This  agent  irrigates  the  posterior  urethra  and  passes  into 
the  bladder,  upon  the  lower  part  of  which  it  acts  beneficially.  It  may 
be  retaine<l  for  a  few  minutes,  and  then  voided,  and  as  it  passes  out 
it  again  affects  the  morbid  surfaces.  Such  an  irrigation  may  be  made 
daily,  but  the  sensations  of  the  patient  must  be  the  guide  in  deciding 
its  frequency.  As  the  case  progresses  the  strength  of  the  solution 
should  be  cautiously  increased,  until  toward  the  last  instillations  of 
stronger  solutions  of  nitrate  of  silver  (see  Treatment  of  Posterior 
Urethritis)  are  resorted  to. 

Solutions  of  permanganate  of  potassium,  1  :  3000  or  1 :  6000,  also 
produce  good  results  in  some  cases. 

CYSTITIS. 

This  affection  may  be  acute  or  chronic. 

Acute  gonorrhoeal  cystitis — meaning  inflammation  of  the  whole  of 
the  mucous  membrane  of  the  bladder — is  a  very  rare  complication  of 
gonorrhoea,  since  acute  posterior  urethritis,  even  when  it  invades  the 
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bladder,  usually  only  involves  an  ineli  or  two,  or  perliaj>s  more,  of 
ti^^sue  near  the  iiiterfial  sphincter.  Very  exeeptiunally  the  inflamnja- 
tion  ext^utk  an<I  involves  the  totality  of  the  mueom  menibnine.  In 
tht^se  easi»s  the  synijrtonhs  are  still  those  of  aeute  ponterior  urethritis, 
lH*siiles  which  there  may  be  ]>ain  ijver  th(*  synipliysis  pubis,  malaise,  and 
fever*  The  urine  is  very  opaque  and  contaiufi  bladder-epithelium,  pus, 
and  baeteria, 

AVheu  the  urine  m  tested  in  these  cases  the  second  and  third  speei- 
niens  are  even  cloudier  than  the  first.  In  the  earlier  stages  the  urine  is 
aeid  and  has  no  foul  smell ;  later  it  may  be  alkaline  and  oifensive. 

This  fiFrm  of  cystitis  may  end  in  one  or  tw<j  months,  but  there  is  a 
marked  tendeney  in  these  cases  for  the  process  to  beeome  suliaeiite  and 
ehixjnic. 

Chronic  gonorrhn?al  eystitis  is  a  very  persistent  affection,  and  often 
resists  the  most  intelliy:ent  treatment  direeted  arrainst  it.  Ueuallv, 
With  the  involvement  of  the  whole  bladder  tlie  symptom.^  of  |K>sterior 
nrethritis  erase,  exeept  ix:*rhaiis  that  a  slightly  inereascxl  frefjueney  (»f  uri- 
nation remains.  In  the  older  eases  we  freijuenlly  liear  )iatients  cojn- 
plain  fd'  a  burning  or  scalding  pain  on  urination,  with  uneasiness 
sotnetimes  amounting  to  a  paroxysm  of  pain  at  th(*  end  of  the  act. 
Urinatiiin  may  be  very  frequent  both  during  the  day  and  the  niglit. 
With  the  eontinuanee  of  the  cystitis  the  morbid  process,  which  at 
first  was  supertieial,  involves  the  deejx*r  part  of  the  mneons  mem- 
brane, and  turn  IS  what  is  called  **  parenehymatous  cystitis."  Pnjgress- 
ing  tarther,  uh-ei'atinn  of  the  Idadder  may  resuh  or  the  morbid  process 
may  extend  up  the  ureters,  involving  them  and  then  attacking  the  kid- 
neys  and  the  jK^ves,  In  eases  of  chronic  paretu'hymatous  cystitis  the 
urinr  is  usually  alkaline,  and  has  a  very  fiad,  even  fecnlent,  udt^r. 

Diagnosis. — Tlie  diagnosis  of  gonorrhrpal  cystitis  is  to  be  made  by 
a  .^tiidy  id'  the  history  of  the  case  and  of  its  symptoms,  togctlier  witli 
examination  of  the  urine.  Tlie  urine  varies  aeecu'ding  to  the  severity 
and  clirrjuicity  of  the  cystitis.  It  may  be  simply  purulent  urine  of  aeid 
reaction,  i\r  alkaline  and  feti*L  The  thret^-glass  test  will  show  clnudiness 
in  each  sprc^imen,  more  particularly  in  the  last.  In  this  connection  it  is 
important  to  rcniend>er  that  urine  alkaline  from  phosphates,  carbonates, 
and  ui-ates  very  commonly  has  the  cloudy  look  id"  purulent  urine,  but 
its  nature  is  scmiu  revealed  by  a  simjde  niethtKl.  If  tlie  cloudiness  is 
due  to  urates  or  nrie  acid,  it  vainsb<'s  liy  the  use  of  heaL  If  it  is  due 
to  phosphates,  carbonates,  or  pus,  boat  increases  the  turbidity,  but  a 
few  drops  nf  acetic  acid  will  tricar  uji  plinsphaturia  and  carbonnria 
(the  latter  with  much  etrervescence),  while,  if  the  opacity  then  remains, 
it  is  caused  by  pus  or  bacteria. 

In  all  e-ases  the  microscoi>e  should  l>e  constantly  used  in  the  exami- 
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nation  of  the  urine,  and  the  following  features  will  generally  be  found 
reliable  guides  in  diagnosis  :  If  the  cystitis  is  still  rather  young  and  the 
urine  is  still  acid,  on  its  examination  various  forms  of  urethral  epithe- 
lium, bladder-epithelium,  and  pus  will  be  discovered.  This  combination^ 
the  history  being  in  accord,  will  usually  warrant  a  diagnosis  of  cystitis. 
When  the  process  is  old  and  the  urine  alkaline,  withered-up  pus-cells, 
bladder-epithelium,  and  triple  phosphate  will  dominate  the  field  and 
establish  the  diagnosis.  The  absence  of  casts  and  renal  epithelium  will 
show  that  the  morbid  process  is  still  confined  to  the  bladder. 

Chronic  cystitis  from  gonorrhoea  is  usually  found  in  young  and 
middle-aged  patients;  cystitis  from  stricture  and  hypertrophy  of  the 
prostate  is  usually  found  in  more  advanced  subjects. 

Pathology. — The  pathology  of  gonorrhoeal  cystitis  is  not  yet  clearly 
demonstrated.  In  acute  cases  of  posterior  urethritis  the  pus  quite 
commonly  contains  the  gonococcus ;  but  as  the  process  grows  old  this 
microbe  disappears  and  other  forms  of  cocci  seem  to  take  its  place. 
This  same  condition  is  observed  in  the  pus  of  urethro-cystitis  and 
of  cystitis,  in  the  secretions  of  which  it  is  impossible  to  find  the  gono- 
coccus, except  rarely  in  very  small  numbers,  but  myriads  of  cocci  and 
bacteria  may  be  plainly  seen.  Much  study  is  necessary  to  clear  up  this 
interesting  subject.  The  theory  of  a  mixed  infection  being  the  cause  of 
this  trouble  suggests  itself,  but  it  cannot,  as  yet,  be  strongly  urged. 

Treatment. — The  diagnosis  being  made,  and  the  absence  of  strict- 
ure being  determined,  general  and  local  treatment  should  be  instituted. 
The  diet  must  be  regulated  and  be  confined  to  bland,  easily-<ligestible 
articles.  Coffee,  spices,  beer,  alcoholics,  are  to  be  interdicted.  As 
much  bodily  quiet  and  ease  as  possible  should  be  observed.  In  these 
cases  care  must  be  exercised  in  the  use  of  alkalies,  which  some  physi- 
cians seem  by  instinct  to  prescribe  indiscriminately.  The  tendency  is 
toward  alkalinity  of  the  urine ;  therefore  we  should  be  on  our  guard. 

When  the  urine  is  alkaline,  urotropin,  dilute  nitric  acid,  dilute  nitro- 
muriatic  acid,  and  dilute  muriatic  acid  may  produce  decided  benefit. 
Salol,  salicylate  of  sodium,  benzoic  acid,  and  salicine  may  be  of  benefit 
in  tending  to  restore  an  aseptic  condition  of  the  bladder,  whi(^h  is  the 
chief  aim  of  treatment. 

Warm  irrigations  of  saturated  boric  solution,  to  which  a  little 
laudanum  may  be  added,  may  be  of  benefit  for  a  time.  Then  the 
indications  are  for  the  use  of  more  decidedly  active  irrigations,  such  as 
nitrate  of  silver,  permanganate  of  potassium,  and  in  some  cases  of 
alum  and  sulphate  of  zinc  in  combination.  The  strength  of  these 
solutions  should  be  adapted  to  the  case,  and  their  action  should  be  care- 
fully watched.  In  some  cases  benefit  follows  irrigation  with  solutions 
of  bichloride  of  mercury.     It  is  well  to  begin  with  the  strength  of 
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1  :  30,000,  and  inoreaf>e  if  progress  is  made,  or  desist  if  a  feeling  of  dis- 
conitbrt  i-i  pnKlrieetL 

These  ca>os  are  freqiieiitly  very  tniiig  to  the  patient  and  to  tlie 
surgeon,  wliose  tiierapuutie  armtinieiuariym  they  often  sorely  tax, 

A.S  a  last  resort,  perineal  section  should  l>e  performed  and  the  blad- 
der irrigated  and  drained* 

INFLAMMATION  OF   THE   SEMINAL  VESICLES. 

St^minal  vesiculitis,  or  s|iermato-cystitis,  may  be  acute  or  ehronic,  and 
is  ahnotot  always  secondary  to  gonorrhtea  or  to  hyi>er»eraia  of  the  jK>ste- 

rior  urethra  due  to  masturbation  and  venert^al  exccsse^^,  or  to  inflamma- 
tion of  this  region  resuhing  from  tniuniat ism,  catheterization,  eudojH^^opy, 
and  strong  injections. 

The  SJTIBptoniS  of  the  aente  form  of  seminal  vesieulitis  are  quite 
similar  to  those  of  posterior  urethritis  and  to  those  given  as  diagnostic 
of  the  several  varieties  of  prostatitis.  The  patient  first  experiences 
pain»  either  of  a  dull  or  throbbing  eha meter,  or  a  seui^ition  of  weight, 
which  he  refers  to  the  deep  portion  of  the  pelvis  just  within  the  anus  or 
at  the  neek  of  the  blathler  or  in  the  |H*rineuni.  There  is  a  markcHlly 
increased  frequency  in  urination,  and  tenesmus  sometimes  mild,  again 
quite  derided »  and  in  some  ca.ses  very  severe.  As  the  bladder  fills  the 
pain  fid  symptoms  inerease  in  severity,  and  there  may  be  [min  at  the  end 
and  sometimes  at  the  root  of  the  penis.  There  may  be  fever,  chills, 
and  malaise.  All  these  symptoms  may  l>e  present  in  |i^)sterior  ure- 
thritis, so  that  the  crucial  test  in  diagnosis  is  pal|xition  of  the  pmstate 
and  seminal  vesicles  by  means  of  the  finger  in  the  rectum.  If  seminal 
vesieulitis  is  present  and  explored  for  early,  one  or  lx>th  vesicles  will  be 
found  to  be  much  etdarged  in  all  directions  in  the  shape  of  a  distended 
leeeh,  hot,  brawny,  and  exquisitely  lender.  In  a  few  days  the  swelling 
may  still  further  increase,  and  then  moderate  fluctuation  may  be  felt. 
In  some  of  these  erases  the  patient  presents  a  pitiable  sjMTtacle.  He 
suilcrs  from  pain  in  the  perineum,  rcctum^^  bladiler,  and  at  the  top  of 
the  safTum.  He  has  frequent  desire  to  urinate,  and  the  act  is  attended 
with  niueli  ]»ain,  or,  again,  in  some  eases,  there  is  very  distressing 
dysuria.  Defecation  is  very  painful,  and  ]K*rIiaps  cotnjdieated  with 
rectal  tenesmus,  and  may  l>c  attended  with  vesical  spa^sms ;  slcH'p  is 
heavy  and  un  re  freshing,  and  often  during  the  night  painful  erections 
and  jK>llutions,  iK'rliaps  bloody,  may  add  to  the  patient's  sntlerings. 
The  urine  may  contain  pus  and  epithelial  cells,  but  these  tissue-flements 
may  be  absent  for  hours  or  for  *lays,  during  which  the  urine  is  clear  ; 
and  in  this  feature  acute  sc^minal  vesieulitis  dilicrs  from  acute  posterior 
urethrilis,  in  whi(*h  the  disc-harge  of  pus  or  blootl  is  constantly  seen. 
At  the  onsc^t,  and  early  in  the  course,  of  seminal  vesiculitis  the  gonor- 
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rhoeal  discharge  may  disapj^ear  entirely,  and  in  this  it  resembles  epi- 
didymitis. But  in  a  short  time  the  discharge  reappears,  and  it  may  be 
more  or  less  bloody.  In  seminal  vesiculitis  the  blood  is  mixed  with 
pus  or  the  latter  is  streaked  with  it ;  whereas  in  posterior  urethritis 
the  blood  follows  the  act  of  urination  or  there  may  be  a  worm-like 
thread  of  coagulated  blood  with  the  first  jet  of  the  urine. 

The  inflammatory  stage  of  seminal  vesiculitis  is  usually  quite  acute, 
and  at  the  end  of  a  week  or  ten  days  the  symptoms  become  ameliorated 
and  resolution  gradually  sets  in.  In  all  probability,  in  many  cases  the 
parts  sooner  or  later  l)ecome  normal.  In  some  cases  after  resolu- 
tion of  the  vesicular  inflammation  the  urethral  discharge  reappears, 
while  in  others  the  urethra  is  left  in  a  healthy  condition.  In  this  acute 
stage  of  inflammation  the  morbid  process  resembles  that  of  gonorrhoea 
in  the  redness  and  swelling  of  the  mucous  membrane  and  in  the  sub- 
mucous cell-increase.  When,  however,  the  inflammation  becomes 
intense,  a  true  suppurative  process  or  abscess  forms,  in  which  event  the 
local  and  general  symptoms  are  more  pronounced  and  the  sufferings  of 
the  patient  greater.  Rectal  exploration  then  reveals  a  large  boggy, 
painful  swelling  at  the  base  of  the  bladder,  beyond  and  to  the  outer 
edge  of  the  prostate. 

While  the  ejaculatory  duct  of  the  seminal  vesicle  remains  patulous 
the  contained  pus  may  escape,  or  perhaps  may  be  massaged  by  means 
of  the  finger-tip,  into  the  urethra,  in  which  event  complete  resolution 
without  ulterior  bad  results  may  occur.  If,  however,  the  duct  becomes 
occluded  by  the  swelling  of  its  mucous  membrane  or  by  being  plugged 
up  by  sympexia  or  masses  of  mucus  dislodged  from  the  diverticula  of 
the  vesicle,  the  abscess  may  attain  a  very  large  size,  and  the  pus  may 
perforate  its  wall  and  burst  into  the  ischio-rectal  fossa  or  around  the 
rectum  into  the  bladder,  the  rectum,  and  the  peritoneum,  sometimes 
causing  death  from  septicaemia,  and  generally  leading  to  the  formation 
of  fistulous  tracts.  The  intimate  relations  of  the  vas  deferens,  the 
ejaculatory  duct,  and  the  seminal  vesicles  are  such  that  the  last  struct- 
ures and  the  testicles  may  be  involved  at  the  same  time.  It  is  probable 
that  in  many  cases  seminal  vesiculitis  and  epididymitis  coexist,  but  that 
the  violence  of  the  symptoms  of  the  testicular  trouble  masks  that  of  the 
vesicular  affection.  It  is  also  very  probable  that  the  intrapelvic  pain 
which  so  frequently  accompanies  acute  epididymitis,  and  which  we 
have  been  taught  is  due  to  a  compliciiting  phlegmasia  of  the  j>elvic  part 
of  the  vas  deferens,  is  sometimes  really  symptomatic  of  involvement  of 
the  seminal  vesicle.  There  is  a  field  for  observation  in  this  direction, 
and  much  may  be  learned  from  digital  exploration  of  the  rectum  in 
cases  of  acute  testicular  inflammation. 

It  can  be  readily  understood,  after  a  consideration  of  the  foregoing 
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facts,  why  acute  seminal  vesiculitis  has  been  wruiiglj  diagnosticated  as 
posterior  urethritis,  as  acute  prostatitis,  and  as  inflamniatiou  of  the 
vesical  neek  and  floor  of  the  bladder. 


Chronic  Seminal  Vesiculitis, 

This  form  of  seminal  vcsiealitis  may  result  from  the  non-occurrence 
of  resoUitinn  in  the  iieute  affection,  and  in  this  event  the  clinical  history 
is  tolcraldy  clear  and  striking  ;  hut  in  tlic  niajority  of  cases  of  cljnmic 
seminal  vesiculitis  it  begins  as  a  low-grade  inflammatory  process  in 
jK'rsons,  [jarticularly  of  neurotic  or  ucumstlicnic  types^  who  may  suflcr 
from  cliTonic  subacute  posterior  uretliritis  or  chronic  jirostatitis,  and  in 
confirmed  masturbators  and  in  those  given  to  excessive  vcnery  and 
alculir>hcs.  Tlie  ditHculty  in  the  study  of  the  chronic  form  of  seminal 
vesiculitis  is  that  hi  many  cases  the  symptoms  are  so  few  and  so  va^ue, 
and  point  so  indefinitely,  if  at  all,  to  trouble  in  these  vesicles,  tliat 
oftentimes  their  origin  is  not  susj>ected  by  the  physician.  Then,  again, 
cases  are  seeu  in  which  the  symptomn  are  very  clearly  and  strongly 
marked,  yet  they  may  he  with  seemingly  gmKi  reason  attrihutcd  to 
troulde  in  the  posterior  urethra  and  in  the  prostate. 

Cases  of  chrrmie  seminal  vesiculitis  which  follow  fjuite  diri'ctly  a 
recent  or  mor**  or  h^'^s  remote  attack  of  g*au>rrluca,  very  often  present 
such  a  group  of  symptoms  that  the  surgeon  is  led  to  siispc^et  their  origin 
ill  iuflamuiation  of  the  seminal  vesicles,  iiarticularly  if  no  trouble  is 
found  in  the  posterior  urethra.  Such  patients  state  that  since  an  attack 
of  gonorrhoea  or  a  relapse  they  have  not  felt  well  as  reganls  their  sexual 
organs.  Si>me  complain  that  they  are  sexually  weak,  that  tliey  have 
little  desire,  or  that  they  have  premature  and  perhaps  painful  rjacnla- 
tious,  whicli  in  some  eases  are  mixed  with  Idood.  Others,  again,  are 
subject  to  a  constant  slight  or  profuse  discharge  which  is  of  a  mucous 
or  niuco-puruIt*ut  cliaracter.  Again,  this  form  of  discharge  may  be 
intermittent.  There  may  l)e,  however,  a  deciiled  chronic  seminal  vcsie- 
ulitis  witliout  any  perceptible  discharge.  Kot  infrequently  patients 
hsning  a  history  of  one  or  more  attacks  of  gonorrhoea  state  that 
they  sufler  from  a  mild  or  moderately  severe,  even  burning,  pain  or 
itching,  or  a  sense  of  weight  in  the  course  of  the  urethra,  in  the  peri- 
neum, blafldcr,  anus,  and  rectum.  In  athlition  to  this  they  often  give  a 
^liistory  of  sexual  erethism  with  or  without  gratifieati<in  in  coitus,  and 
ometimes  of  increased  desircj  while  little  relief,  or  even  aggravation 

symptoms,  may  follow  the  sexual  act. 

In  pronounced  masturbators  and  in  those  given  to  excessive  sexual 

IndulgiMice,  particularly  with  the  adrlitirm  of  alcoholic  excesseSj  chronic 

Dminal  vesiculitis  may  sometimes  l)e  f<jund.     These  cases  are  often 

eraie,  neurotic,  and  neurasthenic  subjects  who  resjiond  very-  indiffer- 
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eiitly  to  treatniont.     Sut^h  patients  may  complaiti  of  some  pain  or  dh- 
turbaiioe  in  tlie  urethra,  Ijlaihler,  anu:^,  ur  reetunij  and  they  may  prt'sent 
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a  diseliarge  ;  ttien,  again,  all  tJiose  symptoms  may  be  wanting. 
of  tliom,  however,  give  a  liistory  of  tli.sturbanees  in  the  sexual  fiinetion. 
The  di^turljauecri  are  mainly  of  twti  forms  ;  tirst  tliose  of  ]owere<l  power, 
and,  second,  tliose  of  erethism  of  the  sexual  organs.  In  the  first  order 
of  cast7.s  we  find  absence  or  ineomi>li*teness  of  erections  and  poll  til  ions 
from  slight  causes,  without  enlargement  of  the  |K'nis.  In  these  cnam 
there  is  often  a  haunt iu|^  desire  for  erection,  with  no  rc^sponae.  Very 
often  these  patients  suffer  from  a  constant  drihlding  of  a  dirty  gray  or 
brownish  mucus,  which  may  during  the  day  be  so  copious  as  to  saturate 
one  or  two  jmeket  haudk^'rehiefs.  Then,  agsiin,  some  of  tliese  patients 
have  no  such  discharge,  but  an  emission  of  a  thin,  gray,  watery,  and 
stmietimes  bn^vvnish  and  even  curdy  fluid  occurs  daily  or  more  fre- 
quentlv,  Sucli  is  the  erotic  condition  ivf  these  patients  tliat  the  sight  of 
a  pretty  woman,  of  lier  l>reast  or  her  ankle,  thi*ows  them  into  a  high 
state  of  nervousness  and  sexual  erethism.  Accidental  sliglit  euntaet, 
the  glance  of  the  eye,  the  soutid  of  the  voice,  and  the  grasp  of  the  hand 
serve  so  to  excite  these  men  sexually  that  an  orgasm,  with  partial  eree- 
tiun,  result^. 

These  eases  nm  a  somewhat  jK*cidiar  course.  In  some  the  symptoms 
and  conditions  continue  in  a  more  or  less  subdued  uumner,  arid^  though 
they  disturb  the  (mtients  considerably,  the  latter  arrive  at  a  sUite  of 
mind  by  whicli  they  bear  their  trouljles  more  or  less  philoscvjihically. 
In  this  class  of  cases  the  affection  runs  on  from  year  to  year  in  a 
mom>tonous  way*  Such  patients  are  neither  healthy  nor  very  sick. 
But  cases  are  sometimes  seen  in  wliich  tlie  chronic,  uneventful  course 
of  the  affection  Is  varied  by  the  development  of  more  or  less  severe 
exacerbations.  In  this  event  the  health  becomes  deteriorated,  the 
patients  lose  their  ajipetite  and  weight,  and  jn\?scut  the  appearance  of 
very  weak  and  sick  men.  Concomitantly  with  this  eonditinn  tlie  nerv- 
ous system  becomes  much  disturl>cd  and  the  patients  jjresent  the  synjp- 
toms  of  neurasthenia.  A  nervfms  apprehension  and  anxiety  are  very 
frequent  concomitants.  Such  an  exaeerbafiou  may  last  one  mouth  or 
many  m(»ntlis,  and  may  lead  to  permauent  invalidism. 

Diagnosis.' — The  diagnosis  of  seminal  vesiculitis,  in  whatever  form 
it  may  exists  is  to  l>c  arrived  at  mainly  thmngh  jwlpation  uf  the  parts 
by  tlie  fingiM*  inserted  into  the  rectum.  It  has  already  been  shown  how 
little  light  the  subjective  >«ymptoms  throw  upni  the  nature  of  the 
tron!>lc.  It  is  always  well  that  tlie  l)ladder  should  be  sliglitly  dis- 
tended, for  in  that  condition  the  vesicles  are  more  readily  detected. 
Then  the  finger  ( wliicli  should  be  a  long  one)  is  introduced  into  the 
rectum,  and,  haviug  defiui^d  the  outline  of  tljc  prostate,  the  vesicles  are 


112  COMPLICATIONS  OF  OONORRIKEA. 

FOiiglit  fur  iihove  ivtul  to  the  out^^kle  uf  tliis  bwlv.  Tlie  examinatiuu 
may  be  made  with  tlie  patient  lying  on  his  back  or  staiuling  up  witli 
thi!  bfKly  bont  at  riijflit  atigles  to  the  k*gs,  whidi  are  sliglitly  .sepiirateiL 
Alxloiniiial  ]>re8KVire,  exerted  deep  down  and  to  wan!  the  pelvis,  niay 
often  aflbrd  much  aid  in  these  exiuniuations. 

At  the  prostate  the  two  vesicles  appmach  to  within  a  finger's  breailth 
of  one  another,  and  on  the  inner  side  of  each  is  the  vas  deferens,  which 
at  this  part  frequently  becomes  much  anipullated.  The  seminal  vesi- 
eles  in  health  have  a  tirni,  somewhat  resistant  strueture,  whieh,  while 
nut  pn'senting  a  brawny  feel  to  tlie  touch,  gives  the  sensation  uf  having 
tolerably  tiriek  widl;;.  Tlierefore  the  surgeon  must  not  enter  upon  the 
examination  with  the  ideji  that  he  is  to  feel  two  oblong,  rather  soft,  and 
read ily-eum  pre ssible  little  1) ladders. 

If  diseased,  the  seminal  vesicles  will,  in  the  acnte  stage,  feel  much 
swollen  in  all  directions,  tender,  perhaps  hot,  and  may  present  a  doughy 
sensation,  like  that  of  tlie  over-filled  leech.  In  the  stage  of  abscess  the 
swelling  will  be  great,  the  pain  intense,  and  the  symptoms  severe  and 
pointing'  to  intrajielvic  trouble. 

In  the  chronic  forms  a  large  flabby  tnmor  may  he  felt.  If  both 
vesicles  are  involved,  the  l>iise  of  the  1)1  adder  b*T*jnd  the  prostate  is  the 
seat  of  the  tumor,  which  is  usually  of  giHKlly  size,  often  very  large.  In 
ch ionic  cases  the  surgeon  must  always  remember  that  the  posterior 
urethni  may  be  the  seat  of  a  low  gi^ade  of  inflammation,  and  that  the 
prostate  may  also  be  at  least  hy|K'rtemie.  Tliis  same  caution  applies 
very  strongly  to  the  cases  of  old  men  who  are  sutferi  ng  from  enlarge- 
ment of  the  prostate  and  also  from  a  chronic  inflammatory  condititm 
of  the  seminal  vesicles — a  complication  which  is  sometimes  met 
with. 

Examination  and  manipulation  of  the  seminal  vesicles  by  means  of 
the  finger-tip  nuiy  cause  a  fli^w  of  pns,  with  jn^rhaps  blood,  into  the 
urethra  when  the  infiarnmation  is  recent  and  a^'tive.  In  the  subacute 
cases  the  discharge  is  muco-pnrulent  and  mucoid,  containing  masses  of 
inspissati'd  semen,  and  of  mucus,  sympexia,  and  sometimes  very  minute 
calcareous  ctmcretions. 

PathoIogy,^ — In  the  acute  gonorrhocal  stage  it  is  iirolnible  that  the 
lesion  of  the  nineous  membmnc  is  similar  to  that  of  gonorrhoea  of  the 
uretljm.  In  the  main,  the  morbid  prueess  consists  of  swelling  of  the 
mucous  membrane  and  ^niall  rouniI*e(*ll  thickening  in  the  sul>nnicous 
connective  tissue.  The  vesich^s  then  may  be  much  dilate<l,  or,  again, 
they  may,  by  contraction  of  the  newly-fnrmed  tissue,  IxHicmie  much 
shrivelled. 

Prognosis. — In  tlie  acute  fonu  of  this  trouble  resolution  usually 
takes    place.     In    the   chn>nic    forms   amelioration   and    tnire    may  be 
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obtained.  In  some  cases,  however,  the  morbid  process  goes  on  to  the 
formation  of  large  tumors  which  require  operative  measures. 

Treatment. — When  recognized  in  the  acute  stage,  seminal  vesicu- 
litis is  to  be  treated  on  the  general  principles  which  govern  the  manage- 
ment of  acute  inflammation  of  the  geni to-urinary  organs.  Rest  in  bed, 
alkaline  mixtures,  and  gentle  purgation  are  necessary.  Leeches  may  be 
used  quite  freely  around  the  margin  of  the  anus  and  over  the  perineum. 
Rectal  irrigations  of  cold  or  hot  water  by  m(>ans  of  Kemp's  doubl(^-cur- 
rent  hard-rubber  irrigator  may  be  administered  several  times  a  day  if 
they  are  grateful  to  the  patient  and  allay  inflammation.  Opium  and 
bellad(mna  suppositories  may  be  employed  if  necessary  to  relieve  pain 
and  tenesmus. 

Should  an  abscess  form,  the  patient  is  placed  in  the  lithotomy  posi- 
tion and  the  pus  evacuated  by  means  of  a  long  incision,  in  the  perineum 
just  anterior  (about  three-quarters  of  an  inch)  to  the  anus,  great  care 
being  taken  that  the  membranous  urethra,  the  prostate,  and  the  rectum 
are  not  cut.  In  this  operation  much  aid  will  be  given  by  means  of  the 
finger  in  the  rectum  and  a  sound  in  the  urethra.  The  incision  may  be 
made  in  the  median  line  laterally,  or,  if  both  vesicles  are  the  seat  of 
acute  suppuration,  it  may  be  crescentic.  Then  the  dissection  between 
the  base  of  the  bladder  and  the  rectum  must  be  cautiously  made. 

In  the  treatment  of  chronic  seminal  vesiculitis,  in  which  we  may 
find  distended  p)uchy  vesicles,  benefit  may  result  from  massaging  the 
vesicles.  This  procedure  is  accomplished  by  the  finger-tip  gently  but 
firmly  pressing  or  kneading  as  much  of  the  organ  as  is  within  reach 
from  above  downward,  so  as  to  express  the  contents  through  the  ejacu- 
latory  duct  into  the  prostatic  urethra. 

Cases  of  chronic  seminal  vesiculitis  in  which  there  is  neurasthenia, 
debility  and  often  great  mental  depression  belong  largely  to  the 
domain  of  general  medicine.  Such  cases  require  good  hygiene — if 
possible  an  entire  change  of  scene,  rest,  and  pleasant  surroundings. 
Tonics  combined  with  nux  vomica  and  ergot  produce  much  benefit. 
Iron,  quinine,  and  coca  are  also  indispensable  in  some  cases.  The 
urethra,  bladder,  prostate,  and  seminal  vesicles  should  be  very  care- 
fully examined  by  instruments  and  by  inspection  of  the  urine.  If 
there  is,  as  so  frequently  happens,  a  coexistent  posterior  urethritis,  this 
should  be  properly  treated. 

EPIDIDTMITIS  AND  EPIDIDTMO-ORCHITIS. 

The  most  frequent  complication  of  gonorrhoea  is  an  inflammation  of  ^ 

the  epididymis  which  may  be  sharply  limited  to  that  apj>cndage  or  it 

may  also  involve  the  testicle.     The  former  is  called  "  epididymitis," 

and  the  latter  "  epididymo-orehitis,"  and  both  are  known  under  the 
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title  **  swelled  k'stiek'/'  In  some  cases  of  swelled  testicle  there  is  a 
concomitant  iufljinrniutiou  of  the  vas  deferens  in  more  or  less  of  its 
extcmt,  and  to  this  phlegiiKision  the  terms  **  deferentitis  "  and  **  fniiieii- 
litis  *'  have  heen  apj>!ic<K  This  com])lieation  is  also  ealledj  less  eorrertly, 
"  iuHanmuition  of  the  spermatic  eord  "  when  that  portion  near  or  in 
tni mediate  continuity  with  the  epididymis  is  involved.  Acute  inttam- 
matitui  of  the  tnnica  va^i^inalis,  or  vaginal itis,  with  u  greater  or  less 
amount  of  eifusi(ui,  also  oeenrs  iu  c^sus  oi*  swelh-d  testicle,  particularly 
when  the  morbid  process  is  centred  in  the  epididymis. 

There  is  very  frequeutly  in  eases  of  ejailidyniis  and  epididymo- 
orehitis  a  swollen  ami  painful  condition  of  the  vas  deferens  us  it  haves 
the  epididymis  and  ascends.  This  swelling  of  the  vas  may  extend  an 
inch  and  even  more  up  the  tube.  It  is  usually  lc»st  sight  of  by  reason 
of  the  greater  prominence  and  painfulness  of  the  tt'stieular  pldegmasia. 

Swelled  testicle,  therefore,  may  consist  only  of  inflammation  of  the 
epididymis  j  but  this  is  usually  complicated  with  acute  iuflamuuitlon  and 
more  or  less  copious  effusion  into  the  e^ivity  of  the  tunica  vaginalis. 
This  combination,  with  in  some  eases  some  involvement  of  the  vas 
deferens,  constitutes  the  majority  of  the  eases  of  swelled  testicle  from 
gtmorrluea.  The  less  conunuu  enmhi nation  is  inflammatiou  of  the 
cpiilidymis  and  testis,  in  wiiieli  ease  the  tunica  vaginalis  is  very  a[>t  to 
be  affected,  with  perhaps  a  limited  invasion  of  the  vas  deferens. 

As  regards  the  date  of  tlie  onset  of  swelled  testicle,  it  may  he  said 
that  within  the  first  three  weeks  of  gonorrhcea  the  testis  is  attacked  in 
the  majority  of  eases,  and  that  between  the  fiDUrth  and  sixth  weeks, 
inclusive,  it  is  attacked  rather  less  frcfpiently. 

Double  epididymitis  sometimes  occurs,  in  which  case  usually  the 
second  testis  is  attiicked  from  one  to  three  weeks  after  the  first  one.  In 
some  cases,  liowevcr,  the  second  testicle  is  not  invittved  until  later — 
eight,  tvu,  or  cv<'n  twehx*  weeks.  An  epididymis  or  testis  once  tlie  s?eat 
of  gonorrlneal  iufiammation  is  thert^fter  v*'ry  liable  to  he  aifected  with 
each  rejjetition  of  the  infection,  and  also  when  a  chronic  <leep  urethral 
inflaiumatiou  midergoes  an  exacer!)atiou  and  an  acute  <'ouditinn  rcsuUs, 
Further  ttuui  tliis,  meclianical  injury,  overexertion,  undue  pressure  on 
the  testis,  may  far  years  after  light  up  a  more  or  less  severe  reenules- 
cenoe. 

Cases  have  been  rcporte^l  in  which  cpitlidymis  developed  from  three 
to  ten  days  l>efore  the  appearance  of  the  uretlmd  discharge*  These 
cases  used  to  he  looked  upon  as  curiosities,  and  tlic  pathological  condi- 
tions underlying  tlicm  were  nc»t  clearly  grasjK'd.  Tlicir  patliogencsis, 
however,  is  not  dillimlt  of  cx[>lauati<»n.  In  all  such  cases  there  has 
been  a  previous  antecedent  gonorrhfea  which  has  left  a  latent  posterior 
urethritis.       In    sexual    and    ah*nholic    excesses   tins    latent   craidition 
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becomes  an  acute  one,  and  for  some  reason,  perhaps  anatomical,  the 
phlegmasia  travels  through  the  ejaculatory  duct  into  the  testis  before 
it  spreads  forward  and  invades  the  anterior  urethra. 

Symptoms. — Before  the  onset  of  the  affection  the  urethral  discharge 
usually,  but  not  always,  ceases,  and  patients  complain  of  varying  symp- 
toms. In  some,  pain  in  the  groin,  at  the  external  ring,  and  along  the 
vas  deferens,  either  in  the  external  or  in  the  pelvic  segment,  is  com- 
plained of.  In  somewhat  rare  cases  pain  is  experienced  in  the  whole 
length  of  the  vas  deferens.  Some  patients  even  complain  of  a  pain 
which  reaches  to  the  kidney.  In  some  cases  the  pain  seems  to  be  at 
first  in  the  deep  urethra  or  in  the  seminal  vesicles,  and  these  patients 
sometimes  suffer  from  pollutions  which  may  be  painful  and  bloody. 
In  general,  there  are  no  premonitory  constitutional  symptoms,  but  as 
the  intensity  of  the  inflammation  increases  a  chill  and  fever  of  various 
degrees,  with  malaise,  want  of  appetite,  great  thirst,  a  frequent  desire 
to  urinate,  and  perhaps  constipation,  may  supervene.  As  a  rule,  the 
systemic  reaction  is  not  great,  but  in  very  severe  cases,  and  particularly 
those  in  which  the  vas  deferens  is  involved,  there  may  be  well-marked 
fever  with  all  its  concomitants — namely,  hot  skin,  coated  tongue,  rapid 
pulse,  together  with  nervousness  and  agitation.  In  some  rare  cases 
there  are  nausea  and  vomiting.  The  invasion  of  the  affection  may  be 
prompt  or  slow.  Many  patients  walk  and  attend  to  their  duties  with 
mild  and  bearable  discomfort  for  one  or  more  days  before  they  are 
forced  to  assume  the  recumbent  position.  In  other  cases,  particularly 
those  in  which  one  or  more  exciting  causes  are  active,  the  affection  is 
well  under  way  and  the  patient  on  his  back  within  twenty-four  hours. 
Early  examination  of  a  case  shows  that  the  epididymis,  with  perhaps 
the  vas,  is  swollen  and  painful,  and  that  the  scrotum  over  it  is  some- 
what reddened.  In  some  cases  the  pain  and  swelling  are  confined  to 
the  globus  minor  or  tail  of  the  epididymis,  which  becomes  of  the  size 
of  a  hickory-nut,  and  the  affection  may  thus  be  limited ;  usually,  how- 
ever, the  body  and  globus  major  or  head  of  the  organ  are  promptly 
involved.  Then  a  large  tumor  is  found  seated  superiorly  and  poste- 
riorly to  the  testis,  and  the  furrow  which  naturally  exists  between  that 
organ  and  the  epididymis  may  be  present  or  it  may  be  obliterated. 
The  shape  of  the  tumor  varies  in  different  cases.  The  epididymis,  be- 
coming enlarged,  may  cover  the  testis  like  a  cap,  or  it  may  grow  longi- 
tudinally and  form  a  semilunar  tumor,  which  rests  on  the  organ  like  a 
crest  on  a  helmet,  the  head  of  the  appendage  reaching  well  forward  and 
the  tail  well  upward.  There  is  also  usually  more  or  less  lateral  expan- 
sion of  it,  sometimes  almost  enveloping  the  testis.  Pressure  on  the 
testis  in  such  a  case  usually  causes  no  pain,  but  when  the  swollen  epi- 
didymis is  held  between  the  thumb  and  forefinger  the  patient  winces 
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or  cries  out.  Wliilo  at  re?^t  in  tlie  horizontal  [xisition,  with  the  HCTotum 
well  siipiwrted,  tht*  patient  iniiy  be  toleral>iy  eimilbrtahle.  Cuincidently 
with  this  inflammation,  the  scrotum  on  the  afiected  side  becomes  of  a 
deep,  even  purplish,  red,  very  much  swoMen  from  fedema^  and  adherent 
to  titc  testis.  Pain  h  at  this  time  severe,  sometimes  almost  uneiidumble, 
and  continuous,  with  paroxysms  at  nigljt.  Slight  motion  tends  to 
inci-ease  the  patient's  sntlerings,  and  pressure  of  the  bedclothes  eauses 
ago!iy.  Coincident  involvement  of  tlie  eord  is  attentletl  with  a  still 
greater  amount  of  jxiin,  wliieb  extends  up  to  the  inguinal  canal.  In 
these  very  severe  cases  the  testicle  is  also,  as  a  rule,  the  seat  of  inflam- 
matitiii.  When  the  epididyniis  alime  is  inflamed,  the  swelling  is  wry 
ct»nsitlend)le ;  bat  when  it  ajid  the  testis  are  involved,  it  is  greiit,  so  that 
a  tumor  the  size  of  a  small  fist  is  formed.  The  testis  will  be  found  to 
be  very  jndufal  and  teudc^r,  and  a  much  larger  area  of  the  scrotum  will 
become  inflamed,  thickened,  anrl  of  a  deep  reiL  While  at  first  there 
is  ouly  mmlemte  aud  localized  adhesion  of  the  np[M*r  portion  (»f  the 
organ  to  the  sen)tal  wall,  when  epididymoHin^hitis  is  present,  there  is 
atlliesiou  of  a  large  surface  correspi>ndiug  to  the  size  of  the  swollen 
tesliele.  In  proportion  as  the  testicular  inflammation  is  great,  the 
tnuiea  vaginalis  becomes  affected  aud  the  seat  of  serous  efl^usit*n,  hy 
which  tlic  size  of  the  tunnu*  is  tuaterially  iuercascd.  With  this  ron- 
erpiuitaut  the  acme  of  the  inflammation  uuiv  be  said  to  l»e  reached.  The 
patirut  tlieu  will  complain  of  pains  in  tlie  perineum,  in  the  thighs,  the 
groins,  and  the  lnud>ar  regions.  In  some  cases  patients  couijilain 
bitterly  of  dtn^'i)  ptdvic  and  rectal  pains,  which  are  due  to  a  complicating 
inflammation  of  the  seminal  vesicles. 

In  the  acute  stage  partieularty,  aud  also  in  the  period  of  dceliue  of 
€pidi4lynio-orchitis,  examinati(ui  of  the  prostate,  antl  sometimes  the 
semijial  vesicles,  by  means  of  rectal  touch  will  in  many  cases  reveal 
swelling  and  eongestiim  of  thi>se  org:ms,  sometimes  in  their  totality,  and 
again  on  the  side  corresponding  to  tlie  testicular  inflammation.  Swelled 
testicles  may  exist  In  a  severe  form  iVom  one  to  five  tlays  in  untrcaUnl 
cases,  when  subsidence  of  the  inflammation  begins.  In  ean^fnlly- 
treatt^l  cast's  the  intensity  of  the  symptoms  need  not  last  longer  than 
twenty-four  or  thirty  lionrs.  The  first  symptoms  of  improvement  is 
amelioration  of  the  pain,  aud  soon  it  is  noticed  that  tlie  patient  can 
move  in  bed  with  more  fVceilom  than  l)eibre.  The  redness  aud  ieclema 
of  the  stTotum  become  less,  and  its  adh(^sion  gradually  jmsses  away,  and 
the  swelknl  organ  becomes  smaller  and  can  l»e  more  freely  manipulated. 
The  swollen  epididymis  may  be  quite  clearly  made  out,  the  testis  am 
be  distinctly  felt,  and  if  any  hydrocele  is  present,  it  nuiy  be  detected  by 
palpation  or  perhaps  |jy  the  light  test.  As  a  rule,  the  course  of  swrlle<l 
testirle  in  Vuid  cnse^  occupies  from  ten  to  fourteen  days,  during  which 
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time  the  patient  will  have  been  confined  to' his  bed.  At  the  end  of  this 
time,  though  he  may  go  about,  he  is  far  from  well,  and  should  be  looked 
after  with  the  most  careful  attention.  Unless  removed  by  tapping,  the 
hydrocele  remains  for  a  long  period,  and  while  it  does  the  testis  remains 
swollen  and  tender.  When  there  is  no  hydrocele  the  testis  is  found  to 
become  gradually  smaller  and  softer,  and  soon  the  line  of  demarcation 
between  it  and  the  epididymis  can  be  made  out.  During  this  period  of 
involution  the  epididymis  also  grows  smaller,  but  much  more  slowly, 
and  for  longer  or  shorter  periods  it  is  found  to  be  enlarged  and  indu- 
rated. Its  continuance  in  this  state  is  governed  largely  by  the  duration 
and  intensity  of  the  inflammation.  So  rapid  and  complete  is  the  invo- 
lution of  the  swelling  of  the  epididymis  in  some  cases  that  it  seems 
scarcely  credible ;  in  others  it  is  slow,  occupying  several  months ;  while 
in  others  permanent  enlargement  and  induration  are  left.  In  severe 
cases — luckily,  not  common — the  testis,  tunica  vaginalis,  epididymis, 
and  vas  deferens  are  left  in  a  state  of  induration  and  chronic  subacute 
inflammation. 

In  a  normally-placed  testis  little  difficulty  is  experienced  in  deter- 
mining the  extent  and  localization  of  the  inflammation,  but  it  must  be 
remembered  that  exceptionally  there  exist  malpositions  of  the  epidi- 
dymis, when  confusion  may  occur.  Tlie  most  common  form  of  mal- 
position is  where  the  epididymis  is  placed  anterior  to  the  body  of  the 
testis,  in  which  the  features  observed  in  the  normal  testis  would  be 
reversed.  Then  it  may  be  seated  on  one  side,  either  external  or  inter- 
nal, in  which  event  the  diagnosis  need  not  be  difficult.  In  the  third 
variety  the  epididymis  and  vas  deferens  are  attached  superiorly,  the 
long  axis  of  the  testis  being  in  the  anteroposterior  direction.  In  a 
fourth  variety  the  epididymis  and  vas  deferens  form  a  loop  or  sling 
from  before  backward  around  the  testis.  It  is  always  important  to 
make  a  correct  estimate  of  tlie  position  of  the  parts,  particularly  if 
puncture  of  the  tunica  vaginalis  is  decided  upon.  It  is  a  good  rule  to 
find  the  vas  deferens  high  up  in  the  scrotum,  and  if  practicable  to  trace 
it  downward  between  the  tips  of  the  thumb  and  fore-finger. 

Sometimes,  even  when  the  epididymis  is  normally  placed,  its  weight 
and  bulk  are  so  much  increased  by  inflanmiation  that  it  falls  downward 
and  forward  with  the  testis  above  it.  Examination  then  reveals  the 
tail  of  the  epididymis  anteriorly  and  the  liead  posteriorly,  the  organ 
hanging  anteroposteriorly  in  tlie  scrotum.  Tlien,  again,  owing  to  the 
heaviness  of  the  epididymis,  it  sinks  down  to  the  bottom  of  the  scrotum, 
and  the  testis  then  lies  directly  on  top  of  it. 

Gonorrhoeal  inflammation,  when  it  attacks  an  undescended  or  mis- 
placed testis,  has  frequently  l)een  unrecognized. 

Gronorrhoeal  inflammation  of  the  vas  deferens  outside  of  the  inguinal 
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canal  J  without  involvement  6f  the  corresponding  testis,  is  a  rather  rare 
C5ompLieatii>n  and  presents  in  the  main  the  symptoms  of  epidi*lyniitis, 

Loealizi'd  iufliunmation  (*f  the  viis  deferens  within  the  pelvis  some* 
times  ueeurs,  and  causes  miieh  deep-seated  parn  durini^:  aente  gonorrliren. 
In  gome  eases  the  swelling  e^in  be  made  out  hy  physical  examinatii>n. 
In  other  crises  the  swelling  is  inaceessihle,  but  the  liistory  of  the  case 
and  the  symptoms  point  to  involvement  of  tlie  vas»  Sometimes  the 
Burgeon  suspects  the  ease  to  be  one  of  intra  pel  vie  abscess. 

Indunitiiin  of  the  ciHilidymis  following  gonorrhteal  inflammation 
may  be  limited  to  the  tail,  to  the  hciid,  or  may  involve  the  whole 
a|j]icndage*  In  sunie  cases  it  is  al>sorl>ed,  and  in  others  it  remains 
permanently.  It  sometimes  feels  like  a  little  mass  of  firm  structure  uf 
roundish  or  ovoid  shape  when  seated  at  eitlier  head  or  tail.  In  generaU 
the  swelling  is  not  very  large,  but  it  may  remain  tor  a  long  pericxl 
localized  to  the  head,  and  be  nearly  as  large  as  the  testis.  In  some 
cases,  when  the  whole  i'])i<lidymis  is  chronically  indurated,  it  forms  a 
half-moon-shaped  mass  whose  bulk  is  greater  than  that  %y^  the  gland. 
The  most  frequent  form  of  induration  of  the  epididymis  is  that  in 
which  the  part  is  about  as  thick  as  a  lead  jteneil  or  a  pwinnt.  It  is 
hard  to  say  which  is  tlic  more  frequently  found^ — indnrati^ai  of  the  head 
or  t!ie  tail  of  the  epididymis.  Hard  enlargement  of  tlie  wliole  append- 
age is  less  common  than  tlie  ItK^alized  induratirm. 

The  surface  of  simple  gonurrlueal  iuduratiou  of  tlie  epididymis  is 
UsnaUy  sm«^i4h  or  of  rounding  or  waving  outline,  in  nmrked  contrast  to 
the  nodulated  and  angular  feel  of  tubercular  epididymitis.  In  chronic 
sy)>hilis  the  epididymis  is  sometimes  enhirged  in  whole  and  in  part,  and 
the  general  outline  of  the  swelling  is  nuieh  like  that  of  the  gtJUorrlKeal 
affection. 

TliC  fact  that  induration  of  the  epididymis  may  lead  to  oc elusion  of 
the  seminiferons  ducts  em]>hasiz<^s  the  necessity  for  prompt  and  vigorous 
treatment. 

Abscess  of  the  testis  is  a  not  frerinent  complication  of  gonorrhfeal 
epididymo-orehitis,  the  foeus  of  the  trouble  being  usually  in  the  eijididy- 
mis*  In  these  eases  of  abscess  of  the  e]iididynns  «ir  testis  following 
gijnorrlio^a  a  sus[»ieiou  f»f  tuberculosis  is  warranted,  and  the  patient 
should  be  well  looked  after  and  placed  iu  the  best  of  hygienic  cotiditionH, 
Cysts  in  the  epididymis  sometimes  follow  swelled  testis,  and  arc  some- 
times the  seat  of  acute  pain,  and  may  be  mistaken  for  circumscribed 
abscesses. 

Abscess  of  the  body  of  the  testis  somewhat  rarely  occurs  during 
gonorrhceal  epididymo-orchitis  and  it  may  lead  to  fungus  and  hernia 
testis. 

Gangrene  of  the  scrotum  is  a  rare  complication,  and  it  usually  begins^ 
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jKirtieiilarly  in  citsi's  whl<*h  liav*'  l>et;ii  potiUiiTiI,  at  t\  dvpemlent  ptniion 
of  tljt'  mc  as  ti  black  spot,  willed  spreads  ami  ili'strtivs  more  or  less  fif 
ttie  walls,  laying  bare  the  testis  or  testes,  wliieh,  however,  iire  not 
invaded.  After  tlie  cessation  c»f  the  gangrene  tlie  (nirts  nsiially  heal 
and  cover  the  organs  again,  unh^^.s  the  destruction  has  been  very  exten- 
sive.    Gangrene  of  the  scrotum  may  follmv  gjingreue  of  the  testis. 

Xeiiralgia  is  a  not  uneomtnon  sequela  of  swelled  testicle.  It  may 
exist  as  a  slightly  painful  sensitiveness  of  the  organ  am!  along  the  cord, 
particularly  on  pressure  or  during  active  motion,  or  as  a  rather  dull 
pain  subject  to  irrcgtdar  and  fugitive  paroxysms.  Usually,  in  these 
cases  the  epididyniis  is  fiiund  to  be  eidarged  and  very  sensitive.  It  is 
oommonly  seen  in  weak,  sickly  subjects,  particularly  those  of  neuropathic 
tendency,  and  subjects  given  to  worry  and  fretting. 

Reflex  neuralgias  are  not  iufret[neut  cornplications  and  seipKda*  of 
swelled  testicle.  The  pain  is  generally  unilateral  and  confined  to  the 
territory  supplied  by  the  lumbar  and  sacnil  nerves  of  the  atlected  side, 
but  may  cross  the  median  line  and  extend  in  various  directions. 

Patients  wIkj  have  sutfered  fnuii  epididymitis^  particularly  those  in 
whom  relapses  have  l>cen  frequent  and  whose  epididynie^  are  thickened, 
are  prone  to  engorgement  and  gummatous  infiltration  of  these  parts  if 
they  subsequeutly  contract  syphilis.  Tlie  sjime  tendency  is  observed  in 
cases  in  which  the  testis  proju-r  has  Ijcen  inflamed  during  gonorrljiea. 
Chronically  inHamcfl  and  indurated  epididymes  sometimes  become  the 
seat  of  easeuus  degriicrati^ni,  ami  in  sickly,  scmfulous,  and  tuberculous 
subjects  tuberculosis  may  attack  them. 

Atrophy  of  the  testis  has  been  known  tu  occur  in  a  few  cases  follow- 
ing orchi-i'pididymitis,  and  hypcrtrojihy  is  not  very  uncfjmmon,  particu- 
hirly  in  sultjei^ts  who  have  liad  repeated  attacks  of  the  affection. 

Chronic  liydrocele  is  frequently  caused  by  swelled  testicle. 

Causes  of  Epididymitis  and  Epididymo -orchitis.  —  Gonorrhoea 
being  tlic  predi'-pitsing  cause,  various  exeitiug  causes  arc  often  the 
start! ug-pcjints  uf  tlie  trouble.  These  are  the  early  use  of  striJUg  injec- 
tirms,  particularly  when  used  to  abort  the  disease,  and  the  precocious 
administration  of  etkjtailia,  cubebs,  and  rnl  of  santal  ;  indulgence  in 
alcoholic  stimulants  ;  and  sexual  excitement,  with  or  without  coitus, 
since  men,  either  from  lust  or  with  a  mistaken  idea  that  they  may  thus 
rid  tliemselv(\s  uf  their  trouble,  often  have  c(mne<"tion  while  sutfcring 
from  g<uiorrh(ea.  In  the  majiu'ity  of  eases,  walking,  activity  in  busi- 
ness, lifting  heavy  weights,  pulling  violently,  dancing,  and  riding,  par- 
ticularly on  horseback,  bicycling,  skating,  are  the  immediate  causes. 
Passiige  of  sfiunds  and  catheters  toward  the  decline  of  gonorrhoea  is 
frequently  followed  by  epididymitis.  Cruisequently,  such  instrumenta- 
tion should  not  be  adopted  in  the  declining  stage  of  gonorrhoea,  or  when 
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stricture  af  the  urrtlini  i.s  followed  by  a  mild  and  ephemeral  epididy- 
mitis or  epididymo-oreliitis, 

Diagnosis.^Commonly,  no  diffioidty  is  experienced  in  the  diagnosis 
of  swi'lled  testiclej  sinee  the  hihtory  <»f  the  eiise  and  the  nutnre  of  the 
lesion  are  so  clear.  In  tlmse  rare  eiiscs  of  acute  hydroeule  iloubt  might 
exist,  but  it  would  be  soon  disjielled  by  a  eousidemtiou  of  the  history 
of  the  c^ase  and  an  examination  of  the  parts,  8welleil  testicle,  with 
rtnlness  and  trdenia  of  the  serotum,  is  said  to  have  been  mistaken  for 
erysipelas  of  that  pouch.  Huch  an  error  will  rarely  rK'cur,  and  with 
ortlinary  mre  will  be  promptly  fonnd  out.  Iliematoeele  of  the  tnnica 
vaginalis  may  at  first  resemble  gonorrhteal  swelliul  testicle,  but  the  his- 
tory of  traumatism  will  settle  tlie  (jucstitm.  The  same  remarks  apply 
to  orchitis  of  traumatic  origin, 

lu  epididymoH)rebitis,  or  epididymitis  accompanied  liy  inflamniatitm 
of  the  eord  as  far  as  the  external  ring,  a  mistaken  diagnusis  of  hernia 
may  be  made,  particnlarly  when  there  is  nuich  fever,  with  constijjation 
and  vomiting,  as  sometimes  occurs.  The  error  need  not  be  of  long  dura- 
tion, since  in  the  scrotal  lesion  there  is  a  history  of  gouorrlKea,  while  in 
hernia  there  is  usnally  a  history  of  a  fugitive  or  ix^rmaueut  tumor  in  the 
groin,  and  perhaps  of  antecedent  inflammation  or  strangulation  of  the 
hernial  sac. 

Epididymitis  of  a  misplaced  or  undescended  testis  sometimes  is  dif- 
ficult of  recognition.  In  such  cases  the  history  *jf  a  urethral  discharge 
8hrMdd  cause  suspici4)n,  when  the  examiuatinn  uf  the  scrf^tum  will  show 
absence  of  one  testis.  It  nuist  be  remembered  that  the  testis  may  be 
retained  w^ithin  the  abtlominal  cavity,  in  the  inguinal  i-anal,  and  that  it 
may  be  found  in  the  peri  net  mi. 

In  all  c^Jises  it  is  of  importance  to  assure  one's  self  of  the  relation  of 
the  ejnili<lymis  to  the  testis,  since  puncture  of  the  tunica  voginalis  is  so 
frequently  necessary.  It  is  important  to  ascertain  whether  inversion  of 
the  epididymis  is  present,  since  ]>uncture  mider  these  circuni stances 
might  wound  or  destroy  tlie  vas  deferens.  In  swelled  testit^le  the  scat 
of  inversion  the  tumor  is  hmg  anteroposteriorly,  with  the  epididymis 
well  forward  and  the  testis  under  and  rather  l>ehiuil  it. 

in  cases  of  inflammation  of  the  vas  deferens  it  is  well  to  seek  it  as  it 
leaves  the  tail  of  the  epididymis,  and  trace  it  until  it  wdll  be  found  to 
be  lost  in  the  swollen  meshes  of  the  cord,  since  it  may  not  be  possible 
to  examine  it  as  it  escapes  frnm  the  canal.  The  diagnosis  of  these  cases 
is  more  difficult  when  the  portitai  of  the  cord  l>etween  the  external  and 
internal  rings  is  also  s%\'ollen* 

Prognosis. — Tlie  prognosis  of  swelled  testicle  frcnn  gonorrlio^a  is,  in 
the  main,  goml,  since  more  or  less  ei>mplete  resolution  generally  ocx'urs* 
It  depends,  however,  largely  upon  the  promptness  and  efficiency  of  the 
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treatment  and  on  the  nature  of  the  patient.  Careless  habits,  intolerance 
of  restraint,  and  poor  fibre  tend  to  make  the  prognosis  more  serious. 
The  occurrence  of  the  various  structural  complications  already  detailed, 
and  the  supervention  of  the  various  neuralgias,  of  course  make  the 
condition  more  serious.  The  fecundity  of  a  man  is  not  imperilled  by 
induration  of  one  epididymis  and  the  occlusion  of  its  vas  deferens,  but 
the  total  occlusion  of  both  of  these  ducts  renders  him  sterile.  Though 
his  procreative  power  is  lost,  his  ability  to  copulate  remains.  The  ques- 
tion of  the  sterility  of  a  man  often  becomes  an  important  matter  in  do- 
mestic relations.  It  must  not  be  stated  without  absolute  positiveness  that 
when  no  spermatozoa  are  found  in  the  semen  a  man  is  absolutely  sterile, 
since  it  may  be  that  there  is  present  a  temporary  stenosis  due  to  exuda- 
tion, and  for  the  reason  that  under  treatment  resolution  of  the  infiltra- 
tion may  be  produced.  It  is  only  in  cases  wliere  the  semen  examined 
over  long  periods  is  found  to  be  wanting  in  spermatozoa  that  the  exist- 
ence of  absolute  sterility  may  be  asserted. 

The  prognosis  is  always  better  when  the  lesion  is  seated  in  the  head 
of  the  epididymis,  and  correspondingly  worse  when  in  the  tail,  since  in 
that  event  the  spermatic  vessels  have  converged  to  form  one  tube — the 
vas  deferens.  Since  relapses  of  epididymitis  frequently  have  their 
origin  in  chronic  subacute,  deep-seated  urethral  inflammation,  their 
occurrence  will  suggest  the  necessity  of  the  removal  of  the  cause. 
Apart  from  the  varying  conditions  of  the  morbid  process  as  influencing 
the  prognosis,  the  latter  largely  depends  on  the  treatment  of  the  tes- 
ticular disorder  in  its  declining  and  chronic  stages.  If  in  these  periods 
active  conservative  treatment  is  followed,  full  resolution  may  be  ob- 
tained in  the  majority  of  cas(»s. 

Treatment. — Absolute  rest  in  bed  is  the  first  indication  in  the  treat- 
ment of  the  severe  form  of  gonorrhoea!  epididymitis.  Tlie  next  indica- 
tion is  to  place  the  swollen  organ  in  a  position  of  rest  and  comfort ;  and 
for  this  the  susjiensory  bandage  is  generally  useless.  A  number  of 
excellent  procedures  are  at  our  oonimand.  The  simplest  is  to  form  an 
immovable  platform  or  shelf  on  which  the  organ  may  rest.  This  may 
be  done  with  India-rubber  adhesive  plaster;  and  though  regarded  as 
dirty  and  objectionable  by  some,  it  by  a  little  trouble  can  be  made 
cleanly  and  serviceable.  A  sufficiently  long  strip  of  adhesive  plaster, 
three  to  five  inches  wide,  is  placed  across  the  thighs  of  the  recumbent 
patient  so  high  up  that  its  superior  border  touches  his  perineum,  whose 
scrotum  for  the  moment  has  been  carefully  lifted  toward  the  body. 
While  sufficient  adhesive  surface  is  applied  to  the  thighs,  that  portion 
of  the  plaster  which  forms  the  bridge  i)c;tween  them  may  be  covered 
with  gutta-percha  tissue,  which,  being  folded  under,  adheres  to  the 
adhesive  plaster.     Another  efficient  method  requires  a  soft  linen  or  silk 
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hantlkert^bief,  whiefi  sh<>nl(l  he  folded  (ImgoTuilly  *so  as  to  form  a  tri- 
augtr,  hi  tlie  centre  of  tlie  base  of  Avhieli  twu  pieces^  of  tape  are  to  he 
sewn.  Having  plaeecl  a  tinn  waisthaad  arouiul  the  bixly  just  above  the 
iliae  erects,  the  scrotum  is  elevated  aii<l  tlie  eentre  of  the  base  of  the 
handkerehief  triangle  is  phieed  in  iieeord  with  the  rajilie  of  the  fc^erotiim. 
The  tiqies  are  earried  around  the  thighs  on  either  side,  and  are  secured 
by  the  waistbsind  near  the  iliae  erests.  Having  thus  rendered  the  Inind- 
age  firm,  the  two  outer  ends  of  the  handkerehief  are  brouglit  upward  along 
the  folds  of  the  groin  and  secured  to  the  waist-lmndage,  while  the  ajR^x 
of  the  handkeixdiief  triangle  is  Ijrtmgltt  upward  in  the  meelian  line  and 
also  seen  red  to  tlie  Imihk  By  these  means  the  testes  may  !)e  kept  at 
rest  and  any  form  of  applieation  may  be  used. 

What  is  known  among  athletes  and  actors  as  the  jock-strap  is  also 
very  useful  in  eases  of  swelled  testicle  either  when  the  patient  is  in  bed 
or  on  fiMit, 

The  scrotum  may  also  be  supported  by  a  wad  of  oakum  or  absorbent 
cotton  placed  between  the  thighs. 

The  next  indication  is  to  udminister  a  brisk  cathartic  in  the  form  of 
pills  or  a  powder  of  from  five  to  ten  grains  of  calomel  and  bicarl>onate 
of  soda.  The  diet  must  !je  mild  and  sjwiring,  preferably  of  milk  or  of 
toast  and  weak  tea.  Little  internal  mevlieation  is  neeessary,  tliouglj  the 
mixture  of  biearl)onute  of  potassa  with  tincture  of  hyoscyamus  may  be 
given. 

In  some  severe  (*iLses  a  gocKlly  ntmilxT  of  leeches  may  be  applied  to 
the  groin  as  far  down  as  the  scrotum. 

For  tlie  relief  of  ]min,  particularly  at  night,  some  prepanition  of 
opium  ujay  Ije  used  in  the  fcirm  of  jdll,  su]»pository,  or  hyi>odermic 
injeetioiL  Salicylate  of  soda  has  been  ex[doited  as  a  valuable  rcmcxly 
in  tliese  i-ases,  but  it  has  failed  utterly  in  my  hands  to  comfort  the 
patient  or  afleet  the  phlegmasia  in  any  way. 

In  general,  a  strong  lead-and-opium  ^vash,  perhaps  combined  with 
muriate  id'  ammonia,  and  applied  to  the  t^rgau  properly  fixed  on  old 
linen  t>r  lint,  or  absorbent  cotton  or  gauze,  is  a  most  efficient  and  reliable 
remedy.  At  the  onset  of  tlie  affection  ice,  guardedly  applied,  may  l)e 
used*     For  this  piirp<)se  an  iee-bag  may  l>e  employed. 

In  some  ceases  cold  applications  are  not  grateful,  and  in  them  hot 
tt»baccH>  poultices  will   ]ui>ve  very  effieaeious. 

The  following  ointments  are  often  of  service  when  spread  thickly 
on  lint : 


1^*  Pulv,  opii, 
Pulv.  cam  ph., 
Vaseline  or  glyeerini, 


3y ; 

Sss  ; 
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And 

^,  Piilv.  opii, 

Piilv.  amyli,  da  gj  ; 

Glycerini,  q.  s. 

Ft.  paste  of  the  thickness  of  tar. 

When  the  intensity  of  the  inflammation  is  on  the  wane,  due  to  the 
use  of  either  heat  or  cold,  a  more  radical  treatment  may  be  followed. 
Ever)'  effort  must  be  made  to  cure  the  inflammation  of  the  deep  ure- 
thra. One  of  the  most  beneficial  is  the  application  at  while  heat  of 
Paquelin's  cautery  over  the  scrotum  corresponding  to  the  swelled  tes- 
ticle. The  parts  must  first  be  shaved  and  thoroughly  w^ashed.  The  tip 
of  the  cautery  may  then  be  applied  rapidly  and  but  for  a  second  or  two 
in  ten  or  twelve  spots  well  separated  from  each  other.  The  scrotum  is 
then  to  be  enveloped  in  absorbent  cotton  and  put  in  a  comfortable  band- 
age. The  cautery  may  be  used  every  two,  three,  or  four  days.  The 
eflect  will  usually  be  promptly  seen  in  the  amelionition  of  the  symptoms 
and  the  subsidence  of  the  swelling. 

Very  much  benefit  and  comfort  can  be  obtained  by  the  aseptic  with- 
drawal of  fluid  from  the  cavity  of  the  tunica  vaginalis  by  means  of  a 
hypodermic  syringe  just  as  soon  as  it  can  be  done. 

Another  method  of  treatment  in  the  declining  stage  is  the  applica- 
tion every  day  or  two  of  a  solution  of  nitrate  of  silver  (60  or  120  grs. 
to  the  ounce  of  water).  The  whole  of  the  affected  side  is  painted  and 
the  parts  treated  as  directed  after  the  cautery  treatment. 

In  subacute  and  chronic  cases  an  ointment  composed  of  guaiacol  and 
vaseline  (10  or  15  to  100)  may  be  used.  Ichthyol  ointment,  20  to  100, 
may  cause  resolution  of  the  induration. 

Strapping  the  testicle  is  never  appropriate  in  the  acute  stage,  though 
it  may  be  beneficial  in  some  cases  of  chronic  swelled  testicle.  It  is 
much  less  commonly  employed  now  than  formerly,  owing  to  the  fact 
that  it  is  difficult  of  application,  is  not  cleanly,  loosens  quickly,  and 
often  gives  rise  to  fissures  and  inflammation  of  the  skin.  The  scrotum 
must  be  smoothly  shaved  before  the  plaster  is  applied.  Mercurial, 
belladonna,  or  the  plain  rubber  adhesive  plaster  may  be  used  in  strips 
of  three-quarters  of  an  inch  in  width. 

Another  method  of  strapj)ing  is  carried  out  as  follows  :  the  testis  is 
grasped,  around  its  upper  portion  a  ring  of  adhesive  plaster  is  fixed,  and 
covered  over  with  a  piece  of  silk  handkerchief,  over  which  is  a  thick 
layer  of  absorbent  cotton,  and  over  that  again  a  layer  of  gutta-percha 
tissue.  Then  over  the  whole  strij)s  of  adhesive  plaster  are  passed  in  a 
circular  manner,  so  that  the  ends  may  be  drawn  more  or  less  tightly 
before  being  fixed.     About  every  twenty-four  hours  it  is  necessary  to 
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tighten  the  adhesive  strips.  Ri-muval  of  fluid  iVuoi  tho  tuiiiea  vaginalis 
is  espwially  nece.s«an^  in  all  ca^es  before  ciimpres^iun  h  applied. 

In  thoae  extrenii'ly  severe  but  quite  rare  casi'^s  in  which  the  te^stis  U 
also  inflamed,  togetlier  with  serous  eflnsion  in  the  tuniea  vaginalis, 
prompt  puneture  of  the  Siic  is  urgently  called  for,  and  i^  euiunioidy 
followed  by  marked  relief  of  the  jMin  and  tension  in  the  organ.  It  is 
well  to  employ  a  small  straight  l>istonry,  and  to  uiake  a  number  of 
niiuute  punctures  well  dnwu  into  the  eavity  of  the  tuuiea  vaginalis, 
over  its  medisni  juhI  must  rnnuded  portion,  taking  care  that  the  tunica 
alhngiuea  is  tmt  wmuuled.  When  ]»raetirabh%  in  these  cases  withdmwal 
of  tlie  fluid  by  the  byi>odermic  syringe  may  be  done. 

The  treatment  of  neuralgia  of  the  testis  foUowing  gonorrha>a,  or 
indeed  any  morbid  process,  should  be  dirtctetl  priruarily  to  the  atfectetl 
part.  Blisters  with  amthariilal  eollmliuu  nmy  priKluee  much  benefit, 
Pa(pielin*s  aiutery  and  the  various  stimuhiting  applicatious  already 
detiuled  may  be  used.  Opium  and  belladonna  ointment  may  also  be 
of  servieej  aee^trding  to  the  symptoms.  If  any  thickening  of  the  epi- 
tlidyniis  or  conl  can  be  made  *nit^  it  should  receive  encrgetie  treatment 
on  the  lines  followed  in  treating  induration  of  the  epididymis.  In  every 
cast*  llit*  couditiivn  of  the  deep  urethra  sliould  lie  ascertained^  mid  if  any 
iiiflaujmution  be  tound^  it  should  lie  treateil.  Any  general  morbid  eou- 
ditiou  shfjuli!  be  carefully  considered,  and  proj)er  medication  and  hygiene 
should  be  iustiiuti^d, 

Induraticju  of  tlie  ej>ididymis  and  enlargement  of  the  testis,  which 
iM>metimes  follow  goriorrhiia  or  other  nuu4>id  processes,  require  some  of 
th»'  foregoing  ntetlnKls  of  treatment.  Stimulation  and  compression  ai-e 
cs)ierially  indieatcfl.  Strapping  the  testis  and  the  use  of  the  other  etmi- 
pre.Hf-iiig  agi'iit-i  ^h(»uld  lie  employe<l.  In  some  cases  bencflt  follows  the 
«yiu'hre»iitnis  use  of  iodine  or  iodide-of*lead  ointment.  In  some  cases  of 
ehronie  iuduratinn  i»f  the  testis  and  epididymis,  not  due  to  syphilis^  raer- 
euriid  c»iul UH'Ut  with  eompressi<ui  will  prodiiee  resolution.  Then,  again, 
I  havi'  sei*u  great  iK'iu^fit  follow  the  eouduiUHl  use  of  mercurial  ointment 
artd  the  mixed  treatment,  though  the  iu<luration  was  wholly  due  to  giui- 
orrho-a,  ami  not  even  remotely  to  syphilis,  lu  obstinate  ciises  it  is 
always  well  to  try  this  eombination  treatment.  In  all  cases  of  swelled 
tcmtielc*  it  is  uet^essary  to  ciin^  the  coexisting  posterior  urethritis. 

OONOERHCEAL  RHEUMATISM, 
The  tt*rm  **gonorrlueal  rheumatism"  Is  applied  to  a  complex  inflam- 
mation, eliieily  c»f  the  joints,  faseiie,  bursie,  and  tendinous  sheaths,  and 
al^o  r»f  the  eye*  and  fibrous  tissues,  which  fed  tows  in  the  course  of 
uri»thral  gonorrhoea  and  gonorrho*ad  vulvitis,  vaginitis,  and  conjunctiv- 
itis*,    ll  sometimes  contpticatcs  urethral  suppuration  caused  by  instru- 
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mentation,  even  as  simple  as  the  passage  of  a  sound.  This  form  of 
rheumatism  does  not  complicate  balanitis  or  simple  inflammations  of 
the  external  genitals  of  the  male  or  female. 

Gonorrhoeal  rheumatism  attacks  men  more  frequently  than  women, 
and  is  seen  in  infants  and  in  the  young  and  the  old.  It  has  no  etiolog- 
ical relation  to  a  pre-existent  rheumatic  condition  or  diathesis,  for  the 
reason  that  we  see  many  truly  rheumatic  subjects  who  may  suffer  from 
gonorrhoea  without  becoming  affected  with  its  rheumatism.  This  affec- 
tion may  follow  each  attack  of  gonorrhoea,  but  such  a  course  is  far  from 
being  the  invariable  rule,  since  many  men  have  thus  suffered  once  after 
gonorrhoea,  and  never  agsiin  after  subsequent  infections. 

The  inflammatory  process  in  gonorrhceal  rheumatism  is  ciiused  by 
the  gonococcus  and  its  toxins,  but  the  morbid  condition  may  be  further 
complicated  and  aggravated  by  the  concurrent  or  subsequent  action  of 
pyogenic  microbes.  Whether  the  cases  presenting  ordinary  serous 
effusion  are  due  to  the  gonococcus  alone  or  it«  toxic  products,  and 
whether  the  cases  of  articular  and  fibrous-tissue  abscesses  are  due  to  the 
action  of  the  gonococcus,  aided  by  that  of  pus-microbes,  we  cannot 
to-day  state  with  scientific  precision.  The  results  of  observation  seem, 
however,  to  show  that  when  the  joint-effusion  is  serous  or  serofibrinous 
the  gonococcus  is  found  in  it,  and  that  w  hen  it  is  seropurulent  or  puru- 
lent pyogenic  microbes  are  found.  There  seems  to  be  sufficient  evi- 
dence at  hand  to  warrant  the  statement  that  in  many  cases  the  pyogenic 
microbes  dominate  in  the  ])hlegmasia,  and  thus  the  gonococci  perish  in 
whole  or  in  part. 

It  is  very  difficult  to  state  definitely  the  date  of  the  onset  of  gonor- 
rhoeal rheumatism.  Though  we  have  not  absolute  knowledge  on  the 
subject,  it  is  probable  that  absorption  of  septic  material  does  not  take 
place  until  the  infection  has  reached  the  posterior  urethra.  It  is  usually 
in  the  older  and  more  chronica  cases  of  gonorrluea  that  its  rheumatism 
appears;  consequently  we  more  frec^uently  see  it  develop  in  one,  two, 
three,  and  four  months  after  the  beginning  of  the  infection,  and  even 
later. 

Besides  the  joints,  other  structures  are  frecjuently  involved  in  gonor- 
rhoea! rheumatism,  either  in  combination  with  the  joint-lesions  or  as 
special  inflammations.  The  bursa?  are  (piite  frequently  attacked.  The 
bursa  in  front  of  the  tendo  Achillis  and  the  one  beneath  the  os  calcis 
are  most  frequently  involved,  while  those  of  the  w  rist,  ankle,  the  patella, 
the  tuber  ischii,  the  bicipital,  and  of  the  psoas  muscle  are  less  commonly 
attacked.  The  tendinous  sheaths  may  be  affected  in  gonorrhreal  rheu- 
matism, either  alone  or  in  combination  with  joint-lesions.  The  sheaths 
most  commonly  the  seat  of  the  inflammation  are  the  extensors  of  the 
hands  and  fingers,  the  dorsal  flexors  of  the  toes  and  the  flexor  pollicis, 
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tin'  lar^o  oiie»  of  thu  knw  and  tlic*  elbow,  are  not  itifroqiiently  involved 
hy  thm  f«»nu  of  rIi<*(niiatisTii»  whieh  is  called  periarticuhir  ^^ooorrhcpal 
rlit'iHuati.'^in.  This  may  al>o  he*  said  of  smaller  joints,  ^\w\\  as  of  tlie 
handh,  f*'<'1,  aiifl  loi-^.  In  thost*  fases  ther«  is  mi  intra-ai'tienhvr  phleg- 
hiiHia.  The  plaiilar  and  |»ahnjir  fasria  an^  ijnite  mri'ly  the  seat  id* 
^on^rrhoMd    iiithiiniiiatioM. 

Tfii'  t^ssriitinl  Vrnan  of  the  joints*  is  an  inflammation  of  their  synovial 
inendjiMnii%  wliicli  may  result  in  serous  synovitis,  serofiltrinons  syno- 
vilis,  ?^t'ro|*urul4'Ul  nynovilis,  whieh  are  the  more  comniuii  forms,  and 
|»nndenl  svnoA'itis,  wlii<'h  is  (juitt^  rare.  Gduorrlntal  rhenmatisra  \n 
i*?(«eu(iid1y  nu  liydnirtlirosis^  and  in  very  many  instances  the  disease  is 
eonlhied  \u  lire  synovial  memhrnue  of  tlie  jtnnt  dnrin*;  tlie  whole  eourse 
wi  \\\v  alVeetion« 

In  M\n\v  eases  tin*  diseharj^i^  eeasc^s  when  the  rhenmatism  begins  ;  in 
othtMN  it  i>  inei*(aM*d  liefore  its  onset,  and  in  still  other  eases  there  is  no 
iiltenHion  in  ii.^  i'onr^*\ 

Acute  intlanunalion  of  one  joint,  |mrtieulurly  of  the  knee,  ami  called 
||titiiti?«t  iH  fhe  n*o>t  iv^mmon  form  of  gonorrlKeal  rheumatism.  This 
form  in  eulleil  acute  mont»artienlar  pmorrlHcal  rlieumatism.  In  this 
niKM^ion  then*  may  Im«  no  pn^nonitory  symptoms  Mhalever,  and  the 
))(itunitV  Hr^f  iHunplaint  will  Ik'  tluiC  his  joint  is  mther  jxiinful  and  that 
\\^  lim|v»  !»tightly.  In  other  castas  then*  is  a  slight  chill  and  fugitive 
|itiiiiK  over  tho  U^ly,  with  malaisi'  and  mild  fever.  Thc^sc  symptoms 
wAwt  til  \\w  lvvdnuihni!*i!i.  In  mon*  seven*  eases  these  symptoms  are 
nuhdi  si^wnUuikni^  <>*•**!«  f^vur  in  which  then*  is  mikl  deliriunn  with 
n  ixmiliiioti  n'sit^ml^liiii;:  ty|4ioid  fewr  in  its  ihini  wet^k.  Again,  thero 
Hfv  mn*  iTftsin*  in  wKieli  the  (vitieiit  is  stupiii,  dulU  heavy,  and  T<?fY 
fev«»Hili  (lnM|V  H^a^*  tvi  104'*  FiJirA  »mi  pnjsmts  iht>  a)){ieamnc^  af 
|iv%4^)|liiiiil  tfi^ie  iuh^xh'aiH^^  The  synipKuus  may,  tlien^fonL\  be  venr 
miW*  «|iMte  spewtv^  aint  ex\vpti**iiaUy  \^n*  sh^x^mv  ami  even  irrave  in 
edtmUhHer.  TV  aeme  iJT  ibe  e%msliliUH>nal  symjut^ois  is  i^eiienilly 
lt«belk«\t  wilKi«i  a  ^^eek^  aii^l  fW^cn  tliat  tiviie/^vn»n|  tbey  mi^  in  aK>ul 
iW  ?^Miiie  ilejeive  %>f  miMncssb  v^  ?rwriiy.  S^iratini^*  ^»  i>^miiM>u  and  so 
v^^t^iK  ill  ^wdiiMtnr  rt»taiMatb«m  i»  mA  ob^nrvifd  iki  any  i^iart^t^l  exiewt 
life  iIn"  R^m  mmW  %%^iMtile«iilk^irk 

In  iBV'iiiNml  limns  it  nifii^Y  l«e  $lal«d  iknt  tbe  ^TaA|ihi«i^  anr  ratlm^ 
nM  in  tmM^  \^  wf^wnji,  eAi;<t4m.  mtWc  m^^tv  ^wtv  w)i«^  ibr  rllu^mi  fe 
lifii4MniiMiiv  an4  nl^M  ^wnr  %iiirm  it  &!«  ?«r<\%|mmle«i  nr  | 

TW  fmi  in  iW  >^M  i$  at  iM  4^U  Inn  it    , 
intrniily.  |iaf%ign>ii<y  it  ike  fnlimi  ^^ninmrc^  H^  f>n  dN^nt    Thtt  tri^ 
<ii<nni#  vC  nrf¥n»  gSjAo,  inl^  llir>nnl  nrr  i^^mh  lamifi.     If  iW  I 
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is  affected,  the  patella  is  soon  elevated  above  the  level  of  the  femur,  and 
two  fluctuating  cushions  may  be  seen  on  each  side  of  its  upper  |X)rtion 
and  over  the  lower  extremity  of  the  femur,  and  two  similar  ones  on  each 
side  of  its  lower  portion  over  the  head  of  the  tibia.  The  patella  floats 
in  the  fluctuating  cushion,  and  if  pressed  downward  it  rebounds  with  a 
distinct  click.  With  the  onset  of  the  effusion  heat,  redness,  and  swell- 
ing are  observed  in  the  investing  integument.  In  many  acute  cases 
there  is  no  perceptible  thickening  in  the  fibrous  structures  around  the 
joint.  In  the  chronic  form  this  extra-articular  condition  may  be 
observed.  In  the  acme  of  the  affection  the  joint  is  much  enlarged  and 
distended,  the  skin  is  red  and  tense,  and  there  is  pain  which  may  be 
dull  and  continuous  or  throbbing  and  stabbing.  In  many  cases  the 
pain  is  worse  at  night.  As  the  phlegmasia  in  the  joint  increases  the 
limb  becomes  more  and  more  immobile. 

This  monoarticular  form  of  gonorrhoeal  rheumatism  may  constitute 
the  whole  affection,  but  in  some  cases  other  joints  become  involved. 
When  the  disease  thus  spreads,  there  is  no  abatement  of  the  morbid 
process  in  the  joint  first  affected,  but  there  may  be  an  intensification  of 
the  general  symptoms.  Under  favorable  circumstances  the  acute  dropsy 
of  the  joint,  in  the  monoarticular  form,  subsides  in  from  four  to  six 
weeks,  but  if  the  morbid  process  is  more  severe  and  the  exudates  are 
serofibrinous,  seropurulent,  or  purulent,  then  the  duration  is  much 
longer — we  may  say  indefinite. 

Monoarticular  gonorrhoeal  rheumatism,  also  calleil  gonocele,  may 
begin  in  a  slow  and  subacute  manner,  and  may  then  develop  into  a 
chronic  affection.  In  this  event  the  patient  experiences  very  little  pain, 
and  only  some  inconvenience  in  walking  and  moving  the  joint.  Sooner 
or  later  he  discovers  that  the  joint  is  enlarged  and  the  seat  of  serous 
effusion.  There  is  no  extra-articular  inflammation  and  no  general  sys- 
temic reaction.  In  this  condition  the  joint  may  remain  for  many 
months.  In  some  cases  visible  improvement  may  be  noted,  which  is 
usually  followed  by  an  exacerbation  of  a  low  grade.  In  this  way  the 
case  may  hitch  and  halt  until  inflammatory  changes  in  the  synovial 
membrane  and  articular  surface,  and  even  the  bones,  are  developed  and 
arthritis  deformans  results. 

The  less  common  form  of  gonorrhoeal  rheumatism  is  that  in  which, 
as  a  general  rule,  two  or  three,  and  exceptionally  many,  joints  are 
involved,  and  it  is  called  polyarticular  acute  gonorrho?al  rheumatism. 
The  symptom-complex  of  this  form  resembles  that  of  the  monoarticular 
form.  The  course  of  this  joint-affection,  liowever,  is  different.  Some- 
times during  the  course  of  the  inflammation  in  the  first  joint  a  second 
one  is  attacked,  but  there  is  usually  no  marked  amelioration  in  the  con- 
dition of  the  first.     With  each  joint-involvement  tlie  symptoms  may 
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cerbation,  wliich  ia  soon  followed  by  a  remisjsiou  ;  and 
progre«8e8  until  *?evural  or  many  joints  are  involved. 
Uf^Tjally  till'  THinilRT  of  jointH  involvoil  is  not  as  great  as  in  articular 
rlieuniatisni.  I  liavt^  linweverj  neen  a  tuise  in  which  every  joint  of  the 
body,  even  iIm'  Icitiporoniaxillary  articnlation,  was  thus  involved,  and 
as  a  result  hecanie  ankylosed. 

In  tliiH  form  also  tliere  is  usually  trot  the  painful  thickening  uf  I  he 
fibroUH  tii^sueH  arounti  the  joint  wlneh  is  sueh  a  marked  feature  oTurtie- 
ular  rheumatism.  The  (Jisj>ro|jortion  between  the  general  symptoms 
and  tlie  joint-lesious  is  so  marked  in  gonorrhreal  rheumatism,  and  in 
Hiieh  contrast  with  what  oceiirs  in  acute  artinilar  rheumatisii],  in  wbieh 
the  symptoms  are  severe  and  striking,  that  the  nature  of  the  complaint 
is  readily  detenu ined* 

The  course  of  tljis  form  of  rheumatism  depends  largely  on  the 
nature  of  the  efl'usion  and  of  the  exudates.  If  the  lesion  is  simply  a 
serous  effusion,  tlie  at! taction  may  hist  two,  three,  or  many  months.  If 
it  is  serofibrinous,  it  may  last  hmger  ;  and  if  seropurnlent  or  pnruleut, 
the  course  may  be  indefinite, 

Clirotiie  dropsy  of  the  joints  more  or  less  disorganization,  and  even 
ankylosis,  may  result.  In  very  ebronie  eiises  atrophy  of  the  muscles 
conneeted  with  the  diseased  jointi^  may  *x!cun 

As  complications  of  the  polyarticular  form  of  gonorrhceal  rheuma- 
tism we  sometimes  see  selemtic  iritis,  atpio-eapsulitis,  bursitis,  and 
inflammation  of  tendinous  sheaths. 

There  are  certain  minor  forms  of  gonorrhoeal  rheumatism  which  may 
or  may  not  jiresent  conspicuous  objective  and  subjective  symptoms. 
These  arc  inflammations  of  tendinous  sheaths,  of  bursie,  of  fascite,  and 
of  the  extra-articular  stnictnres.  The  tendinous  sheaths  may  be  affected 
alone  or  synehrononsly  with  the  joints.  Those  most  commonly  attacked, 
are,  as  Ix^fore  stated,  the  extensors  of  the  hands  and  fingers,  the  dorsal 
flexors  of  the  tws  and  the  flexor  i>oHieis,  the  sheaths  of  the  biceps 
bniehii,  and  the  tendo  Achillis.  The  visible  signs  of  this  affection  are 
rtHlness  and  swelling  along  the  course  of  the  tendon.  Tliis  elongated 
phlegmasia  is  more  or  less  pairdVil,  and  causes  more  <ir  less  functimial 
impairment  (*f  the  jmrt  affeetetl.  So  eoninionly  is  this  condition  due  to 
gonorrluea,  and  so  strikingly  in  contrast  with  t!ii*  pldegmasie  non-pniu- 
fid  tendinitis  due  to  syphilis,  that  its  nature  will  be  readily  jwiTeived. 
Tuberculons  inflammation  of  these  structures  may  be  attended  with  an 
aeuteness  of  symptoms^  objective  and  subjective,  which  may  suggest 
gonorrhcea  as  their  origin.     This  |)oint  should  always  be  borne  in  mind. 

Inflammation  of  [>ursie  due  ti>  giuiorrlifea  shfiws  itself,  at  first,  as  a 
localized  retl  and  nither  jiainful  swelling  of  the  part.  If  the  affection 
becf>nies  chronic,  tlie  reilness  in  a  measure  disap|Knirs  and  the  part  be- 
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comes  less  painful.  The  bursae  of  the  tendo  Acliillis,  of  the  os  caleis, 
wrist,  ankle,  patella,  and  tuberosity  of  the  ischium,  are  the  ones  most 
commonly  attacked.  This  aflTection  may  be  acute,  subacute,  and  chronic 
in  course. 

It  is  not  uncommon  to  find  concomitant  inflammation  of  tendinous 
sheaths  and  of  bursae  in  the  course  of  polyarticular  acute  gonorrhoeal 
rheumatism. 

Inflammation  of  the  investing  structures  of  joints,  and  sometimes  of 
the  ends  of  large  and  expansive  tendons,  is  a  rather  infrequent  form  of 
gonorrhoeal  rheumatism,  and  is  termed  arthralgia.  This  condition  may 
exist  alone  or  in  conjunction  with  a  more  extended  development  of  the 
disease.  It  may  attack  the  outer  surface  of  one  or  more  large  joints  in 
whole  or  in  part.  There  may  or  may  not  be  redness  and  swelling,  but 
there  commonly  is  pain  of  an  acute,  aching,  persistent  character.  The 
area  of  pain  may  be  limited  to  an  inch  or  moi-e  of  tissue,  and  it  may  be 
extensive.  There  is  usually  an  absence  of  general  symptoms.  This 
affection  may  last  several  weeks,  and  even  months,  but  it  generally 
yields  to  vigorous  counter-irritation. 

During  the  course  of  jwlyarticular  gonorrhoeal  rheumatism  the 
fibroas  sheaths  of  muscles  and  their  fasciae  are  sometimes  attacked. 
In  old  and  broken-down  subjects,  the  victims  of  very  chronic  and 
sometimes  never-ending  gonorrhoeal  rheumatism,  after  one,  several,  or 
many  of  their  joints  have  become  ankylosed,  the  disease  goes  on  and 
on,  attacking  the  fibrous  structures  of  muscles  and  bringing  about  their 
atrophy.  In  such  cases  also  we  may  find  persistent  arthritis  of  the  bones 
of  the  hands  and  feet,  which  results  in  permanent  disfigurement  and 
sometimes  great  deformity. 

In  some  cases  of  chronic  gonorrhoeal  rheumatism  sciatica,  mild  or 
severe,  may  occur. 

Diagnosis. — In  many  eases  the  existence  of  a  gonorrhoea  or  the  his- 
tory of  a  comparatively  recent  attack  will  suggest  the  nature  of  the  case 
under  observation.  In  the  main,  the  absence  of  sweating  and  the  com- 
paratively mild  systemic  reaction  (in  the  majority  of  cases)  will  suggest 
gonorrhoea  as  the  cause  of  the  rheumatism.  Then  the  predilection  of 
the  disease  to  attack  the  larger  joints,  j)articularly  of  the  knee,  ankle, 
wrist,  and  shoulder,  and  to  invade  only  one,  two,  or  thrcK*  joints,  is 
indicative  of  gonorrhoea  as  its  cause.  Hydrarthrosis  is  common  in 
gonorrhoeal  rheumatism,  and  is  infrcijuent  and  slight  in  the  ordinary 
form  of  the  disease.  The  absence  of  a  history  of  rheumatism  is  also 
significant  of  urethral  suppuration  as  a  cause.  The  coincident  involve- 
ment of  tendinous  sheaths,  fasciae,  and  bursoe,  with  perhaps  the  iris  and 
conjunctiva,  is  a  strong  point  against  the  case's  being  one  of  onlinary 
inflammatory  rheumatism. 
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tigliteri  the  uilliesivc  strips*  Kriiiovul  of  fiuid  from  the  tunica  vagioalis 
is  especially  necessary  in  all  cases  before  corapret^siun  is  applied. 

In  those  extremely  severe  but  quite  rare  eases  in  which  the  testis  U 
alsu  intlametl,  together  with  serous  effusion  in  the  tunieii  vagiualis, 
prompt  pmieture  of  the  sac  i^  urgently  called  for,  and  is  commonly 
followed  by  marked  relief  of  the  pain  and  tensitiU  in  the  organ.  Ii  is 
well  to  employ  a  small  straight  bistoury,  ami  to  make  a  number  of 
minute  punctures  well  down  into  the  cavity  of  the  tuniea  vaginalis, 
over  it.s  luedian  and  most  munded  portion,  taking  care  that  the  tuniea 
allniginea  is  not  woumltab  When  ]vraetienbhs  in  these  cases  withdrawal 
of  tljc  tintd  by  the  hypodermic  syringe  nuxy  be  done. 

The  treatment  of  neuralgia  of  the  testis  following  gonorrho?a,  or 
indet^i  any  morbid  proeess,  shouhl  be  diiT<^ted  primarily  to  the  iifl*eele<l 
part.  Blisters  with  ciiutharidal  collodion  may  jiroducc  much  bench t» 
Paqnelin's  cautery  and  the  various  stimulating  ai>pUeatious  already 
detiiiled  may  lie  used.  Opium  and  l>elIadonna  ointment  may  also  be 
of  service,  according  to  the  symptoms.  If  any  thickening  of  the  epi- 
diilymis  or  cord  ran  \m  made  t>ut,  it  should  receive  energetic  treatment 
on  the  lines  followed  in  treating  induration  of  the  epididymis.  In  every 
eiise  the  condition  of  the  deep  urt'thni  should  be  ascertaineib  and  if  any 
inflammation  l>e  found,  it  should  be  treate<l.  Any  general  morbid  con- 
dition should  be  carefully  considered,  and  proj^er  medication  aiid  hygiene 
shoidd  Ije  instituted, 

Indnnition  of  the  epididymis  and  enlargt^meut  of  the  testis,  which 
sometimes  folbnv  gonorrha^a  or  other  morbitl  processes,  require  some  of 
the  foregoing  mettiods  of  treatment.  Stimulation  and  cotupression  are 
especially  indiented.  Stnipjiiug  the  testis  and  the  use  of  the  other  com- 
pressing agents  should  be  etH)iloyed.  In  some  cases  benefit  follows  the 
synchronous  use  of  iodine  or  i4Klide-of-lead  ointment.  In  some  eases  of 
chronic  induration  of  the  testis  aiul  ei>idi<lyniis,  not  tine  to  syphilis,  mer- 
curin!  ointment  witfi  conipression  will  produce  resolntiou.  Then,  again, 
I  have  seen  great  benefit  folhnv  the  ciunbiucd  use  of  mercurial  ointment 
and  the  mixed  treatment,  thtJUgh  the  induration  was  wholly  due  to  gon- 
orrliica,  and  not  even  remotely  to  syphilis.  In  obstinate  ciises  it  is 
always  well  to  try  this  combinatitui  treatment.  In  all  cases  of  swelled 
testicle  it  is  necessary  to  cure  the  coexisting  posterior  urethritis. 

GONORRH(£AL  RHEUMATISM. 
The  term  ''gonorrheal  rhenmatism"  is  ajvplied  to  a  complex  inflam- 
mation, chiefly  of  the  ji>ints,  faseias  burste,  and  tendinous  sheaths,  and 
also  of  the  eye  and  flbrous  tissues,  which  follows  in  the  course  t»f 
urethnd  gonorrlKca  and  gonorrhoMl  vulvitis,  vaginitis,  and  conjunctly- 
itis.     It  sometimes  complicates  uretlmd  suppuratiou  caused  by  instru* 
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mentation,  even  as  simple  as  the  passage  of  a  sound.  This  form  of 
rheumatisra  does  not  complicate  balanitis  or  simple  inflammations  of 
the  external  genitals  of  the  male  or  female. 

Gonorrhoea!  rheumatism  attacks  men  more  frequently  than  women, 
and  is  seen  in  infants  and  in  the  young  and  the  old.  It  has  no  etiolog- 
ical relation  to  a  prc-existent  rheumatic  condition  or  diathesis,  for  the 
reason  that  we  see  many  truly  rheumatic  subjects  who  may  suifer  from 
gonorrhoea  without  becoming  affected  with  its  rheumatism.  This  affec- 
tion may  follow  each  attack  of  gonorrhoea,  but  such  a  course  is  far  from 
being  the  invariable  rule,  since  many  men  have  thus  suffered  once  after 
gonorrhoea,  and  never  again  after  subseijuent  inflections. 

The  inflammatory  process  in  gonorrlupal  rheumatism  is  caused  by 
the  gonococcus  and  its  toxins,  but  the  morbid  condition  may  be  further 
complicated  and  aggravated  by  the  concurrent  or  subsequent  action  of 
pyogenic  microbes.  Whether  the  cases  presenting  ordinary  serous 
effusion  are  due  to  the  gonococcus  alone  or  its  toxic  products,  and 
whether  the  cases  of  articular  and  fibrous-tissue  abscesses  are  due  to  the 
action  of  the  gonococcus,  aided  by  that  of  pus-microbes,  we  cannot 
to-day  state  with  scientific  precision.  The  results  of  observation  seem, 
however,  to  show  that  when  the  joint-effusion  is  serous  or  serofibrinous 
the  gonococcus  is  found  in  it,  and  that  when  it  is  seropurulent  or  puru- 
lent pyogenic  microbes  are  found.  There  seems  to  be  sufficient  evi- 
dence at  hand  to  w-arrant  the  statement  that  in  many  cases  the  pyogenic 
microbes  dominate  in  the  phlegmasia,  and  thus  the  gonococci  perish  in 
whole  or  in  part. 

It  is  very  difficult  to  state  definitely  the  date  of  the  onset  of  gonor- 
rhoea! rheumatism.  Though  we  have  not  absolute  knowledge  on  the 
subject,  it  is  probable  that  absorption  of  septic  material  does  not  take 
place  until  the  infection  has  reached  the  posterior  urethra.  It  is  usually 
in  the  older  and  more  chronic  cases  of  gonorrhoea  that  its  rheumatism 
appears ;  consequently  we  more  friMpiently  see  it  develop  in  one,  two, 
three,  and  four  months  after  the  beginning  of  the  infection,  and  even 
later. 

Besides  the  joints,  other  structures  are  frecpiently  involved  in  gonor- 
rhoea! rheumatism,  either  in  combination  with  the  joint-lesions  or  as 
special  inflammations.  The  bursa?  are  quite  frequently  attacked.  The 
bursa  in  front  of  the  tendo  Achillis  and  the  one  beneath  the  os  calcis 
are  most  frequently  involved,  while  those  of  the  wrist,  ankle,  the  patella, 
the  tul>er  ischii,  the  bicipital,  and  of  the  ])soas  muscle  are  less  commonly 
attacked.  The  tendinous  sheaths  may  be  affect  a!  in  gonorrhoea!  rheu- 
matism, either  alone  or  in  combination  with  joint-lesions.  The  sheaths 
most  commonly  the  seat  of  the  inflammation  are  the  extensors  of  the 
hands  and  fingers,  the  dorsal  flexors  of  the  toes  and  the  flexor  pollicis, 
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the  s^heaths  of  tlit*  \nvv\y>  hvwAm,  irnd  of  the  tetulu  Adiillis.  Tlie 
external  fibrouHt  structures  and  li^iiuoutous  tissues  of  joijit.s^  particularly 
the  large  ones  of  the  knee  and  the  ellmw,  ai*e  not  infrequently  involved 
bv  thi!^  i'urni  of  rheriiiiatisni,  which  is  eal!ed  periartieular  tronorrhceal 
rheumatism.  Tliis  may  also  be  said  of  smaller  joints,  sneh  as  of  the 
hands,  feetj  anrl  ti>es.  In  these  eases  there  is  no  intra-articnlar  phleg- 
inasm.  The  plantar  and  palnmr  fascia  are  tpiite  nirely  the  seat  of 
gcmorrhfcal   inflamnjation. 

The  essential  lesion  of  the  joints  is  an  inflammation  of  their  synovial 
mend>rane,  wliich  may  result  in  seronn  synovitis,  serofibrinous  syno- 
vitis, seropundent  synovitis,  which  are  tlie  more  common  forms,  and 
purulent  synovitis,  which  is  quite  rai*e.  Gonorrlneal  rheumatism  is 
essentially  an  hydrarthrosis,  and  in  very  many  instances  the  disease  is 
confined  to  the  synovial  mendu-jine  of  the  joint  <luring  the  wlnde  eonrsc 
of  the  atfeetion. 

In  some  cases  the  discharge  ceases  when  the  rheiunatism  begins  ;  in 
others  it  is  increased  l)efore  its  onsets  and  in  still  other  cases  there  is  no 
alteration  in  its  course. 

Acute  inflammation  of  one  joint,  particularly  of  the  knee,  and  called 
gonitis,  is  the  most  common  ffvrm  of  piriorrlueal  rheumatism.  This 
form  is  calh'*t  ntNiti*  mf>noartieular  gonorrlneal  rheumatism.  In  this 
afifection  there  may  lie  no  premonitory  symptoms  whatever,  and  the 
I  Kit  lent  V  first  complaint  will  be  that  his  joint  is  rather  painful  and  that 
he  lim[is  slijjhtly.  In  otiier  cases  there  is  a  slight  chill  and  fugitive 
jmiuh  over  the  Inxly,  with  malaise  and  mihl  fever.  These  sym|»toms 
nslier  in  tlie  hydrarthrusis.  In  more  severe  eases  these  symptoms  are 
miicli  am-ntuat^'d,  f  jises  occur  in  winch  there  is  mihl  delirium,  with 
a  rruulitiim  rf^'mltliug  typhdid  lever  in  its  third  week.  Again,  there 
are  rare  ra^**^  h\  whirh  the  patient  is  stupid,  dull,  heavy,  and  very 
fi'ViTi^h  ftiiup.  102'^  to  105*'  Fahr.),  and  preseuts  the  tippearanee  of 
profntmcl  se|»tic  intoxication.  The  symptoms  may,  tlierefore,  be  very 
nuhh  quite  severe,  and  exceptionally  very  severe  and  even  grave  in 
<"haract*T.  The  acme  of  the  crmstitntional  symptoms  is  generally 
iv-arhed  within  a  wrek,  and  from  that  time  onward  they  range  in  about 
the  same  th^grLi'  of  mildiu'ss  or  severity.  Sweating,  so  common  and  so 
copious  in  ordinary  rheumatism,  is  not  ol>served  to  any  marked  extent 
in  thr>  fcirm   nndrr  consideration. 

In  general  Wvn\^,  it  may  be  stated  that  tlie  symptoms  are  rather 
mild  in  rases  of  sonnis  effusion,  rathrr  more  severe  when  the  effusion  ia 
S(Tofibriuiius,  and  mnst  severe  when  it  is  seropurulent  or  pundt^nt. 

The  pain  in  the  joint  is  at  fii-st  slight,  but  it  speedily  increa'^^es  in 
intensity,  particularly  if  the  patient  continues  to  go  about.  The  evi- 
dence!? of  serous  effusion  into  the  joint  are  soon  seen.     If  the  knee-joint 
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is  affected,  the  patella  is  soon  elevate  above  the  level  of  the  femur,  and 
two  fluctuating  cushions  may  be  seen  on  each  side  of  its  upper  portion 
and  over  the  lower  extremity  of  the  femur,  and  two  similar  ones  on  each 
side  of  its  lower  portion  over  the  head  of  the  tibia.  The  patella  floats 
in  the  fluctuating  cushion,  and  if  pressed  downward  it  rebounds  with  a 
distinct  click.  With  the  onset  of  the  effusion  heat,  redness,  and  swell- 
ing are  observed  in  the  investing  integument.  In  many  acute  cases 
there  is  no  perceptible  thickening  in  the  fibrous  structures  around  the 
joint.  In  the  chronic  form  this  extra-articular  condition  may  be 
observed.  In  the  acme  of  the  affection  the  joint  is  much  enlarged  and 
distended,  the  skin  is  red  and  tense,  and  there  is  pain  whicli  may  be 
dull  and  continuous  or  throbbing  and  stabbing.  In  many  cases  the 
pain  is  worse  at  night.  As  the  phlegmasia  in  the  joint  increases  the 
limb  becomes  more  and  more  immobile. 

This  monoarticular  form  of  gonorrhoeal  rheumatism  may  constitute 
the  whole  affection,  but  in  some  cases  other  joints  become  involved. 
When  the  disease  thus  spreads,  there  is  no  abatement  of  the  morbid 
process  in  the  joint  first  affected,  but  there  may  be  an  intensification  of 
the  general  symptoms.  Under  favorable  circumstances  the  acute  dropsy 
of  the  joint,  in  the  monoarticular  form,  subsides  in  from  four  to  six 
weeks,  but  if  the  morbid  process  is  more  severe  and  the  exudates  are 
serofibrinous,  seropurulent,  or  purulent,  then  the  duration  is  much 
longer — we  may  say  indefinite. 

Monoarticular  gonorrhceal  rheumatism,  also  called  gonocele,  may 
begin  in  a  slow  and  subacute  manner,  and  may  then  develop  into  a 
chronic  affection.  In  tliis  event  the  patient  experiences  very  little  pain, 
and  only  some  inconvenience  in  walking  and  moving  the  joint.  Sooner 
or  later  he  discovers  that  the  joint  is  enlarged  and  the  seat  of  serous 
effusion.  There  is  no  extra-articular  inflammation  and  no  general  sys- 
temic reaction.  In  this  condition  the  joint  may  remain  for  many 
months.  In  some  cases  visible  improvement  may  be  noted,  which  is 
usually  followed  by  an  exacerbation  of  a  low  grade.  In  this  way  the 
case  may  hitch  and  halt  until  inflammatory  changes  in  the  synovial 
membrane  and  articular  surface,  and  even  the  bones,  are  developed  and 
arthritis  deformans  results. 

The  less  common  form  of  gonorrhoeal  rheumatism  is  that  in  which, 
as  a  general  rule,  two  or  three,  and  exceptionally  many,  joints  are 
involved,  and  it  is  called  polyarticular  acute  gonorrhceal  rheumatism. 
The  symptom-complex  of  this  form  resembles  that  of  the  monoarticular 
form.  The  course  of  this  joint-affection,  however,  is  different.  Some- 
times during  the  course  of  the  inflammation  in  the  first  joint  a  second 
one  is  attacked,  but  there  is  usually  no  marked  amelioration  in  the  con- 
dition of  the  first.     With  each  joint-involvement  the  symptoms  may 
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undergo  an  exacerbation,  wliicb  L^  soon  foUowetl  l>y  a  remii^siou  ;  and 
thns  the  case  prf)]^resse.s  until  sevcmS  or  many  joints  are  involved. 
Usnally  the  nuniher  of  joints  involved  is  not  as  great  as  in  artieular 
rlieunuiti:sin.  I  Itave,  however,  ^een  a  case  in  which  every  joint  of  the 
bL>dy,  even  the  tem|K3romaxilIary  articulation,  was  thus  involved,  and 
as  a  result  became  ankylosed. 

In  this  ft>rm  also  tliere  is  usually  not  the  painful  thickeninj^  of  the 
fibrous  tissues  aruuu<l  the  joint  which  is  such  a  marked  feature  of  artic- 
ular rheumatism.  The  disproportion  l)etween  the  general  symptomis 
and  the  jtiiiit-Iesioiis  is  so  marketl  in  gonorrha^al  rheumatism,  and  in 
i^ueh  contrast  with  wliat  otrcurs  in  acute  articular  rheumatism,  in  wliicli 
the  symptoms  are  severe  and  striking,  that  the  nature  of  the  complaint 
i s  read i  1  y  il et c ruj  i  netl . 

The  coorse  of  this  form  of  rheumatism  depends  largely  on  the 
nature  of  the  efftision  and  of  the  exudates^.  If  the  lesion  is  simply  a 
serous  effusion,  the  afiection  may  last  two^  three,  or  many  mouths.  If 
it  is  serofibrinous,  it  may  last  IcMiger  ;  and  if  seropurulent  or  purulent, 
the  course  may  hv  indefinite. 

Chmnic  dropsy  of  the  joint,  more  or  less  disorgtinization,  and  even 
ankylosis,  may  result.  In  xqyj  chronic  cases  atrophy  of  the  muscles 
connected  witli  the  disease<l  joint.s  may  t»ecur. 

As  complications  of  tlic  polyarticular  form  of  gonorrhce^l  rheuma- 
tism wo  sometimes  sec  selerotie  iritis,  aipio-capsu litis,  bursitis,  an<l 
inflammation  of  tcnelinons  sheaths. 

There  are  certain  minor  forms  of  gonorrhoeal  rheumatism  which  may 
or  may  not  present  coiispieuoiis  objective  and  subjective  symptoms. 
These  are  inftamnuitions  of  tendinous  sheaths,  of  bursie,  of  fascia?,  nml 
of  the  extra-articular  structures.  The  tendinous  sheaths  may  be  affected 
alone  or  synehnuiously  with  the  joints.  Those  most  commonly  attack^!, 
are,  as  iK'forc  stated,  the  extensors  of  the  hands  and  fingers,  the  dorssd 
flexors  of  the  toes  and  the  flexor  i>ollicis,  the  sheaths  of  the  biceps 
bmehii,  and  the  tendo  Aehillis.  The  visible  signs  of  this  affection  are 
redness  and  swelling  along  tfic  course  of  tlie  tendon.  This  cl(»ngiited 
phlegmasia  is  more  or  less  jiainful,  and  causes  more  or  less  functional 
impairment  of  the  jHirt  aflfVi'tcd.  So  coujmonly  is  tliis  condition  due  to 
g(tuon"lnva,  and  so  strikingly  in  eoutnist  with  the  phlcgmasic  uon-pain- 
ful  tcntlinitis  due  to  syphilis,  that  its  nature  will  be  readily  pcrceive<J. 
Tid)erculous  inflannnation  of  these  structures  may  be  attended  with  an 
acuteness  of  sym]>toms,  objective  aiul  subjective,  which  may  suggest 
gtuiorrlura  as  their  origin.     This  p^unt  shoidd  always  be  borne  in  mind, 

Infiamuiatiiui  of  bursa*  due  to  gonorrluea  shows  itself,  at  first,  as  a 
localize*!  re<l  and  mther  painful  swelling  of  the  part.  If  the  affection 
becomes  rhronie,  the  n;*dncss  in  a  measure  disappears  and  the  part  be- 
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comes  less  painful.  The  bursae  of  the  tendo  Achillis,  of  the  os  ealcis, 
wrist,  ankle,  patella,  and  tuberosity  of  the  ischium,  are  the  ones  most 
commonly  attacked.  This  affection  may  be  acute,  subacute,  and  chronic 
in  course. 

It  is  not  uncommon  to  find  concomitant  inflammation  of  tendinous 
sheaths  and  of  bursae  in  the  course  of  polyarticular  acute  gonorrhoeal 
rheumatism. 

Inflammation  of  the  investing  structures  of  joints,  and  sometimes  of 
the  ends  of  large  and  expansive  tendons,  is  a  rather  infrequent  form  of 
gonorrhoeal  rheumatism,  and  is  termed  arthralgia.  This  condition  may 
exist  alone  or  in  conjunction  with  a  more  extended  development  of  the 
disease.  It  may  attack  the  outer  surface  of  one  or  more  large  joints  in 
whole  or  in  part.  There  may  or  may  not  be  redness  and  swelling,  but 
there  commonly  is  pain  of  an  acute,  aching,  persistent  character.  The 
area  of  pain  may  be  limited  to  an  inch  or  more  of  tissue,  and  it  may  be 
extensive.  There  is  usually  an  absence  of  general  symptoms.  This 
affection  may  last  several  weeks,  and  even  months,  but  it  generally 
yields  to  vigorous  counter-irritation. 

During  the  course  of  polyarticular  gonorrhoeal  rheumatism  the 
fibrous  sheaths  of  muscles  and  their  fasciae  are  sometimes  attacked. 
In  old  and  broken-down  subjects,  the  victims  of  very  chronic  and 
sometimes  never-ending  gonorrhoeal  rheumatism,  after  one,  several,  or 
many  of  their  joints  have  become  ankylosed,  the  disease  goes  on  and 
on,  attacking  the  fibrous  structures  of  muscles  and  bringing  about  their 
atrophy.  In  such  cases  also  we  may  find  persistent  arthritis  of  the  bones 
of  the  hands  and  feet,  which  results  in  permanent  disfigurement  and 
sometimes  great  deformity. 

In  some  cases  of  chronic  gonorrhoeal  rheumatism  sciatica,  mild  or 
severe,  may  occur. 

Diagnosis. — In  many  cases  the  existence  of  a  gonorrhoea  or  the  his- 
tory of  a  comparatively  recent  attack  will  suggest  the  nature  of  the  case 
under  observation.  In  the  main,  the  absence  of  sweating  and  the  com- 
paratively mild  systemic  reaction  (in  the  majority  of  cases)  will  suggest 
gonorrhoea  as  the  cause  of  the  rheumatism.  Then  the  predilection  of 
the  disease  to  attiick  the  larger  joints,  particularly  of  the  knee,  ankle, 
wrist,  and  shoulder,  and  to  invade  only  one,  two,  or  three  joints,  is 
indicative  of  gonorrhoea  as  its  cause.  Hydrarthrosis  is  common  in 
gonorrhoeal  rheumatism,  and  is  infrequent  and  slight  in  the  ordinary 
form  of  the  disease.  The  absence  of  a  history  of  rheumatism  is  also 
significant  of  urethral  suppuration  as  a  cause.  The  coincident  involve- 
ment of  tendinous  sheaths,  fascine,  and  bursse,  with  perhaps  the  iris  and 
conjunctiva,  is  a  strong  point  against  the  case's  being  one  of  ordinary 
inflammatory  rheumatism. 
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Inflammation  of  the  Preputial  Folliclea. 

During  the  course  of  acute  ganorrhteii  or  fol lowing  such  an  uttaek 
we  sometimes  see  niiiniTig  in  the  hmg  axis  of  the  |>enisj  between  the 
two  hiyers  of  the  prepuce,  a  little  line  of  intliiinmatory  ti,s,sue,  the  end 
of  which  h  usually  on  the  free  border  of  the  prepuce  or  just  within  iti> 
mucous  layer.  CaiTful  inspection  will  usnally  show  that  this  little  line 
ends  in  n,  minute  opening  of  the  size  of  a  pin's  head  or  of  a  pinhole, 
but  sometiniCH  it  mny  not  be  visible  except  by  the  nse  of  a  ningnifying 
glass.  Pressure  on  thi.'^  little  blind  eanal  nsniilly  cau^^^s  a  .small  dnqdet 
of  greenish  or  griyish  jius  to  exude  from  it.  This  sinus-like  lesion  may 
be  {mly  about  half  an  inch  hmg,  and  it  will  rarely  be  seen  longer  thnn 
an  inch. 

This  may  be  said  to  be  tlie  first  form  of  gonorrhtieal  preputial  follicu- 
litis. There  is,  however,  a  second  form,  in  all  probability  an  intensifi- 
cation of  the  fir-st  form,  in  which  we  lind  a  little  cherry-stone-sized 
nodule  or  abscess-cavity  situated  between  the  two  layers  of  the  prepuce 
which  has  a  well-marked  outlet  duet. 

Usually  there  is  but  one  follicnlar  abscess  ;  very  rarely  two  arc 
found.  During  the  exacerbations  of  these  chronic  sinuses  and  abscess- 
cavities  there  is  danger  of  auto-infection  of  the  urethra.  They  may  at 
these  times  also  be  the  source  of  infection  of  women. 

There  is  still  a  third  form  of  preputial  abscess.  During  an  attack  of 
gonorrhcea  a  small  red  s|K>t  is  sometimes  seen  on  either  side  of  the  fne- 
num.  This  little  red  nodidar  si>ot  soon  becomes  enlarged  and  elevatcil, 
of  the  size  of  a  pea  or  largtT,  and  at  its  aj>ex  a  minute  ojiening  is  soon 


Fiu.  26. 
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seen.  An  absc'ess  of  tins  kind  may  hurst  and  seemingly  heal  up,  or 
after  tlie  pus  has  been  ilischargeil  and  the  inflammation  has  sulisided  il 
may  be  again  infected  liy  the  urethnil  discharge,  and  again  be  the  s<.iit 
of  abscess.  This  process  may  be  repeated  sevenil  times.  In  some 
cajses,  after  the  evacuation  of  the  pus,  usually  Ijy  pressure  or  perliaps  by 
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ment.  If  healing  of  the  skin  takes  place,  the  blister  must  be  applied 
again  in  the  same  vigorous  manner.  When  blisters  fail  to  cause  the 
hydrarthrosis  to  subside,  it  may  be  necessary  to  draw  off  the  contained 
fluid  and  to  irrigate  the  joint  with  sublimate  solution,  1  :  2000.  Reac- 
cumulation  of  the  fluid  demands  a  repetition  of  the  process. 

Over  limited  patches  and  areas  of  subacute  or  chronic  nature  strong 
tincture  of  iodine  or  pure  ichthyol  may  be  applied.  In  chronic  cases, 
particularly  those  in  which  the  joint-cavity  is  not  involved,  good  results 
follow  the  liberal  internal  use  of  iodide  of  potassium.  Indeed,  in 
several  cases  in  which  there  was  absolutely  no  history  of  syphilis  I 
have  seen  marked  benefit  follow  the  use  of  the  mixed  treatment  in 
combination  with  strong  mercurial  inunctions  and  of  mercurial  fumiga- 
tions. In  two  cases  of  gonorrhoeal  rheumatism  of  the  bursse  in  front 
of  the  tendo  Achillis  I  produced  a  prompt  cure  by  the  injection  of 
fifteen  drops  of  a  5  per  cent,  watery  solution  of  carbolic  acid.  This 
treatment  may  be  used  in  all  limited  bursal  and  fascial  inflammations 
due  to  gonorrhoea. 

Paquelin's  cautery,  applied  to  limited  spots,  sometimes  tends  to  pro- 
mote resolution.  In  chronic  cases  massage  is  sometimes  surprisingly 
beneficial.  The  prolonged  systematic  use  of  dry  heat  in  high  degrees 
is  often  of  wonderful  benefit  in  causing  the  absorption  of  the  tissue- 
exudates  into  the  joint-structures.  In  all  chronic  cases,  where  prac- 
ticable, pressure  to  the  extent  of  tolerance  should  be  applied  to  the 
parts  by  means  of  elastic  bandages,  India-rubber  adhesive  plaster,  or 
plaster-of-Paris  splints.  When  suppuration  and  destruction  or  anky- 
losis of  joints  occur,  the  cases  are  to  be  treated  on  general  surgical 
principles  by  withdrawing  the  fluid  and  irrigating  the  joint.  Resection 
of  the  joint  may  be  necessary  when  the  cartilages  have  been  erodeil  and 
the  bones  exposed. 

PERITONITIS  IN  THE  MALE. 

Inflammation  of  the  peritoneum  of  greater  or  less  severity  may 
result  from  the  extension  of  the  gonorrhoea]  process  from  some  part  of 
the  seminal  apparatus  to  that  portion  of  the  membrane  in  close  con- 
tiguity with  it. 

Gronorrhoeal  peritonitis  may  be  developed  by  acute  inflammation  of 
the  seminal  vesicles.  The  infectious  process  then  begins  in  the  recto- 
vesical cul-de-sac,  where  it  may  localize  itself,  or  it  may  spread  indef- 
initely from  that  morbid  centre. 

Gonorrhceal  inflammation  of  the  vas  deferens  or  of  a  limited  seg- 
ment thereof  may  be  the  cause  of  peritonitis,  owing  to  the  fact  that 
these  anatomical  structures  are  for  a  considerable  distance  in  direct  con- 
tact with  each  other. 

Patients  attacked  by  gonorrhoeal  peritonitis  commonly  complain  of 
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c^ilii*  at  first,  nut]  soon  direct  atteiitiun  to  the  tt'iukTiiess  in  one  of  tlie 
WhjR  {m»9^  or  oftlio  groiu.  With  the  exttnimon  of  the  process  the  whole 
k^'|Kiga^triiiiH  may  Ix^eonie  i^woMeii  uikI  teiuler,  iind  fn^m  that  the  whoie 
ii^^iiiitial  eavity  may  he  attaeked.  The  s?ymptniii.s  are  rajiiil  and  small 
|iuU*,  iiiereaned  rehpimtiun,  and  high  fever,  Ttie  j>ain  is  intense,  jiar- 
lidfUrly  oil  preHHUre,  and  causes  the  patient  to  have  a  sallow,  drawn, 
Hf^l  auxioii>*  facicH.  Tliere  may  he  obstinate  const ijiat ion,  and  exeej>- 
iPtusiWy  iliarrhfca*  In  many  eases  vomiting,  partieuhirly  of  liik%  has 
h^imu  iAm^fVVil*  There  is  Ui»nally  much  distention  of  tlie  alxlomen.  In 
Am  wny  iIm*  diNi-uHe  nmy  run  on  anil  end  in  recovery,  but  a  survey  of 
|Im>'  Miitfuimv  Amv>it\  tluit  in  many  instances  death  has  ensued, 

III  ui^iy  aiMC*M  rectal  exploration  reveals  marked,  even  intense,  ten- 
itU>*irm!9*  *tr  \min  in  t[j<'  |»rostate  ami  seminal  vesicles. 

TfMtlMIlt' — TIjc  patient  must  be  put  to  bed  as  soon  as  the  pro* 

4f*miul   itiiiim  arc   Ml,     If  he  is  of  vigorous  build,  leeches  may  he 

iftf^/tM  over  till*  p!iir»fni  jiart.     Then  hot  poultices  must  lie  kept  con- 

T  ;  )y  ovi-r  iIn^  (ihdomi'n.     Opium  should  he  given  in  tern  ally,  and 

ij/i<;m*»  treitleil  ai*iMmling  to  their  iiulieations. 

OARDIAC   AFFECTIONS. 

fia  amriy  welUtitt4'>^ti'd  eases  have  been  reported,  |mrticularly  within 
ii^  fmsi  tori  ymff^^  in  which  ciirdiac  lesions  of  varying  degrees  of 
B^verhy  Imve  devi-lopfd  during  the  course  of  acute  and  clironic  gonor- 
ti^sm  tlmi  Umti*  in  now  u<»  longer  any  doubt  of  their  origin  in  thi^  viru- 
U'Mi  iufi'A'iUtiib  iirnoemi,  < 'ardiat^  coni[jlieations  of  gonorrhfca,  however, 
t^fit  vary  rnrti,  u^iiim  in  all  tcf^s  tlnm  Hfty  cases  have  been  rcpt^rted.  The 
Piittli'  pi'H  Ky*rnH  to  b«*  ihc  i»ue  nitjst  liable  to  heart  trourplications  during 
g*tlVfftl$*tHif  for  thi'ri^  an*  only  tw<i  instances  on  record  in  which  they 
ff/!^'nfri*ii  ill  women.  In  Ibi-  rmijorily  of  cases  cartliac  lesions  are  asso- 
eUU'il  witli  or  follnw  gonorrtio^nl  rheumatism  as  complications  of 
gimorrh-ru. 

Tlie  filirouH  and  sfroiis  strni-tures  nf  the  heart  are  the  piirts  primarily^ 
Hi\iii4it*\t  lh(t  i'ndoi'nnlinni  most  frctpicntly,  and  the  jwricardium  in  a 
^^nndh^r  p«  ri'i*u(ngr  of  i-iHfs. 

In  Mim<*  vnt<i'H  iht*  symptoms  arc  comparatively  mihl,  and  recover)', 
tlioiigh  gem»rally  with  irnpairnd  heart,  may  occur.  In  such  cases 
flic  pati(*ntH  mrnplain  of  a  **  stitch ''in  tfic  left  chest  and  palpitation 
of  ill**  h'^art,  wlios**  m'tion  is  accc  Icrated  and  increased,  Sometimes  a 
ulijfht  |j*'rie*ardral  rrrpitant  riih-  may  he  heard.  In  the  mild  cndocaRlial 
form  we  fmd  pal[»iiafii>iis,  the  pro1iHigalii^n  of  the  first  sound,  with 
r»)UghneHH  antl  fretpirn<T  uf  the  jmlsc  There  may  l>c  pra^canlial  did- 
m*m  and  tliMtn^MS,  and  AmiV  tlr  MottjHf  at  the  base  with  the  tirst  sound. 
Soft  blowirii:  murmurs  arc  souK'timc-^  heard  at  (lu>  a|K^x.  It  is  thought 
he  aoriie  vidvi's  are  more  cnninn^nlv  altarked  than  the  mitrah 
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The  possibility  of  the  onset  of  cardiac  trouble  in  patients  suffering 
from  gonorrhoea  should  be  kept  in  mind  by  the  surgeon,  and  if  found, 
the  patient  should  at  once  be  put  to  bed  and  properly  cared  for. 

Reported  cases  show  that  a  very  grave,  even  deadly,  form  of  endo- 
carditis is  a  very  rare  complication  of  gonorrhcea.  In  these  cases, 
though  the  heart  affection  is  a  very  prominent  feature,  the  essential 
morbid  condition  is  really  pyemia. 

This  serious  disorder  is  probably  caused  by  the  pyogenic  microbes. 

The  prognosis  in  all  these  cases  is  grave. 

The  treatment  must  be  based  on  the  indications  presented. 

Pyaemia. 

Besides  the  cases  of  endocarditis  and  pericarditis  which  have  their 
origin  in  urethral  suppuration,  there  are  a  number  of  cases  of  pyjemia, 
in  some  of  which  there  were  heart-complications,  on  record,  in  which 
the  infection  was  derived  from  pus-foci  near  the  urethra. 

A  study  of  the  various  published  cases  of  pyaemia  following  gonor- 
rhoea shows  that  some  are  mild  in  character  and  end  in  recovery,  whilst 
others  are  of  a  malignant  type  and  end  in  death. 

AFFECTIONS   OF  THE  SPINAL  CORD. 

Within  a  few  years  crises  have  been  reported  in  which  there  was 
inherent  evidence  that  certain  spinal  affections  and  symptoms  had  their 
origin  in  urethral  gonorrhoea.  In  these  cases  dorsolumbar  pain,  girdle 
pain  around  the  lower  part  of  the  chest,  lightning  pains  in  the  lower 
limbs,  extreme  hyperaesthesia,  motor  paresis,  exaggeration  of  the  reflexes, 
aud  epileptoid  trepidation  were  observed.  These  symptoms,  referable 
to  disease  of  the  cord  and  its  meninges,  recurred  severely  on  these  occa- 
sions coincidently  with  articular  lesions  and  the  recurrence  of  the  gon- 
orrhceal  discharge.  In  a  reported  case  in  the  second  week  of  acute  gon- 
orrhoea the  patient  was  attacked  with  pain  in  the  region  of  the  crural 
nerves,  double  hydrarthrosis,  tarsal  and  tibio-tarsal  arthritis,  pains  in  tlie 
head,  lightning  pains,  exaggeration  of  knee-jerks,  epileptoid  trepidation, 
tremor  and  spasm  of  the  limb  when  the  foot  was  placed  on  the  ground, 
muscular  weakness,  and  dorsolumbar  pains,  followed  by  muscular 
atrophy. 

EXTERNAL  XTRETHRITIS. 

Under  the  title  external  urethritis  we  understand  several  varieties 
of  chronic  inflammation  which  have  their  origin  in  gonorrhoea,  are 
seated  in  the  follicles  and  ery])ts  of  the  external  surfaces  of  the  penis, 
and  are  of  very  chronic  and  relapsing  character. 
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Inflammatioii  of  the  Preputial  Follicles. 

During  the  cuiir.si!  of  atniU'  gotiorrha^ii  or  falltnviiig  such  an  attack 
we  stjiiictinies  see  running  in  the  h^ng  axis  of  the  penis,  between  tlie 
two  luycrs  of  the  prepuee,  a  little  line  of  inflaniniatory  lis.'^ue,  the  end 
of  which  is  usually  on  the  free  hurtler  of  the  [)repuce  or  just  within  its 
mucous  hiyen  Cart^ful  iuspection  will  usually  show  that  this  little  line 
ends  in  a  minute  t»pening  of  the  size  of  a  pin\^  head  or  of  a  pinhole, 
but  sometimes  it  may  not  l>c  visible  except  by  the  use  of  a  niagni tying 
glass.  Pressure  on  this  little  blind  canal  usually  causes  a  small  droplet 
of  greenish  or  grayish  pus  to  exude  from  it.  This  sinus-like  lesion  may 
be  only  about  half  an  iueh  k»ng,  and  it  will  rarely  be  seen  longer  than 
an  iueh. 

This  maybesaiil  to  he  the  first  form  of  gonorrhreal  preputial  foil ieu- 
litis.  There  is,  however,  a  second  form,  in  all  ]irobahility  an  intensifi- 
eatitai  (»f  the  first  form,  in  which  we  find  a  little  cherry-stone^sized 
HiMlnle  or  abstH?ss-cavity  situated  between  the  two  layers  of  the  prepuce 
w^iich  has  a  well-marked  outlet  duct. 

Usually  there  is  bid  one  follteular  abscess  ;  very  rarely  two  are 
finind*  During  the  exacerbations  cd'  these  chronic  sinuses  and  abscess- 
cavities  there  is  danger  of  auto-infection  of  the  urc*thra.  They  may  at 
theR*  times  also  be  the  source  of  inft'ction  of  women. 

There  is  still  a  tliird  form  of  preputial  abscess.  During  an  attack  of 
gonorrhfrii  a  small  red  spot  is  sometimes  seen  on  either  side  of  the  fi-se- 
nuni.  This  little  red  mwbdar  sjiot  soon  becomes  enlarged  and  elevateil, 
of  the  size  of  a  pea  ur  larger,  ami  at  its  apex  a  minute  opening  is  soon 


Fio.  26. 


FolllcuUr  Aliftct*ffi  of  tb«  prepuce  near  liit*  fivnum.  due  to  gonoirhcBA. 

seen.  An  absc^css  of  this  kind  may  burst  nnd  seemingly  heal  up»  or 
after  the  pus  lias  been  disehargtHl  and  the  inflmnmation  has  subsided  it 
may  be  again  inteetcd  by  the  urethral  dist*harge,  an<l  again  be  the  seat 
of  abscess.  This  pnx^ess  may  be  ^ej>t^att^^  several  times.  In  some 
eoses^  after  the  evacuation  of  the  pus,  usually  by  pressure  or  perhaps  by 
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a  slight  incision,  the  morbid  process  ceases  and  the  part  again  becomes 
healthy.  In  other  cases,  however,  the  abscess  is  very  persistent  and 
rebellious  to  treatment.  In  some  cases  the  nodule  grows  larger  and 
deeper,  and  perforation  of  the  urethra  may  occur.     (See  Fig.  26.) 

Persons  having  a  long,  tight,  or  a  straight  prepuce  or  one  with  a 
small  orifice  are  the  ones  who  suffer  most  from  the  chronicity  and  oft- 
time  recurrence  of  these  little  lesions.  Then,  again,  persons  who  for 
any  reason  suffer  from  balanitis  or  who  are  frequently  the  victims  of 
gonorrhoea  are  peculiarly  liable  to  these  abscesses.  It  is  not  uncommon 
for  one  of  these  abscesses  to  become  active,  and  for  its  pus  to  infect  the 
urethra  of  its  bearer,  without  any  infection  in  coitus. 

Suppuration  of  Follicles  of  the  Cutaneous  Investment  of  the  Penis. 

We  sometimes  see  on  the  under  surface  of  the  penis,  along  the  raph6 
even  as  far  back  as  the  scrotum,  small  suppurating  sinuses  and  follicles 
that  iLsually  have  a  well-marked  outlet  which  is  directed  forward 
toward  the  glans  penis.  Sometimes  those  lesions  are  tube-like,  and 
again  they  feel  like  minute  nodules.  They  may  be  seen  in  an  active 
state,  but  usually  they  are  shown  to  the  surgeon  when  there  is  no  com- 
plicating hypenemia  and  only  the  slight  discharge  on  pressure  from  the 
outlet  duct.  There  is,  as  a  rule,  one  such  lesion,  but  sometimes  there 
are  two,  rarely  more. 

The  structures  involved  in  these  cases  are  undoubtedly  sebaceous  fol- 
licles, and  they  are  usually  associated  with  hair- follicles.  Similar  fol- 
licular inflammation  may  be  found  along  the  dorsum  of  the  penis,  on 
the  middle  line,  as  far  as  the  symphysis  pubis.  One  or  more  follicles 
may  be  involved. 

Juxta-urethral  Sinuses. 
Not  infrequently  patients  present  themselves  to  the  surgeon  com- 
plaining of  a  slight  but  persistent  discharge,  which  they  say  comes 
from  one  or  both  lips  of  the  meatus.  Sometimes  the  affected  part  is 
distinctly  red,  and  again  it  may  appear  normal  in  tint.  It  sometimes 
happens  that  a  distinct  openinn^  can  he  seen,  and  it  is  usually  of  the  size 
of  a  pinhole.  Very  often  this  opening  is  hidden  in  tlie  uneven  papil- 
lary surface  of  the  meatus,  and  tlie  use  of  a  magnifying  glass  is  required 
to  make  it  clearly  visible.  Usually  pressure  on  the  glans,  particularly 
in  the  morning,  will  cause  a  droplet  of  pus  to  exude,  and  thus  the  outlet 
of  the  sinus  is  revealed.  Then,  ajrain,  in  some  cases  a  thin,  minute 
crust  forms  from  esca{)ing  pus,  and  removal  of  this  crust  reveals  the 
hidden  orifice.  These  sinuses  are  usually  seated  on  one  or  both  lips  of 
the  meatus  at  about  a  sixth  or  third  of  an  inch  from  its  inner  margin. 
In  most  cases  the  sinus  is  seated  in  the  middle  of  the  lip  of  the  meatus. 
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I 


but  in  some  cases  it  opens  at  the  posterior,  and  quite  rarely  at  the  atite- 
rior^  eonuiiisHure,  There  may  he  one  or  two  sueli  sinuses  on  one  side, 
which  arc  entirely  (lisitinct  from  eiieh  other  ;  then,  again,  cases  are  seen 
in  wliieh  it  is  pmlniljle  that  the  two  sinuses  are  eonneetxHl,  Thes*^ 
nnvrhid  eanalj?  usually  ran  baekward  juu'alh  1  witli  the  urethra,  bnt  in 
8*jme  cases  they  pass  obliquely  baekwanl  and  inward,  and  open  in  the 
fossa  navicularis,  forming  meato-navienlar  fistnla\     It  is  nut  at  all  nn- 

eonunon  to  tind  small  follicular  sinuses  whieli 
open  upon  the  urethra  as  far  back  as  an  incii 
from  the  meatus. 

These  little  lesions  mav  exist  for  years, 
giving  issue  to  a  slight  discharge  and  causing 
no  uneasiness  of  mind  or  body.  In  some 
eases  we  get  a  clear  history  of  their  onset 
during  an  attack  of  gonorrhiea ;  in  others 
they  seem  to  originate  in  balanitis.  As  a 
rule,  they  remain  indolent  Ibr  an  indefinite 
time,  but  are  liable  to  perimls  of  exaeerlmtion 
in  which  they  become  minute  but  conspicuous 
abscesses,  as  may  be  seen  by  inspection  of 
Fig,  27*  The  introduction  of  a  miiuite  prol)e 
shows  that  these  sinuses  vary  in  length  from 
an     inch,    and,    very    exceptionallyj    a    little 


Juxtu-iirrthral  sinus  during  ft 

lH'ri<ii\  of  exacerbation. 


one- 1 h i  rd    to    o  r i u -half 
longer. 

These  suppurating  canals  may  be  the  cause  of  auto-infection,  and  in 
some  cases  they  may  secrete  gonococci-containing  pus  by  which  the 
female  may  1mi  contaminated* 

TTeatmeilt* — In  the  treatment  of  the  preputial  follicular  lesions  the 
best  course  is  thorough  extirpation  as  soon  as  possible.  If  the  surr^mnd- 
ing  tissues  an.^  in  a  state  of  hyperieuiia,  it  is  well  by  ]>ressnre  or  the  use 
of  the  knife  to  let  pus  out,  and  then  reduce  intlanimation  by  the  use  of 
antiseptic  lotions.  Usually  there  is  such  a  retiundanec  of  tissue  in  the 
prepuce  that  thorough  removal  of  the  morbid  parts  is  [X)ssible  without 
any  damage  to  the  penis.  In  the  fossa*  of  tlic  fnenum,  however^  these 
lesions  arc  sonietimes  imbedded  deep  in  the  tissues  and  are  atlfierent  to 
the  corpus  spongiosum*  In  such  cases  the  curette  may  oil  en  he  freely 
tised  to  advantage.  It  is  well  to  remember  that  in  some  eases  these 
lesions  of  the  fnenum  are  kept  in  an  active  state  by  balanitis,  and  that 
after  circumcision  the  souree  of  irritation  ceases  and  the  part  soon  get.^ 
well. 

When  t  tie  re  are  two  follicular  abscesses,  one  on  eaeh  side  of  the 
fnenum,  it  will  \ye  necessary  to  dissect  them  out  carefully,  and  perhaps 
at  the  same  time  remove  tliat  fibrous  cord. 
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Suppurative  follicles  of  the  integument  of  the  jxjnis  should  be  incised 
and  thoroughly  curetted. 

The  treatment  of  juxta-urethral  sinuses  is  much  more  difficult.  It 
is  sometimes  expedient  to  enlarge  the  sinus  and  then  endeavor  to  obtain 
healing  from  the  bottom  by  means  of  stimulating  injections,  and,  if  pos- 
sible, a  minute  tampon.  The  ordinary  hyjKxlermic  needle,  blunted  by 
the  removal  of  its  point,  is  very  useful  in  the  treatment  of  these  cases. 
After  careful  cleansing  and  antisepsis  a  drop  or  two  of  a  3  or  4  per  cent, 
nitrate-of-silver  solution  may  be  injected  every  second  day.  Good 
results  have  been  obtained  by  the  introduction  of  a  fine  probe  coated 
with  pure  nitrate  of  silver  which  had  previously  been  melted  by  heat. 

PERI-X7RETHBAL  ABSCESSES. 

Abscesses  of  medium  and  large  size  are  not  infrequently  found  upon 
the  penis  near  the  fraenum  and  along  the  course  of  the  organ  as  far  back 
as  the  peno-scrotal  angle.  It  must  be  borne  in  mind  that  these  lesions 
are  of  greater  extent  and  severity  than  those  described  in  the  preceding 
section  as  follicular  inflammations. 

Peri-urethral  phlegmon  or  abscess  near  the  freenum  is  usually  a  con- 
comitant of  acute  gonorrhoea  or  it  may  occur  in  the  chronic  stage  of 
that  process.  In  some  cases,  in  primary  attacks,  it  appears  during  the 
height  of  the  urethral  suppuration,  in  others  toward  the  period  of 
decline,  and  only  exceptionally  in  the  later  stage.  It  usually  begins  as 
a  red  and  tender  spot  on  one  side  of  the  fnenum.  This  inflammatory 
condition  may  increase  rapidly,  and  again  its  growth  may  be  rather 
slow.  In  either  event  it  is  soon  seen  that  an  abscess  is  in  process  of 
formation.  These  abscesses  are  in  general  round  and  globular,  but 
their  shape  is  determined  by  the  topographical  arrangement  of  the 
frsenum  and  the  tissues  forming  its  fossa?  and  the  ])repuce.  Sometimes 
the  tumor  is  round,  and  agjiin  it  may  be  oval  shape.  In  Fig.  28  an 
oval  abscess  of  the  left  fnenal  fossne  is  well  shown. 

Perhaps  in  the  majority  of  eases  these  abscesses  occur  unilaterally 
and  are  tolerably  well  circumscribed.  AVhen  of  goodly  size  the  inflam- 
matory oedema  which  accompanies  the  suj)pnrative  process  may  involve 
the  tissues  on  the  unaffected  side  of  the  penis.  This  is  also  well  shown 
in  Fig.  28. 

Then,  again,  in  somewhat  exceptional  cases  an  abscess  forms  in  one 
frsenal  fossa,  increases  rapidly  and  extensively,  and  passing  under  the 
frsenum,  involves  the  other  fossji  in  the  suppurating  process.  This  is 
well  shown  in  Fig.  29,  in  which  all  the  connective  tissue  at  the  under 
part  of  the  glans  is  involved  in  abscess- format  ion.  The  fraenum  then 
divides  the  abscess  into  two  lobes. 

It  also  happens,  somewhat  rarely,  that  the  tissues  of  each  fossa  of 
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the  ftTenum  become  atfected  separately,  m  which  event  there  are  two 
dtsliiiet  abscesses. 

In  any  of  these  causes  the  patient  experiences  more  or  less  pain  at 
the  [Kirt  involvt»d.  In  somewhat  rare  instances  there  is  coiistitiitional 
rlisturhiin(*ej  as  shown  by  eliills,  fever,  and  loss  of  aj>petite.  The  press- 
ure of  the  tumor  upon  the  urethra  may  afieet  the  force  and  shajK?  of  the 
stream  of  urine  uv  oi-cnsiun  dysnria  aniotmting  even  to  retention. 

When  incised  iind  projwrly  treated  these  abscesses  lieal  up  promptly. 
In  some  cases,  however,  particularly  when  proper  care  has  not  been 


Fig.  28. 


Fio.  29. 


t 


Ab8€€M  near  tlic  fraiiuni,  producing 
motkmt^  finrapliiincMiit. 


Abisc«8B  Dear  the  fnc-nuiD  iiivulving  both 


taken,  the  abseeHs-cavity  eontracti*  down  into  a  small  inflammatory 
nodule  whieli  remains  indefinitely.  This  inflam mattery  nodule  some- 
times redev<'lHps  into  an  abscess  with  each  recurrent  attack  of  gonor- 
rhcea  or  balanitis. 


b 


Abscesses  of  the  Follicles  of  the  Urethra. 

These  lesions  l>egiu  as  intlammatory  foci  either  in  Littre'#  follicles 
or  the  crypts  of  Morgagni.  During  the  acute  an<l  declining  stages  of 
gonorrliira  we  frecpientty  feel  with  tlie  finger-tips  one  or  more  or  many 
little  nullct-seHl  and  even  larger  nodules  in  the  corpus  spongiosum, 
The«e  little  circnmscribetl  swellings  are  undoubtedly  swollen  follicles. 
In  most  cases,  for  tlie  reason  that  we  find  gonocoeei  in  the  pus  coinci- 
dently  Avith  the  follictdar  inflammation,  it  is  fair  to  assume  that  the 
morbid  pnx'ess  is  caused  by  those  microWs.  Follicular  inflannnation 
occurring  after  the  cure  i»f  gonorrhom — a  not  very  frequent  ctmdition — 


L 


ABSCESSES  OF  THE  FOLLICLES  OF  THE   URETHRA. 


n^ 


may  be  due  to  the  action  of  c^tlier  inierobus^  iH'i'ltMps  the  streptocoeci  or 
staphyltieueci.  It  may  be  titiited  ijiiite  po,sitively  ttiat  in  luoj^t  of  the 
caseg  of  gonorrh^eie  follieular  inHamiiiation  resi^hition  takes  jilaee  syn- 
chronously with   the  eessatitm  i»f  the  major  ]iroerKS. 

Fullieiilar  abseesses  of  the  urethra  may  devehip  in  tlie  fossa  navico- 
laris.  These  suppurations  are  here,  ai^  a  rule,  not  of  large  extent,  the 
abscess  Ijehig  usually  of  the  size  of  a  pa.  The  smallness  of  the  fuliieu- 
lar  abseesK  in  this  region  m  probably  due  to  the  density  of  the  tissues 
and  to  the  absence  of  much  eonneetive  tissue.  Usually,  when  the 
procej^  is  complete,  pus  is  discharged  into  the  urethra,  and  a  short  sinus 

Fig.  30. 


Alwoew  of  tb«  follicles  r>f  the  urvthra. 


leading  to  a  small  cavity  is  h:*ft.  Tliis  may  lieal  of  itself  or  may  rcfpiire 
hjcfil  treatmnit.  In  somewhat  rare  eases  the  abscess  of  the  fossa  navicu- 
laris  extends  ck-cply  into  the  tissues  and  opens  on  the  outside  iu  either 
fos.«4i  of  tlic  fneiium.  (See  Fig*  *]0.)  In  this  event  there  is  nmeh  *laiiger 
of  a  [)erniauent  urethral  fistula.  Careful  treatment,  aided  by  nature,  or 
natui-e  alone  may  close  the  wunml,  ImiI  there  is  always  a  strong  proba- 
liihty  that  the  listula  will  be  permauent,  A  |)lastir*  operation  is  simie- 
times  of  beiKtit  iu  these  ctises. 

Farther  down  the  urethnd  canal  follicular  abscesses  are  nr>t  at  all 
nucomnjon*  They  l)egin  as  small,  round,  ptdnful  swellings,  which  in 
their  early  stage  are  easily  circumscribed  by  the  fingers.  Tliey  usually 
go  on  more  or  less  promptly  to  suppuration,  which  is  attended  by  mucli 
inflammatory  ix^lema  of  the  corpus  spongiosum  and  the  connective  tissue 
external  to  it.     (See  Fig.  31.) 

The  tendency  to  relapse  observed  in  these  follieular  urethral  lesions 
is  shown  iu  Fig.  32,  iu  which  a  large  swelliug  (the  tenth  of  a  series)  of 
the  middle  of  the  under  part  of  the  penis  is  portrayed.  As  is  common 
in  these  relapsing  phlegmons,  the  inflaniuiatory  process  was  not  very 
aeiite,  though  there  was  considerable  suppuration. 

In  most  of  these  eases  of  follicnlar  suppuration  of  the  urethra  the 
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Fig.  32. 


Larfre  abscess  of  the  follictes  of  the  iircthrft  durinp  gonorrha'A. 

Usually   eoTitnins    fnitii  liiilf  a  draehm  to  a  drachm   of  pus.     In   very 
larg(*  jjlilugiDuiih;  twc*  or  three  draehnis  may  be  ti>uncL 

There  are  two  dangei-s  to  be  looked 
for  in  the?*e  cases^  of  follicular  absee.^s 
of  the  urethra.  The  one  ii?  urethral 
fistiik ;  tlie  other  is  the  formation, 
after  tlie  ahseeas  Lmrstri  into  the  ure- 
thra, of  an  inflammatory  nodule.  This 
inflammatory  nodule  is  always  a  men- 
ace to  the  patient.  It  resolves  itself 
into  a  little  lump,  in  niost  cases  easily 
felt,  usually  on  the  lower  wall  of  the 
urt'thm.  In  its  relaxed  condition  occa- 
sionally it  may  he  so  small  and  insig- 
nifleant  that  it  can  ho  searcely  telt,  but 
during  ereetifKii  its  presence  is  readily 
made  out.  It  may  thus  renin  in  for 
months  or  years ;  but,  as  a  rule,  witli 
every  recurrence  of  gonorrhcea  the  8Up- 
Abt€e>9  of  the  ft>iiides  of  the  uretbrA   punittvc   process   lights   up   again   and 

a  new  abscess  is  lormed.  Ihis  may 
occur  again  and  again  for  many  years.  In  some  eases  the  abscess- 
forraation    becomes    more    intense,   and    pus    is   dlsehai]E:ed    externally 
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through  the  inflamed  and  eroded  skui.  In  these  obstinate  cases  a 
urethral  fistula  remains,  which  is  usually  permanent  and  requires  for  its 
relief  a  plastic  operation.  In  favorable  cases  the  inflammatory  nodule 
undergoes  contraction,  and  finally  ends  in  a  small  cicatrix. 

In  many  of  these  cases  of  follicular  phlegmon  of  the  urethra  the 
morbid  process  is  limited  to  the  urethral  wall  proper,  and  it  is  in  these 
cases,  even  when  suppuration  occurs,  that  resolution  and  cure  commonly 
result.  In  the  more  severe  cases  the  follicular  abscess  increases  beyond 
the  urethral  tissue  proper  into  the  connective  tissue  between  it  and  the 
corpus  spongiosum.  It  may  continue  still  farther  and  involve  more  or 
less  or  all  of  the  corpus  spongiosum.  As  the  suppurative  process  thus 
progresses  outwardly,  in  most  cases  a  wise  provision  of  nature  occurs. 
With  the  establishment  of  the  suppurative  process  in  the  deep  part  of 
the  urethral  wall,  or  in  the  contiguous  connective  tissue,  or  in  this  and 
in  the  corpus  spongiosum,  an  adhesive  inflammation  obliterates  the  little 
follicular  cavity  in  the  urethral  wall,  the  damage  is  repaired,  and  the 
then  outlying  abscess  is  shut  off*  from  all  communication  with  the  ure- 
thra. This  abscess  then  has  as  its  base  the  healed  urethral  wall,  while 
its  sides  and  roof  are  formed  by  the  infected  tissues  of  the  corpus  spon- 
giosum, the  subcutaneous  connective  tissue,  and  the  skin  itself. 

It  may  happen,  unfortunately,  that  this  walling  off*  of  the  abscess- 
cavity  by  adhesive  inflammation  does  not  occur,  and  then  there  is  much 
reason  for  apprehension  that  a  permanent  fistula  will  follow  the  resolu- 
tion of  the  inflammatory  process.  Even  should  urine  escape  in  these 
cases,  all  hope  need  not  be  given  up,  since  sometimes,  most  unexpectedly, 
healing  takes  place,  the  urethra  is  not  left  perforated,  and  we  find  at  the 
seat  of  the  trouble  a  little  line  or  nodule  of  firm  structure  which  we 
know  is  the  cicatrix.  When,  however,  the  parts  are  well  healed  and  a 
sinus  remains,  it  may  usually  be  looked  upon  as  permanent,  unless 
relieved  by  a  plastic  operation. 

There  is  still  another  condition  which  is  sometimes  observed.  The 
abscess  opens  into  the  urethra,  and  there  is  left  a  cavity  and  an  internal 
blind  fistula  or  sinus  leading  to  it.  In  favorable  cases  the  parts  retract 
until  the  lesion  ends  in  a  little  cicatricial  mass ;  but  sometimes  this 
happy  result  is  not  attained,  and  the  cavity  and  its  duct  remain.  Then 
urine  leaks  into  the  wound,  and  slowly  or  quickly  an  abscess  again 
forms.  This  may  occur  again  and  again,  and  may  finally  end  in  a 
fistula  leading  from  the  urethra  to  the  outside.  Then,  again,  even 
when  abscesses  have  repeated  themselves  under  these  conditions  many 
times,  thorough  healing  may  finally  occur. 

Abscess  of  Cowper's  Glands. 
Cowper's  glands  which  are  seated  between  the  two  layers  of  the  tri- 
angular ligament  may  be  the  seat  of  abscess  due  to  gonorrhoea.     They 
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ustiiilly  oeeur  at  alxiut  tlie  Kimv  |jeriod  as  opidklytiiitis,  during  tl»e  thinl 
or  fourth  week  of  ji^onorrhreti  or  later.  Usually  but  one  gland  is 
aflW'ti'*!,  quite  oxeeptiMiially  botli  are  iu  vol  veil,  and  in  this  they  are 
ftimilar  to  ab^^eess  of  Bartholin's  gland.  The  iK-euliarity  of  those 
abscesses  is  that  they  are  seated  on  either  side  of  the  niph6  or  median 
line.  In  their  early  stages  these  phlegmons  are  felt  as  little  eherry- 
M/A'i\  ronutl  i)v  oval  swellings  just  at  tlie  triangular  ligament.  With  the 
di^velopnierit  of  the  aljsec»ss-proee*^s  the  patient  experiences  piin,  uneasi- 
neMH,  and  tension  in  the  perineum  near  the  bulb,  whieh  is  aggravated  in 

l^'jr;.  33. 


Ab»ce«8or  ^  ..^. 


'  h^luml. 


(hi*  r*iMiMg  jwiMKinn,  in  walking,  and  by  pressure  and  friction  of  the 
ehiihefi.  Wilh  the  ineiva^e  in  the  phlegmonous  pnx^ess  the  jmin 
benoirH'H  Heverf\  and  in  many  eases  tliere  are  chills,  fever,  and  malaise. 
Owiiig  to  the  Hwelling,  the  urethni  is  not  n nf ret piently  pressed  ujwn, 
juul  (lysnria,  and  even  retention,  may  result.  As  the  abscess  inert*ases 
in  «i/,4i  it  pnnhes  outwanl  and  forms  a  tense  re<i  swelling  in  the  peri- 
uc  inn,  or  it  pushes  fi^rwanl  autl  juts  out  at  the  penoserotal  angle. 
While  at  firHt  the  swelUug  is  seated  on  one  side  of  the  raphe,  when  it 
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becomes  very  extensive  it  encroaches  on  the  opposite  side.  When  the 
abscess  is  very  large,  as  it  sometimes  is,  the  whole  perineum  becomes 
red  and  swollen.     (Fig.  33.) 

In  most  cases  abscess  of  Cowper's  glands  is  an  acute  process,  but  in 
some  it  takes  place  quite  slowly.  Usually  the  swelling  extends  from 
the  bulb  into  the  tissue  beyond,  and  the  abscess  either  opens  or  is 
opened  in  the  perineum  or  in  the  scrotum.  The  further  course  of  these 
abscesses  is  similar  to  that  of  those  just  described.  The  abscess  may 
be  walled  off,  and  then  when  opened  may  be  healed  from  the  bottom,  or 
the  sinus  leading  into  the  urethra  may  remain  patulous,  in  which  case 
there  is  left  a  perineal  or  scrotal  fistula.  In  the  majority  of  cases  the 
urethral  lesion,  which  consists  of  the  duct  of  the  gland  in  a  state  of 
inflammation,  heals,  and  no  bad  results  are  finally  left.  In  rather 
exceptional  cases  a  fistula  results. 

It  sometimes  happens,  particularly  when  the  abscess  is  not  very 
large,  that  it  opens  through  the  duct  into  the  bulb,  and  the  pus  then 
escapes  through  the  urethra.  In  this  event  it  may  hapi>en  that  subse- 
quent contraction  may  obliterate  the  abscess-cavity  and  its  duct.  Then, 
again,  it  is  rather  more  common  to  find  that  considerable  contraction 
occurs — that  the  morbid  process  becomes  circumscribed  to  a  nutmeg- 
sized  or  even  larger  mass,  and  this  may  remain  indolent.  This  condi- 
tion is  always  one  of  ill  omen,  since  it  so  frequently  forms  a  focus  for 
the  re-formation  of  abscesses.  Thus  one  phlegmon  after  another  may 
form  and  burst  into  the  urethra  over  a  period  of  many  years.  Some- 
times this  recurrence  of  the  phlegmonous  process  is  lighted  up  by  fresh 
attacks  of  gonorrhoea  or  by  exacerbations  of  a  chronic  gonorrhoeal 
process.  Then,  again,  in  many  instances  the  new  suppuration  is  seem- 
ingly due  to  the  leakage  of  urine  into  the  inflamed  nodule. 

Quite  rarely  still  another  course  may  be  taken  by  the  Cowper's-gland 
abscess.  In  the  original  inflammation  there  may  be  considerable 
oedematous  hyperplasia  of  the  gland  and  tissues  immediately  surround- 
ing it,  and  some  pus  may  be  formed,  but  the  whole  abscess-swelling  is 
of  a  subacute  character,  and  less  in  size  than  a  walnut.  After  the 
escape  of  the  pus  a  nodule  is  left,  which  for  a  time  may  or  may  not 
remain  quiescent.  Then  it  gradually  grows,  and  a  firm  somewhat 
painful  swelling,  w^ithout  much  redness,  appears  in  the  perineum.  This 
swelling,  which  is  for  a  long  time  on  one  side  of  the  raph^,  increases 
very  slowly,  occupying  two  and  even  many  months  in  its  course.  It 
presents  a  hard,  firm  structure,  and  fluctuation  cannot  be  detected  for 
a  long  time.  Finally,  the  necessity  for  opening  the  abscess  becomes 
evident,  pus  escapes,  and  usually  a  fistula  leading  to  the  bulbous  urethra 
is  left.  But  even  in  these  cold  chronic  abscesses  the  walling  off  of  the 
suppurative  process  may  occur  and  no  fistula  may  be  left. 
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Treatment. — Until  tli*'  suppurative  proc?ef!8  is  ripe  it  ie  well  to 
Upply  lc;id-aiMl-<»piiim  wahh,  or  muriate  of  amniouia,  or  carlxilic  solu- 

iiufif4.  \Vh**ii  Hurtuatiuii  i;^  felt,  a  lilK»ral  hut  i'art»fal  iurisiou  should  be 
niaile  ovtr  l\w  jironiiuence  of  the  swellitig  and  the  aUsi-ess-cavity  .<hou1d 
l>c  irri^itc^'il  with  bichloride  solution  1  ;  20(MJ.  Then  the  wound  sfiould 
Im*  duHt**d  with  ioiltdorm  or  aristol  and  jKtrkt'd  with  sterilizc^l  gauzi*. 
In  thf  rtomewhsit  rare  event  of  a  fistula  being  left  it  may  l>e  neee^sary 
to  perform  a  plastic  o[x'ratiijn, 

OONOEEHffiAL   OPHTHALMIA. 

Gonorrho'ill  oiiiitludrnia  is  happily  u  rare  accident  rather  than  a  com- 
plieiilion  of  gouorrhfca.  It  is  a  viok^nt  and  often  destructive  inflamiua- 
tifrn,  and  niorp  iut<*nse  than  purulent  cr»njnnctivitis.  It  is  developed  in 
the  eyes  ol"  young  infants  during  delivery,  from  gonorrhteal  pus  in  its 
mother' ri  vagina.  The  usual  mmle  of  infection  in  adults  is  the 
trannferenee  of  the  pus  from  the  genitals  to  the  eyes  by  means  of  the 
fingers.  In  some  (^ses  the  pus  of  the  iufeetcd  eye  is  airried  to  the 
oth*'r  l>y  the  lingers  during  sleep  or  by  accident  during  the  day.  Towels 
and  linen  are  al84>  said  to  l»e  the  vehicles  of  infection. 

Till*  virulent  fi%nn  of  o|»lithalmia  has  been  shown  to  be  caused  by 
pUM  (*oiitjiiriing  gcuuMMieei.  A  less  virulent  form  is  said  to  be  due  to  pus 
not  eontaitiing  g^intK'oeci,  but  other  pyogenic  microbes.  In  the  majority 
of  cjises  cif  iIk»  milder  alfeetirui  tlie  symptoniK'fMnplex  is  much  less  severe 
than  in  gtuiorrhteal  t^jiiitliahnia,  but  in  some  t^ses  the  severity  is  seem- 
ingly just  as  gHMit.  All  forms  of  chronic  urethral  and  vaginal  pus  shoidd 
bf^  H'garded  ns  dangerous. 

This  form  of  o])htlialinia  is  said  to  Ik*  more  conmion  in  men  than  in 
women,  for  the  reason,  prol>al)ly,  that  gonorrhrea  is  so  niueli  more  fre- 
quent in  the  former  than  in  the  latter.  It  may  occur  in  the  acute  stage 
of  gonorrlnea,  hut  it  is  generally  seen  during  the  declining  stage.  It 
tuny  he  ei>n fined  to  one  eye  or  may  later  on  attack  the  other  one. 

Symptoms. — The  first  symptoms,  which  nsnally  iK'giu  in  a  few  hours 
or  as  Jute  as  thirty  hiiurs  after  infection,  are  hypera^mia  of  the  eon- 
junetiva,  an  itching  sensation  at  the  margin  of  the  lids,  as  if  caused  by 
a  fon'igu  Iiody,  sot>n  followed  by  iuiTcased  laehrymation,  a  gumming  of 
tlie  eiliie  together*  and  collection  of  little  masses  of  nuiens  at  the  iiuier 
ejuithus.  The  watery  secretion  soon  l)etromes  mucoid  ami  very  sliortly 
purulent.  A  conjunctivitis,  mild  at  first  and  linnted  to  the  litis,  but 
later  on  of  a  seven?  tyjK^  involving  the  ocular  mucous  meml>rane,  which 
in  elevattnl  al)ove  the  sclerotic  coat,  is  then  i^vvn.  All  of  tlie  conjunctival 
eurface  is  (hen  itf  a  very  deej»-red  color,  mucli  swollen,  prtKlucing  ever- 
8ion  of  the  litis,  and  roughened  fnmi  distention  of  the  |iapi!l£e.  The 
Intense  ehemosis  of  the  conjunctiva  bnibi  is  well  shown  in  Fig.  34,  in 
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Flo.  34. 


.r^^ 


w^^ 

.J^' . 


whieli  tlif*  red,  ^^vclIlen,  and  lufiltnittHl  nirnilmme  tinTTouiids  the  corneM 
like  a  pad.  At  this  time  the  secretion  is  jiiirulent  and  profuse,  and 
rediiess  and  nedenia  of  the  integument 
of  the  lids  are   jvresent. 

The  amount  of  ]Kiin  tHM'asioned  by 
this  <list^a,se  varievS  iu  diflt'rent  cases. 
During^  tht^  devclojuiieiit  and  aeme  nf 
the  inflamniatirm  it  \^  gf^nendly  R'vere. 
It  is  described  by  the  patient  as  a  sensa- 
tion of  biindnir  heat  and  t<'nsi(*n  in  the 
eyeball,  radiating  to  tln^  brow  and  tlie 
temple.  The  system  at  lar^e  sym- 
pathizes with  the  ltK*al  disease.  For 
a  time  there  may  be  general  febrile 
exeitemerit,  but  symptoms  of  dejiression 
may  srxui  aj>[>ear ;  the  pulse  becomes 
rapid  and  irritable,  the  skin  eold  and 
elanmiy,  and  the  patient  anxituis  and 
nervous.  Notwithstanding  the  severity 
of  the  symptoms,  resolution  is  still  pos- 
sible. Untler  proper  c:ire  and  treatment 
the  inflarnnuitory  action  may  abate  and 
the  tissues  ree^n'er  their  normal  eondi-  y 

tion,  leaving  the  eye  as  sound  ats  before 

the  attack.     8i>  fortunate  a  result  is  more  to  be  hoped  for  than  con- 
fidently anticipated. 

Prognosis.— The  prognosis  is  always  grave,  es|)eeially  so  when  both 
eyes  are  attacked.  If  tfpalment  is  instituted  at  an  early  period,  the 
chances  of  the  patient  are  l>est.  If  uleenition  of  the  cornea  has  taken 
place,  they  are  liad.  Sometimes  the  whole  cornea  is  extrudcil  and  the 
contents  of  the  eye  escape.  An  eye  has  been  known  to  be  tluis  destroyed 
within  twenty-four  hours,  and  even  in  a  single  night. 

According  to  the  extent  and  situation  of  the  ulceration  the  eye  is 
n]4»re  or  less  pernumeutly  injurt^l.  When  superficial  and  marginal,  the 
resulting  opacity  of  the  cornea  nuiy  n<Jt  interfere  with  the  sight,  which 
may  l»e  impairetl  if  the  lencoma  is  central.  Perforation  of  the  anterior 
chamlier  ami  prolapse  of  tlie  iris,  when  partial,  may  also  be  remedied 
by  iirt  ;  but  wh»  u  the  whole  or  the  larger  part  of  the  cornea  lias  sloughed 
away,  and  the  |>r(dapsi'd  iris  has  become  cnvered  with  a  <leuse  layer  of 
fibrin,  forming  an  extensive  stjiphvlonia,  tlu'  i*ase  is  lio])cless.  In  gen- 
eral, when  less  virulent  micro-t organisms  are  tVuirul,  the  prognoisis  is  not 
grave.  The  earlier  a  t^^se  of  gonorriueal  ophthalmia  is  seen  and  proixT 
treatment  is  cruiimeneed,  tlu^  blotter  is  the  prognosis.     In   infants  the 
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prognosiB  Iiirgely  defK^ods  on  the  care  which  the  case  receives.  lo  early 
adult  life  there  is  such  resistance  of  the  tissues  that  with  care  the  inflani- 
niation  may  be  controlled.  Toward  middle  age  and  tn  elderly  Kubjeets 
the  tissue-resistance  i.s  not  as  great,  and  the  progiiosiH  then  is  more 
serious. 

Diagnosis. — So  much  do  severe  cases  of  pundent  ophthalmia  re- 
semble thuse  of  the  gouorrha^l  form  that  a  sharp  diagnosis  is  often 
iinpnssilile,  nwing  to  the  ineagreness  of  the  liistory.  Aov  intense  form 
of  ojdithalniia,  wliatever  may  be  it^  origin,  must  be  looked  upon  in  as 
serious  a  liglit  as  tliiit  due  to  gon(»rrh<:ea.  In  all  cases  the  pus  should  Im? 
examined  microscopically  at  once,  and  if  the  gonix-occns  is  found  it  is 
absolutely  certain  that  the  case  is  of  gonorrhceal  origin^  and  therefore  a 
very  grave  one. 

TreatmeBt.— The  first  indication  in  treatment  is  to  procure  two 
nnrsc's — nnc  for  the  day,  the  other  for  the  night — who  shall  be  in  con- 
stant attendance.  They  should,  at  the  outset,  be  thoroughly  impress(Hl 
with  the  gKivity  of  the  case,  instructed  as  to  their  duties,  and  shown  the 
tichuie  of  opening  the  eye  anil  removing  the  pus.  They  must  be 
warned  of  the  intense  infectiousness  of  the  secretions,  must  l>e  directed 
to  kce]>  their  [lands  and  nails  in  a  thoroughly  aseptic  condition,  and  they 
shouhl  provide  themselves  with  a  jmir  of  large  pnrtective  eoucave  spec- 
tacles. In  ca^  one  eye  only  is  affected,  the  other  may  be  coveretl  by 
Bnller's  shield.  Or  the  sound  eye  may  be  covercil  with  cotton  wool 
strapiii'd  down  with  adiiesive  plaster,  over  wliich  a  solution  of  guttii- 
l>ercha  is  jminted.     In  young  subjects  it  is  well  to  secure  the  hands. 

If  seen  before  intlammation  has  fully  develnp</d,  four  to  six  leeches 
may  l>e  applietl  at  the  exiernal  eanthus  or  to  the  mucous  membmne  of 
the  eorresp( Hiding  nostril,  or  if  not  at  hand  cnps  may  l>e  used  <ui  the 
temples.  Tlu'  character  of  the  inflammation  being  manifest,  a  careful, 
contiiuious,  and  energeti*^  tri'atmeut  must  be  foIlriwccL  CoTistant  appli- 
catifiu  of  fohl  is  then  al>solutrly  re*|uire<L  This  is  aceom|jIishe<l  l>y 
means  of  small  pieces  of  liuen  of  a  smgh  thirkneAR^  wlilch,  when  thor- 
oughly c*hillrd  u|>orj  a  piece  of  ice,  sliould  he  laid  over  the  eve,  and 
replaivd  Ijy  o  not  her  every  two  or  tlirer  niinutes  in  vcrv  intense  ciises, 
Tliese  |neres  t*f  linen  should  be  burned  immciliately  after  use.  Tlie 
further  treatment  of  the  ease  shoidd  l*e  as  fcJluws,  after  the  manner 
]>roposed  by  my  friend.  Dr.  J.  A»  An<lrews  :  AVIien  the  inflammation  is 
fully  established,  tlic  indications  are  tfr  wash  away  tlie  pus  in  the  most 
perfect  manner  as  soon  as  ]iossible,  and  to  rc»nder  the  eonjunctival  sur- 
ftoe  aseptic.  For  this  purpose*  a  siitunit»*d  s(»lution  of  bonicic  acid  is 
aeoessary,  A  bichloride  solution,  1  :H>,OUO  or  2<},(M)0,  may  also  l>e 
iiaetl.  This  may  be  used  by  means  of  Andrews*  irrigator  No*  2,  or  by 
means  of  a  piece  of  fine  rublxT  tuljing  attache*!  to  a  finintain  svringe, 
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and  allowed  to  flow  with  the  utmost  gentleness.  These  irrigations  must 
be  repeated  as  often  as  necessary.  Then,  from  the  beginning  of  the 
disease,  a  2  per  cent,  solution  of  nitrate  of  silver  should  be  dropped, 
rather  than  brushed,  into  the  eye  by  the  surgeon,  since  it  is  then  dis- 
tributed by  the  movement  of  the  eyelids.  When  there  is  considerable 
discharge  and  the  conjunctiva  is  much  swollen,  the  silver  solution  should 
be  used  once  daily,  but  it  should  not  be  repeated  so  long  as  the  action 
already  produced  by  one  application  is  present.  Great  care  should  be 
taken  that  the  silver  is  not  applied  to  the  cornea.  Should  the  latter 
become  involved  we  may  resort  to  atropine.  Instillations  of  a  four- 
grains-to-the-ounce-of-water  solution  of  atropine  may  be  used  also  at 
intervals  during  the  severity  of  the  attack.  As  improvement  takes 
place,  the  use  of  the  solution  of  nitrate  of  silver  should  be  more  infre- 
quent until  it  is  finally  dropped. 

If  chemosis  has  taken  place,  the  ocular  conjunctiva  and  subjacent 
connective  tissue  should  be  divided  by  means  of  blunt  scissors,  and  in 
case  the  eversion  of  the  lids  is  not  complete,  the  outer  commissure 
should  be  freely  divided,  together  with  the  canthal  ligament,  for  the 
inflamed  surfaces  must  be  in  such  a  condition  that  they  can  be  thor- 
oughly treated.  Excessive  oedema  of  the  lids  interfering  with  the 
opening  of  the  eye  may  be  relieved  by  minute  punctures  of  the  skin. 
After  the  subsidence  of  the  acute  symptoms  the  nitrate-of-silver  solu- 
tion, which  toward  the  end  has  been  used  much  less  frequently  than  at 
first,  may  be  replaced  by  a  solution  of  sulphate  of  zinc. 

The  granular  condition  of  the  conjunctiva  should  be  treated  by  the 
application  of  a  piece  of  sulphate  of  copper  to  the  surface  evorj'  second 
or  third  day. 

Patients  sufl*ering  from  gonorrhcral  ophthalmia  should  occupy  a 
large,  well-ventilated  room,  which  should  be  moderately,  not  wholly, 
darkened,  and  they  should  be  placed  exclusively  in  the  care  of  the 
surgeon  and  nurses.  At  the  onset  of  the  disease  a  brisk  aperient,  even 
a  cathartic,  may  be  given,  which  should  be  repeated  as  necessarj-,  care 
being  taken  that  the  patient's  strength  is  not  imi)aired  by  it.  A  mild 
diet,  gruels  and  light  broths,  may  be  taken.  Should  evidences  of  mal- 
nutrition and  debility  appear,  with  weak  and  irritable  pulse,  more 
nutritious  food  of  the  most  digestible  character  must  be  given,  together 
with  tonics,  and  perhaps  ale,  porter,  milk-punch,  etc.  It  must  be  re- 
membered that  the  vitality  of  the  corneal  tissue  is  very  low,  and  that 
its  destruction  may  be  hastened  by  an  impoverished  state  of  the  system. 

Serovascular  Conjunctivitis. 
This  is  a  rare  form  of  purulent  conjunctivitis  of  which  little  has 
been  written.     This  form  of  ophthalmia  is  really  a  complication  of 
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gonorrhoea,  and  not  one  of  its  accidents.  Though  the  pathogenesis  of 
thi^  affection  has  not  been  studied,  much  le^«s  made  ont,  I  think,  reason- 
ing^ by  auaU>gyj  that  it  will  hiter  on  he  .settlrd  that  it  is  an  infectious 
prfx»eHj4  due  to  i^optie  ab.snrption,  lik*'  ^onurrhieal  rheumatisra,  etc.  It 
certainly  is  uot  due  to  pus-contamination. 

This  aiVeetif>n  be*iin:?  iu  a  painless  and  insidious  manner^  but  its  ob- 
jective symptoms  are  well  marked.  The  patient  at  first  feels  a  slight 
heat  iu  the  eye  and  a  sensatiou  a,s  if  some  particle  had  lodged  on  it. 
Then  the  conjuuctiva  bulbi  becomes  mther  swollen  and  liyj)eneniic. 
This  is  followed  by  hvperfeniia  uf  th*-  conjuuctiva  of  the  lids.  The 
secretion  is  al  first  serous  and  muderattdy  ei^piuus,  but  in  a  few  days  it 
becomes  slightly  purulent.  In  the  acme  of  the  iidhuumatiou  we  find 
the  whole  eonjuuetiva  ratlicr  sw<OtiM»»  witli  i>rThaps  some  oxlenia  of  the 
eyelids.  The  murous  lueuibraue  is  of  a  ipiite  deeji-rtnl  color  and  of 
velvety  appearance.  The  owlema  is  not  usually  very  extensive*  The 
affection  runs  an  indolent  course,  and  usniilly  ihies  nut  cause  much  pain 
or  annoyance.  One  or  lji>th  eyes  may  be  atfccted.  After  cure  a  relapse 
is  not  uncommon.  I  have  seen  several  cases  in  which  patients  were 
thus  aftl'cted  with  each  attack  of  gouorrhtea. 

The  pr 0^0 sis  is  almost  invariably  gfrnd. 

Treatment. — The  eye  sbould  be  irrigated  with  saturated  boric- 
acid  solutionj  and  a  few  drops  of  a  2  [K»r  cent,  solution  of  nitrate  of 
silver  may  be  drojipetl  in  the  eye  once  or  twice  a  da}'.  Ice-cloths  may 
be  necessary. 


CHAPTER  IX. 

GONORRHCEA  IN  THE  FEMALE. 

In  many  cases  of  gonorrhoea  in  women  the  history  of  the  period  of 
invasion  is  very  obscure.  In  some  the  sudden  onset  of  the  affection  in 
a  previously  healthy  woman,  in  a  woman  recently  married,  or  in  a  woman 
having  had  but  a  single  intercourse  may  give  positive  clues  as  to  the 
early  stage  of  the  disease.  In  verj'  many  cases,  however,  the  patient 
gives  the  history  of  having  suffered  for  a  long  period  with  chronic 
leucorrhoea,  and  of  having  experienced  an  exacerbation,  and  then 
examination  reveals  acute  inflammation  of  the  external  and  perhaps 
internal  genitalia. 

GONORRHCEA  OF  THE  XTRETHRA. 

Gronorrhoea  of  the  urethral  canal  is  the  most  common  form  observed 
in  women.  Formerly  gonorrhoea  of  the  vagina  ranked  first  in  impor- 
tance and  frequency,  but  recent  observations  and  studies  have  conclu- 
sively proved  that  the  virulent  suppuration  caused  by  the  gonococcus  is 
most  frequently  found  in  the  urethra.  The  disease  may  be  limited  to 
the  urethra,  and  it  may  exist  at  the  same  time  with  gonorrhoea  of  the  os 
uteri.  In  some  cases  there  is  a  coexistent  vulvitis,  and,  particularly  in 
young  subjects,  the  vagina  may  also  be  involved,  either  as  a  whole  or  in 
part. 

Urethral  gonorrhoea  in  the  female  resembles  in  some  particulars  the 
same  form  in  the  male.  It  has  a  period  of  incubation,  as  shown  by 
experimental  inoculations  both  with  virulent  pus  and  the  cultivated 
gonococcus,  of  about  two  days,  which  may  be  protracted  to  five  days. 

As  a  rule,  the  invasion  of  the  urethra  in  the  female  is  much  the 
same  as  in  the  male.  There  is  the  slight  tickling  and  burning  sensa- 
tion, and  the  same  seromucous  secretion  in  which  little  whitish  particles 
may  be  seen  suspended,  which  under  the  microscope  are  shown  to  be 
epithelial  cells  and  gonococci.  Then,  after  a  prodromal  period  of  a  few 
hours  or  a  day  or  two,  the  acute  stage  develops,  with  more  or  less  severe 
burning  in  the  urethra,  rendered  worse  on  urination,  which  soon  becomes 
quite  frequent.  Examination  of  the  parts  shows  the  urethral  orifice  to 
be  very  red  and  swollen,  with  perhaps  a  pouting  prominence  of  its  lips. 
A  greenish-yellow  discharge  escapes  in  considerable  quantity,  and  may 
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flgige  feffn#*sj*  aiid  i^weifti^  ttiSkt  ptflsmMMMl  aod  bifimfth,  The 
^nr^  of  fh«>  finic^r-tii>  «itn»l  m  iim  nyw  alttw»  tint  Ifae  meduni  is 
arw^lk^n  arwl  r^rwler,  sn&A  pmammm  ff&m  te&ndf  ferwwni  rinavj  p«»  to 
^xrKfc  from  fH*^  meanw,  Th^  un^thra  btinjpawfc  a  Am%  ntsxH  strmi^ht 
fof^r^,  ^mJfiqp  difceiljr  in  *«  bW«fcr,  ikK  view  ««f  be  fwif  mwlvttl 
in  fhf^  mthMMdcm.  Ejiaiitfiwrtwi  ^  the  nnae  by  the  twoN^M  u^^t 
will  Alvr^yi*  iiliow  Ik^w  rfceply  the  fD«»rbid  pnMX9»  ha»  travelled.  If  tfae 
fifMt  «p**<>imon  \n  rhmAf  null  the  iteMd  cfc«r^  it  is  eertaiii  tbel  the  bkul- 
Apt  m  ml  involved  If  rbe  mtccmd  spttimem  m  toMA^  then  it  m  certain 
thnf  fV  KJarl^kf  h<w  imn  \nfectetL 

In  i^omei  r^m^^  of  mutP  urethral  gonofrbopa  in  women  there  mav  be 
miW  MrfWf*  mov^mint  ancl  malaw.  As*  a  rule  their  local  :*ufferiDgs  are 
f|ffft#*  nt^ui4*  nt  i\m  timr,  an<I  thf?y  nsrially  become  worse  when  the  blad- 
der U  ffIVoIv^d.  Thrri  in  Imd  cfiAea  there  is  constant  tenesmus,  and  at?  a 
rpntth  fhr*  frH\uHti  iirinatifins  (*niim  fi^r^^t  agony;  not  infretnantly  the 
(m(i/>nt>  ^»tfr«Tirtg*^  are   increi^ed   by  the  urine  scalding  the  iuflanietl 

In  tJf*  ninjnrify  of  faH4*>*  of  the  neute  Htajre  of  urethral  gonorrhfm  in 
ihv  f'MriMih%  iinM*lionilif>n  <>!'  the  HyniptomH  }k*gius  iti  ubont  a  week  or  ten 
flfir*!  *Ht«l  evefi  wKiiier^  The  biirnirij^  and  sea h ling  l»eeome  less  and  less 
fievrTi',  tin*  fi*ni'>*nMtM  in  leHH  ini|K'rative»  and  the  nriiiations  beeonie  less 
rfeijiii'ltt  mill  |»riiiirill.  Thi*  redness  and  swelling  of  the  meatus  s^ubsiile 
p|o*vly»  nn«l  (he  pni^  In^eomes  whitish  and  miieoid.  In  tiiis  way  matters 
fjniw  |irr»gi*tWivi*ly  betU-r  until  the  ehnMiic  stage  may  i>e  reached.  Then 
Wi*  luintniHhty  srn  a  iionurd  i»r  i»nly  slightly  red  meatus,  from  whieh,  by 
InhTiMigioid  |in'Ksiiiv  on  (he  nrrttira,  a  tlmp  nr  two  of  viseid  inue^ijvus 
or  li  ihionrr  mitk\'t(M»king  Huid  may  eseajte.  In  this  eondidon  the 
wninan  imiy  sutler  no  dist^otntMrt  whatt^ver,  (»r  slie  may  have  a  very 
filight   Hiiarhug  nr  a  sensation  of  brat  on  urination. 

Mlen^eo|Heal  examination  of  the  |ats  in  the  florid  stage  shows  pns- 
ef^It**  with  m:uiy  pm*x*t»eei.  As  the  inx^n^tiou  Ixn^omes  more  nuieoidp 
«*|»itheli»l  eidlt  nhow  (vnaninently  in  the  field,  widi  a  diminishetl  numbiT 
of  jrt*iu*«^>eeK  III  the  clinmio  t^tnge  there  an>  usually  found  some  pus- 
i^lU,  e|Mthelial  tvlls  a  few  gimoeocci^  and  the  n^nal  intliflTeirnt  micmbes. 
Iirtler  on  no  ji3^moi^>oin  f«n  \m^  !*e«»n.  In  thi^  cbronie  stage,  wl^^n  the 
bladder  hrt<*  ivmaineil  infaet,  the  first  onnee  of  water  |viss*Hi  into  the 
^t%\  y^^mA  \\\\\  t^mCAin  ?«owe  ehim]^  ami  filaments  of  j^ts  rnnl  ejiiUie- 
it'  *"     *  ^»<^  !-<v^^i*d  \-oflwl  will  be  eloir.     ^Iim  there  k 

lo  nrii^e  in  the  9iK^nod  i^t^  will  be  Muiyms 
tiit4vt4  ^  that  ivi  the  fir^^  glav^. 

W^nx  H)>vmein  Kaw  this  ehmnic  form  of  nixuhra]  i^vMni  :nnii<m  fcra 
times  f^**^  fi***"  xvniv  Iti^  i>eetY^ion  in  the  oarly  monUis  .>  infrclmBL 
'>tm  the  fnvKMW  fe  iiimfil>  m  i^<>4-g^>m>rrhaial  wrethrius  m4  the  pas 


I 


OONORRH(EA   OF  THE  OS  UTERI  AND   UTERUS.  161 

then  is  harmless.  As  a  rule,  the  urethral  secretion  becomes  innocuous 
in  about  six  months  or  a  year  after  the  date  of  infection,  as  I  have 
myself  many  times  seen.  This  is  shown  by  the  impunity  with  which 
men  cohabit  with  women  who  have  this  emasculated  secretion.  In  its 
active  stages,  however,  the  pus  of  gonorrhoeal  urethritis  of  women  is 
equally  as  virulent  as  that  of  men  similarly  afflicted. 

In  the  declining  and  chronic  stage  of  urethral  gonorrhoea,  in  the 
absence  of  symptoms  and  of  swelling  and  redness  of  the  urethral  orifice, 
the  way  to  diagnosticate  the  trouble  is  by  intra  vaginal  pressure  on  the 
urethra  from  behind  forward,  or  by  the  examination  of  the  urine,  which 
is  passed  several  hours  after  a  previous  urination  which  has  cleansed  the 
canal.  Women  very  frequently  urinate  just  before  presenting  themselves 
to  the  surgeon,  who  then  fails  to  obtain  a  secretion  in  the  meatus  by 
pressure  on  the  urethra.  The  woman  under  suspicion  should  not  be 
allowed  to  urinate  or  use  injections  on  the  same  day  that  she  applies 
for  examination,  and  the  surgeon  should  decline  to  give  an  opinion  if 
she  does. 

In  chronic  urethritis  in  women  it  is  not  common  to  see  the  exacer- 
bations of  the  trouble  which  are  so  frequent  in  men.  In  the  majority 
of  cases  the  intra-urethral  and  peri-urethral  glands  only  beome  infected 
in  the  declining  stage  of  the  urethritis.  Therefore  these  forms  of  inflam- 
mation will  be  considered  farther  on  separately.  Since  there  are  no 
mucous  follicles  along  the  course  of  the  female  urethra  beyond  the  first 
half  inch,  as  there  are  in  man,  we  do  not,  as  a  rule,  find  those  deep- 
seated  follicular  abscesses  which  are  almost  peculiar  to  men. 

GONORRH(EA  OF  THE  OS  UTERI  AND  UTERUS. 

The  chief  importance  of  gonorriioea  of  the  os  uteri  resides  in  the  fact 
that  from  this  focus  the  uterus  itself  and  the  parts  above  in  direct 
anatomical  connection  may  be  invaded  early  or  late  by  the  infection. 

Gronorrhoea  of  the  os  uteri  is  very  probably  contracted  in  intercourse 
with  men  who  are  in  the  declining  stage  of  acute  gonorrhoea.  During 
the  acute  stage  men,  by  reason  of  the  pain,  swelling,  and  discharge, 
refrain  from  coitus,  but  as  the  trouble  subsides  they  often  weary  of 
continence,  have  intercourse,  and  infect  their  consorts. 

The  anatomical  position  of  the  os  is  such  that  in  coitus  it  generally 
comes  in  contact  with  the  apex  of  the  glans  penis,  and  there  becomes 
bathed  with  the  ejaculation  which  carries  with  it  pus  from  the  still 
inflamed  urethra,  unless  the  latter  tube  has  been  thoroughly  flushed  by 
recent  urination.  When  the  vagina  is  short,  and  when  the  uterus  rests 
low  in  the  i>elvis,  the  chances  of  infection  are  great.  Consequently, 
when  the  uterus  is  placed  high  up  the  os  may  escape  infection.     The 
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k'nj(t)i  <rf  tlift  pc'iim  am]  the  duratioQ  of  the  sextial  act  also  Imve  i)eariDg 
opfin  the*  iiifixrfion  of  the  m. 

Ooiiorrha-Ji  of  the  os  uteri  may  \ye  the  sole  evidenee  of  a  given  infee- 
tion,  which  may  U^j^in  in  thi»  pirt,  and  there  remain  imtil  eured.  It 
aWi  f50f!xirtt*i  in  many  cantos  with  a  urethritis  of  similar  oripn.  Then, 
agAfn^  the  pa-i  eM<*ajiirig  from  the  uterine  orifice  not  infrequently  infecta 
the  vjr^inu,  iiHually  in  a  hx-alized  manner,  and  rarely  in  the  totality  of 

I  lie  tiilM".  In  oii]y  aeute  and  very  severe  ca^se?*  U  the  os  ipfeeted  by 
exti^nition  *>f  the  dineBHC  from  the  urethm  u[>  the  vagina. 

Iti  the  majority  of  easen  gonf*rrii«ea  of  the  on  uteri  begins  in  an 
tiiHidioiM  nmririi^r  iniattended  with  market!  symptoms.  The  external 
arirl  iniernni  HurfaeeH  of  the  tM  becrome  red  and  swollen,  and  they  give 
f  nth  a  niueoi)nr(ilent  Hceretinn.  iSume  women  will  eompltiin  of  exees- 
Hive  dim'hnrg*' ;  while  «»therH,  wdio  liave  long  hud  vaginal  secretions,  may 
]«iy  w*  fitli'Utiori  in  an  inerease,  even  if  it  is  deeideclly  co[iiou«*  Thus  it 
IH  thiit  thiH  rifleetion  is  seldom  seen  in  its  vvry  early  days, 

\Vh*'ji  a  wonnin  sntfering  from  gonorrlKea  of  the  os  uteri  is  examined 
by  inraijs  uf  the  spetndum,  nothing  alisrdutely  characteristic  or  diag- 
tnwtif  t*an  hv  scfn.     The  cm  in  swollen,  and  is  more  or  less  red,  even  to 

II  ]iiit'|i1ish  lint.  At  first  the  mucous  nn*mbnine  is  swollen  and  has  a 
velvety  a|jjK*aniiU4\  Prom  the  os  a  purulent  or  mueopurulent  discharge 
pwajM'K  in  large  dn>ps,  and  around  the  ob  is  a  narrow^  collarette  of  red- 
lic'SK  antt  emsicMT,  Then,  when  the  os  is  much  eulargcil,  it  may  be 
enid(*d  in  t(Ktatily  or  in  part.  Siinietirnes  there  ai'e  many  small  erosions^ 
and  Mpjin  lln^rt*  may  be  sevt^nil  «piit4'  large  ones.  Though  these  erosions 
an*  s<iiHi'fin»*'s  called  ule**  rat  ions,  they  are  simply  local  losses  of  epi- 
thiOiuui,  HUc*h  as  w**  sw  in  tulenibly  well-marked  cases  of  erosive 
bulanilis.  When  the  intlanHnatory  process  runs  higher  and  there  is 
tmit'ii  I'xndiilive  infhiuimatinn,  the  outer  surface  of  the  os  presents  a 
inaut  mil  lilted  apjteaniner,  probably  from  the  swelling  ami  promtneuee 
t\\*  thr  muci]i:irous  glamls.  Tins  eoudition  may  become  so  well  marked 
that  I  he  appcanineis  i*f  the  os  rei&emble  those  of  a  very  rough  omnge. 
*rheu,  again,  flie  surface  uf  the  os,  in  very  severe  nises,  mav  bec^irae 
quile  deeply  enuled  and  present,  as  pointed  out  by  Rollet,  the  ap- 
|iinniinee  of  a  deeinnnl  cherry  whose  skin  has  been  peehnl  oft*. 
Wirb  a  still  gnniter  iu«*nnise  in  the  morbid  pr<XH*ss  granulations,  per- 
ha|ts  a  few  and  pi»rhaps  in  abunilanet\,  may  develop  ou  the  external 
^nrfa<v  of  the  uti^rine  n*H*k  and  on  the  ixuitiguous  mucous  membrane, 
|icirtieulariy  that  }wrt  lH*hnv  tbe  |i4isterior  lip  of  the  os  uteri.  These 
^mnulattonH  may  be  of  mitlet-siH^l   sire,  and   they  may  re^mWe  the 

ipilla^  t*f  ra^plH»rries  and  stniwlicrries.  In  the  course  of  time  the^ 
gmniilatiout^  may  p^  on  and  develop  into  Iruo  warty  growths,  which 
may  kti»r  an  briHiote  epitheliomatmis.    Over  the  morbid  surface  we  fre- 
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<|ucntly  find  a  film  or  membrane  of  thick  greenish  pns,  and  from  the  08 
a  piinileot  Amd  esea|H^s.  In  many  of  these  eiises,  wlien  fully  devel- 
ojwd,  the  patients  cum  plain  of  dygmenorrhoea  and  too  fretjucnt  and  too 
copious  men^^truation.  It  is  these  menstrual  symptoms  wliirli  often 
eaiise  tlie  patients  to  seek  medical  adviee,  and  tlien  a  eorreet  diagnosis 
may  he  made. 

Ill  a  gdodly  number  nf  eases  tlie  tissue-changes  on  the  external 
surface  of  the  os  are  very  slight,  consisting  of  a  mild  increase  of  red- 
ness, with  or  without  moderate  erosion. 

Even  when  there  is  a  marked  eondition  of  erosion  the  external  epi- 
thelium may  be  restoredj  while  at  the  same  time  the  morbid  process 
]>ersists  in  the  lumen  <jf  the  os.  The  main  cause  of  the  ehronieity  of 
gonorrhiea  of  the  uterine  neck  is  the  localiziition  of  the  process  in  the 
numerons  and  deeply  seated  glands  of  Naboth,  with  their  plentiful 
blotjil-supply.  As  the  atft*ction  grows  old,  even  if  little  or  iuditferent 
treatment  is  followed,  the  discharge  in  many  cases  becomes  less  puru- 
lent and  more  mucoid,  so  that  in  its  clironie  stage  tliis  form  of  gonor- 
rhcea  may  only  give  as  an  objective  symptom  the  well-known  glassy- 
white  mucous  plug  which  hangs  from  the  os  so  constantly.  This  plug 
resembles  those  of  the  ordinary  simple  inflainmatiims  of  these  parts ; 
and,  while  it  frequently  contains  gonocoeci  in  its  nieslies,  there  is  no 
visible  sigji  pres<^nt  to  dt^note  its  virulent  clmmcter.  In  many  cases 
the  only  means  of  determining  the  presence  of  gonocoeci  in  the  os  is  to 
curette  it  gently,  antl  then  examine  the  detritus  microsenpically. 

Thrrmghont  the  whole  course  of  gonorrlKca  of  the  os  tids  segment 
may  not  be  the  seat  of  pain,  and  its  examination  by  bimanual  mani]iu- 
lation  may  give  rise  to  little  if  any  unpleasant  sensiition.  Pain,  how- 
ever, is  quite  except iooally  felt,  either  spontaneously  or  as  a  result  of 
physical  examination. 

Now,  it  must  be  confessed  that,  with  all  the  objective  j>henomena  just 
presented,  there  are  no  apiKMrnnces  whicli  may  not  ]>e  found  in  simple 
afVcctitins  c^f  the  uterine  nci'k.  How,  then,  can  we  establish  a  diagnosis 
of  gonorrluea?  In  some  C4ises  the  facts  of  an  infecting  coitus  may  be 
establishcib  In  others  (when  the  troulde  is  clearly  recognized)  the 
onset  of  an  endocervicitis  in  a  healtliy  y^jung  woman,  who  has  not  been 
tami>ered  with  to  produce  abortion,  who  has  not  undergone  any  form  of 
minor  gyneciilogical  treatment,  and  who  has  not  had  any  disturbance  of 
menstruation,  may  cause  the  suspicion  of  gonorrhtcal  infection  in  coitus. 
In  many  cases,  early  in  their  course  it  is  very  easy  to  find  the  gonococ- 
cns  in  the  pus,  which  must  be  taken  by  means  of  a  platinum  hmp  from 
within  the  cervical  eavity,  the  orifice  of  which  has  been  rendered  clean 
and  sterile.  Then,  again,  we  frequently  meet  with  cases  in  which  a 
profuse,  very  yellow,  purulent  discharge  escapes  from  the  os^  in  which 
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ffmorAfm,  Mmd  nai  mm  of  iU  wmdmiM.  Thoogb  the  palhogeneds  of 
ihiit  mHi^^Um  Hmm  mA  Uiti  Mmliorl^  mueb  Usm  made  oot,  I  think^  rea^D- 
Ing  by  BMkfffff  iImI  it  ^iM  i^^^  "»  Ik^  i^lllcr]  tliat  it  b  an  infectious 
p^mam  4m  i»  mplk  ulft^trpunUf  Ukv  ^onorrhfrnl  rheiimatiam^  etc.  It 
mrtHinly  (n  iM  ililt^  Ui  iHi^H^ymtiiifiinalion, 

TIh»^  iiff'^rtion  (R'f^irjn  in  ii  |«iitiU*>M*  ami  insi*lioij!4  manner,  but  itr*  ob- 
ji»iiivi*  iiyrii|i(omii  firr  wc*ll  mark***!.  The  puritan  tat  fin^t  feds  a  ^li^Iit 
lii'r*t  in  lUi'  t'yt*  luul  a  wri*alion  iw  if  i^omv  partible  had  lodged  on  it. 
*VUiH  iIh'  4*orjjinii*liva  fjitlln  Ijrcfifnr^  nitlitT  swollen  and  liyjRTa^niic. 
Tliiw  i^  |V(||owi'd  liy  liy|H'ni»rriia  tti'  tln'  conjunctiva  of  the  lid**  The 
wwrctititj  in  III  lirnt  hr'i'ouh  and  irindcnittvly  4-iipitius^  hut  in  a  few  day.-^  it 
hi^einiii^N  Nl%litly  purulfiit.  In  rlir  ncuie  uf  ihe  inflammation  we  find 
TIm^  wfiolf  I'KU jn I icliva  nifhcr  mwhIIiti,  wirli  [xrlmjjs  some  a*den»a  of  the 
»iyelidM,  The  ujucchih  inrmfjniuc  [s  uf  n  4|uilc  deep-red  eolc»r  and  of 
V*dvi«ty  iip[)curunce.  The  n'dcuni  i^*  not  u^^nally  very  extensive.  The 
(idi'cllnu  vuuH  iin  inftoli-ril  conrn*',  jind  usually  does  not  caiise  nuieli  ]>ain 
or  annoy iint*c,  (Jnr  m*  Uotli  cyei4  may  be  atl'ccted*  After  cure  a  relapse 
in  nof  uncMtrnmiiiK  I  have  neen  neveral  cases  in  which  patieqts  were 
thuN  nlh'i'ti'd  wilh  eaeli  lUtnck  of  g^inorrhu'a. 

The  prognosli  is  almost  invariably  ^ood. 

Tmatniont. — Th*'  t*yt*  shoidd  he  irn|L!:aled  with  saturated  boric- 
nehl  rtoluiii»n,  mihI  :i  few  drops  of  a  2  |ht  cent,  solution  of  nitrate  of 
silver  umy  he  dri»|*peel  in  tin*  t*ye  onee  ur  twice  a  day.  Ice-cloths  may 
he  neecjisary* 


CHAPTER  IX. 

GONORRHCEA  IN  THE  FEMALE. 

In  many  cases  of  gonorrhoea  in  women  the  history  of  the  period  of 
invasion  is  very  obscure.  In  some  the  sudden  onset  of  the  affection  in 
a  previously  healthy  woman,  in  a  woman  recently  married,  or  in  a  woman 
having  had  but  a  single  intercourse  may  give  positive  clues  as  to  the 
early  stage  of  the  disease.  In  verj*  many  cases,  however,  the  patient 
gives  the  history  of  having  suffered  for  a  long  period  with  chronic 
leucorrhoea,  and  of  having  experienced  an  exacerbation,  and  then 
examination  reveals  acute  inflammation  of  the  external  and  perhaps 
internal  genitalia. 

GONORRH(EA  OF  THE  XTRETHRA. 

Gonorrhoea  of  the  urethral  canal  is  the  most  common  form  observed 
in  women.  Formerly  gonorrhoea  of  the  vagina  ranked  first  in  impor- 
tance and  frequency,  but  recent  observations  and  studies  have  conclu- 
sively proved  that  the  virulent  suppuration  caused  by  the  gonococcus  is 
most  frequently  found  in  the  urethra.  The  disease  may  be  limited  to 
the  urethra,  and  it  may  exist  at  the  same  time  with  gonorrhoea  of  the  os 
uteri.  In  some  cases  there  is  a  coexistent  vulvitis,  and,  particularly  in 
young  subjects,  the  vagina  may  also  be  involved,  either  as  a  whole  or  in 
part. 

Urethral  gonorrhoea  in  the  female  resembles  in  some  particulars  the 
same  form  in  the  male.  It  has  a  period  of  incubation,  as  shown  by 
experimental  inoculations  both  with  virulent  pus  and  the  cultivated 
gonococcus,  of  about  two  days,  which  may  be  protracted  to  five  days. 

As  a  rule,  the  invasion  of  the  urethra  in  the  female  is  much  the 
same  as  in  the  male.  There  is  the  slight  tickling  and  burning  sensa- 
tion, and  the  same  seromucous  secretion  in  which  little  whitish  particles 
may  be  seen  suspended,  which  under  the  microscope  are  shown  to  be 
epithelial  cells  and  gonococci.  Then,  after  a  prodromal  period  of  a  few 
hours  or  a  day  or  two,  the  acute  stage  develops,  with  more  or  less  severe 
burning  in  the  urethra,  rendered  worse  on  urination,  which  soon  becomes 
quite  frequent.  Examination  of  the  parts  shows  the  urethral  orifice  to 
be  very  red  and  swollen,  with  perhaps  a  pouting  prominence  of  its  lips. 
A  greenish-yellow  discharge  escapes  in  considerable  quantity,  and  may 
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cause  redness  and  swc«Iliiig  of  the  parts  arounil  and  beiieuth.  The  pres- 
ence of  the  fin|^er-ti|i  iiL-^erted  in  tlie  vagina  sliovvs  that  the  in\*tlim  is 
swollen  iuid  tender,  and  preKsnre  from  belnnd  ftirwanl  eaiKses  pus  to 
exude  from  the  meatus.  Tlie  uretlini  being  .sueli  a  short,  nearly  straight 
tnbe,  entling  ilirectly  in  the  bladder,  that  visens  may  Ue  early  involved 
in  the  iiiHamniation.  Ex  ami  nation  at'  the  urine  hy  the  two-glass  test 
will  always  show  how  deeply  the  morbid  proeesi?  ha^*  travelled.  If  the 
first  specimen  is  clouily  and  the  siroud  clear,  it  is  eertain  that  the  l> lad- 
der is  not  involved.  If  the  second  sj>ecimeu  is  turbixl,  then  it  is  certain 
that  the  bladder  has  been  infected. 

In  some  c^ses  of  acute  urethral  gonorrluea  in  women  there  may  be 
miki  febrile  mov*'ment  and  malaisi-.  As  a  rule  their  Im^al  siiiferiiigs  are 
quite  aente  at  this  time,  and  ttiey  usually  beeonie  worse  when  the  blad- 
der is  involved,  Tlien  in  bad  cases  there  is  constant  tenesmus^  and  as  a 
result  the  frequent  urinations  cause  great  agony  ;  not  infrequently  the 
patient's  sntlerings  are  increased  by  the  urine  scalding  the  iuHametl 
contiguous  {jarts. 

In  the  majority  of  eases  of  the  acute  stage  of  urethral  gonorrhoea  in 
the  female,  amelioration  of  tlie  syni}>toms  begins  in  about  a  week  or  ten 
days,  and  even  sooner.  The  burning  and  seahling  l>eeome  less  and  less 
severe,  the  tenesmus  is  less  imiKTative,  and  the  urinations  become  less 
frequent  and  painful.  The  rcfhicss  ami  sw(^lling  of  the  meatus  sul)side 
slowly,  and  the  pus  becomes  wliitish  and  mucoid.  In  this  way  matters 
grow  progressively  better  until  the  chronic  stage  may  be  reached.  Tlien 
we  comniotdy  see  a  normal  or  only  slightly  red  meatus,  from  wlnel*»  ^*y 
intra  vaginal  [iressure  on  the  urethra,  a  drop  or  two  of  viscid  mucopus 
or  a  thinner  milky-looking  fluid  may  eseajM*.  In  this  condition  the 
Woman  may  suffer  uu  discomfort  whatever,  or  she  may  have  a  very 
slight  smart iug  or  a  sensation  of  heat  on  urinalion. 

Microscopical  examination  of  the  pus  in  the  florid  stage  shows  pus- 
eells  with  many  gouococci.  As  the  secretion  becomes  nnire  mucoid* 
epithelial  cells  slufw  prominently  in  the  field,  with  a  diminished  innnljcr 
of  gonot^jcci.  In  the  chronic  stage  there  are  usually  found  some  pus- 
eellsj  epithelial  cells,  a  few  g<3nocoeci,  and  the  usual  indifferent  microlM^s. 
Later  on  no  gonococei  can  be  seen.  In  this  chronic  stage,  when  the 
bladder  has  rctnained  intact,  the  tirst  ounce  of  water  passed  into  the 
first  vessel  will  contain  some  clumps  and  filaments  of  pus  and  epithe- 
lium, while  the  urine  in  the  second  vessel  will  be  clear.  When  there  is 
a  eouq>licating  cystitis  the  urine  in  the  second  glass  will  Ljc  nearly  as 
turbid  as  that  in  the  first  glass. 

Many  women  have  tliis  chronic  form  of  iiretlind  inflammation  for  a 
long  timt*,  even  for  years.  Its  secretion  in  the  early  nmnths  is  infections, 
Ij^iter  on  the  process  is  simply  a  jmst-gonorrho-al  urethritis,  and  the  pus 
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then  is  harmless.  As  a  rule,  the  urethral  secretion  becomes  innocuous 
in  about  six  months  or  a  year  after  the  date  of  infection,  as  I  have 
myself  many  times  seen.  This  is  shown  by  the  impunity  with  which 
men  cohabit  with  women  who  have  this  emasculated  secretion.  In  its 
active  stages,  however,  the  pus  of  gonorrhoeal  urethritis  of  women  is 
equally  as  virulent  as  that  of  men  similarly  afflicted. 

In  the  declining  and  chronic  stage  of  urethral  gonorrhoea,  in  the 
absence  of  symptoms  and  of  swelling  and  redness  of  the  urethral  orifice, 
the  way  to  diagnosticate  the  trouble  is  by  intravaginal  pressure  on  the 
urethra  from  behind  forward,  or  by  the  examination  of  the  urine,  which 
is  passed  several  hours  after  a  previous  urination  which  has  cleansed  the 
canal.  Women  very  frequently  urinate  just  before  presenting  themselves 
to  the  surgeon,  who  then  fails  to  obtain  a  secretion  in  the  meatus  by 
pressure  on  the  urethra.  The  woman  under  suspicion  should  not  be 
allowed  to  urinate  or  use  injections  on  the  same  day  that  she  applies 
for  examination,  and  the  surgeon  should  decline  to  give  an  opinion  if 
she  does. 

In  chronic  urethritis  in  women  it  is  not  common  to  see  the  exacer- 
bations of  the  trouble  which  are  so  frequent  in  men.  In  the  majority 
of  cases  the  intra-urethral  and  peri-urethral  glands  only  beome  infected 
in  the  declining  stage  of  the  urethritis.  Therefore  these  forms  of  inflam- 
mation will  be  considered  farther  on  separately.  Since  there  are  no 
mucous  follicles  along  the  course  of  the  female  urethra  beyond  the  first 
half  inch,  as  there  are  in  man,  we  do  not,  as  a  rule,  find  those  deep- 
seated  follicular  abscesses  which  are  almost  peculiar  to  men. 

OONORRHSA  OF  THE  OS  UTERI  AND  UTERUS. 

The  chief  importance  of  gonorrhcea  of  the  os  uteri  resides  in  the  fact 
that  from  this  focus  the  uterus  itself  and  the  parts  above  in  direct 
anatomical  connection  may  be  invaded  early  or  late  by  the  infection. 

Gronorrha?a  of  the  os  uteri  is  very  probably  contracted  in  intercourse 
with  men  who  are  in  the  declining  stage  of  acute  gonorrhoea.  During 
the  acute  stage  men,  by  reason  of  the  ])ain,  swelling,  and  discharge, 
refrain  from  coitus,  but  as  the  trouble  subsides  they  often  weary  of 
continence,  have  intercourse,  and  infect  their  consorts. 

The  anatomical  jwsition  of  the  os  is  such  that  in  coitus  it  generally 
comes  in  contact  with  the  apex  of  the  glans  penis,  and  there  becomes 
bathed  with  the  ejaculation  which  carries  with  it  pus  from  the  still 
inflamed  urethra,  unless  the  latter  tube  has  been  thoroughly  flushed  by 
recent  urination.  When  the  vagina  is  short,  and  when  the  uterus  rests 
low  in  the  pelvis,  the  chances  of  infection  are  great.  Consequently, 
when  the  uterus  is  placed  high  up  the  os  may  escape  infection.     The 
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Gonorrhoea  of  the  vagina,  therefort'j  raaj  be  caused  by  the  extension 
jpwanl  cif  the  infection  from  the  vulva,  and  it  may  also  result  from 
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limiteil  to  the  vugiua  pro|>er,  uiay  he  seen  rather  exceptiimaUy  JJi  quite 
young  women, 

GONORRHCEA   OF   THE   VULVA. 

Gonorrlnea  may  originate  primarily  in  the  vulva, or  it  maybe  caused 
by  contact  with  gonorHneal  |)u.s  from  the  vagiua  am!  parts  above.  As 
a  primary  ntfcctioji  it  is  not  \ii\y  common,  and  i^  usually  seen  in 
girls  of  from  tifteeu  to  twenty  years  of  age  a,s  a  result  of  mpe  i>r  coitus 
which  i.s  ciiHicult  of  accomplislmieut,  owing  to  the  then  compact  and 
uustretelicil  condition  of  the  parts.  It  is  this  natural  impediment  to 
intromission  wtii*'h  causes  t!ie  external  infection  liv  the  gom^Tho^al  pus 
from  men, 

Gouorrhn\i  of  tlie  vulva  l>egins  with  a  sensation  of  itching,  soon  fill- 
lowed  l)y  intense  burning.  At  first  the  secretion  is  mucoid  and  iu 
excess  of  the  normal  fluid  of  the  part^  ;  it  then  becomes  mucopurulent, 
and  finally  of  a  glairy,  purulent  rharacten  Examination  usually  shows, 
particularly  in  hospital^i  and  dispensaries,  and  i>ftcn  in  private  practice, 
matting  of  (he  hairs  on  the  mons  Veneris  ami  of  the  hairs  on  the  hd>ia 
majora  in  tlie  form  of  little  tufts^.  l^|Mm  separation  the  greater  and 
lesser  labia  are  seen  to  be  ver}-  rtd,  much  swollen,  with  more  or  less 
superficially  erodetl  areas,  and  in  the  reflections  of  the  mucous  mem- 
brane. The  whole  surfa<«  is  bathed  with  a  tTcamy  pus,  which  stains 
and  stiHcns  the  drawers  ami  back  (jortion  of  the  rliemi>c  in  spots. 
Perhaps  there  may  be  erythematous  or  even  eczema  tons  patches  on  the 
upper  and  inner  eoapted  surfaces  of  tlu'  thighs,  from  the  irritation  of 
the  fliseharge  whit*li  lias  flowed  over  them,  and  wliit^h  may  even  severely 
irritate  the  auns.  In  nucleauly  sulyccts  the  retention  and  decomposition 
of  the  discharge  give  rise  to  a  characteristic  naust^ating  and  tlisgusting 
odor.  When  tlie  inflamed  surfaces  have  been  cari'tully  bathed,  numerous 
minute  follicular  clevatitms,  many  jrerliaps  superti<"jally  crf>de<l,  mny  1h? 
seen,  mostly  on  the  labia  minora^  lait  also  on  the  lahia  majora.  l^nless 
appropriate  treatment  is  instituted,  the  swelling  becomes  very  great,  the 
eroded  surfaces  become  larger  and  coalesce,  and  in  eonsc<picnee  of  the 
swollen  condition  (^xaminatiini  of  the  nn^thra  and  vulva  is  very  diffi(*ult 
aufl  painful.  In  e^ses  of  long  labia  minora  the  swelling  is  sometimes 
so  great,  and  the  const  net  inn  ofteretl  by  the  labia  majom  is  so  firm,  that 
strangulation  seems  inuniuent.  Tins  condition  has  been  considered  by 
some  authors  as  analogous  to  |>amphimosis  in  the  male,  while  others 
think  that  acute  vulvitis  is  the  analogue  of  balanitis  and  balanoposthitis. 
The  inflammatory  pnx^ess  may  be  thus  intense,  and  yet  limited  to  the 
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vulva ;  and,  although  the  urethral  and  vaginal  orifices  are  red  and 
inflamed,  these  ciuials  may  yet  remain  unaffected.  Thus  it  is  that  urina- 
tion is  excruciatingly  painful,  particularly  when  the  urine  runs  over  the 
vestibule,  vaginal  orifice,  and  fourchette,  and  that  digital  or  instru- 
mental examination  is  rendered  impossible. 

Taking  all  its  features  into  consideration,  gonorrhoea  of  the  vulva  of 
the  severe  form  is  a  distressingly  painfid  affection.  Its  heat,  attendant 
itching,  and  burning  give  rise  to  erotic  desires,  even  to  nymphomania, 
while  handling  or  manipulation  of  the  parts  or  sexual  intercourse  is 
utterly  impossible.  Not  uncommonly,  the  irritation  of  the  anal  orifice 
by  the  escaping  discharge  gives  rise  to  tenesmus,  diarrhoea,  and  even 
incontinence  of  the  rectum.  Such  patients  are  frequently  forced  to 
assume  the  recumbent  position,  since  sitting  and  walking  are  attended 
by  increased  pain.      Occasionally  malaise  with  mild  fever  is  noticed. 

Arising  as  it  does  from  aborted  and  perhaps  violent  attempts  at 
coitus  in  rape,  in  me<liate  contagion  from  gonorrhoeal  pus,  the  date  of 
the  onset  of  vulvar  gonorrhoea  is  very  often  clearly  marked.  The 
evolution  of  the  affection  is  rapid,  and  but  one  or  two  days  may  elapse 
from  the  time  of  the  commencement  of  the  premonitory  pruritic 
burning  sensation  to  its  full  development.  The  course  is  entirely 
dependent  upon  the  efficiency  and  vigor  of  treatment.  In  dispensary 
practice  it  is  often  very  difficult  to  make  these  girls  give  themselves 
proper  care.  Hence  this  affection  in  the  lower  classes  often  runs  on 
into  a  chronic  condition.  In  many  of  these  cases  the  inflammation 
settles  itself  in  the  cleft  between  the  large  and  small  labia  and  around 
the  introitus  vaginaj.  In  private  practice  iwitients  are  more  attentive  to 
treatment,  and  then  the  severity  of  the  trouble  subsides  in  about  a  week 
or  ten  days.  Becoming  subacute,  it  then  may  rapidly  subside  and  dis- 
appear. 

.  In  acute  gonorrhcea  of  the  vulva  there  is  frequently  invasion  of  the 
urethra,  and  in  some  cases  the  infection  extends  into  the  vagina.  Not 
uncommonly  Bartholin's  glands  are  attacked,  and  rather  less  frequently 
Skene's  glands  and  the  i>ori-urothral  glands  may  become  implicated. 
These  complications  naturally  prolong  the  course  of  the  inflammation. 

There  is  a  chronic  form  of  vulvitis,  which  consists  in  an  inflamma- 
tion of  the  sebaceous  and  mucous  follicles,  which  may  or  may  not  be  of 
gonorrhoeal  origin.  Examination  of  the  parts  shows  a  large  or  small 
number  of  minute  red  follicular  elevations  seated  on  the  inner  surface 
of  the  labia  majora  and  minora. 

Inflammation  of  Skene's  Urethral  Glands. 

Skene's  glands,  which  oi>en  a  little  within  the  orifice  of  the  urethra, 
maybe  the  seat  of  a  mild  form  of  inflammation  which  causes  the  patient 
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very  little  discomfort-  The  orifices  are  seen  to  be  enlarged,  and  around 
them  is  a  thin  rim  of  rednei^i?.  A  more  severe  condition  is  sometimes 
}?eeii  in  which  there  i.^  active  inflammation  of  the  duet,<  antl  the  snr- 
rounding  tissues,  and  tlie  escape  of  a  |»unilcnt  fluid.  In  tliis  eoiulition 
the  meatns  is  so  swollen  that  it  is  somewhat  prolapsed  and  evertetl,  and 
thuf?  it  happen!?  tliat  tht-  oriiices  of  the  duets  art-  rendered  visible  and 
look  like  little  yellowish-gray  idcers  seated  on  a  deep-red  papillomatous 
base. 

Inflammation  of  Vestibnloyaginal  Glands. 

Gonorrhneal  inflammation  may  also  attack  two  goodly  sized  glands, 
known  to-day  as  the  vestibulovaginal  bulbs,  the  orifices  of  which  oix^n 
on  each  side  of  the  meatus,  and  perhaps  a  little  distance*  front  it,  Init  on 
its  Icjwer  bonier  near  the  vagina.  This  affection  rapidly  passes  from 
tlie  acute  to  the  ciironic  stage,  in  which  it  may  linger  for  long  jwriods* 
On  examination  we  find  a  red  elevation,  which  may  be  covered  with 
pus  or  from  which  a  little  pus  may  exude  lui  pressure.  This  lesion 
may  escape  detecti(*n  unless  very  scrutinizing  search  is  made  for  it. 
Women  fretpiently,  before  e<jming  to  the  surgeon^  wash  the  parts  or  in 
urination  the  secretion  is  carried  away.  When  by  C4ireful  pressure  the 
eu'ifiee  of  the  ghmd  is  deteet<.»d,  the  passage  of  a  line  probe  to  the  depth 
of  half  an  inch  or  more  will  show  the  source  from  which  the  sn]>pura- 
tion  comes.  It  can  reiidily  be  understrHMl  that  sueli  a  ehrouic  lesion 
miLdit  be  a  persistent  source  of  infection  in  men,  since  it  is  not  nncom- 
nifui  for  it  to  undergo  exacerl)ations. 

These  glands  may  rather  rarely  become  the  seat  of  abscess. 


Oonorrhoeal  Folliculitis. 

Around  the  urethra  for  the  distance  of  a  third  t>r  half  an  inch  a 
.number  of  small  f(»l!icles  open  liy  means  of  very  minute  ducts.  These 
follicles  may  be*eonie  inflamed  during  acute  or  chronic  gouorrheea  and 
in  women  witli  simjile  vagina!  discharges.  These  little  fi>ci  of  ijiflam- 
matiou,  of  whieh  tlu*re  may  be  as  few  its  two  and  as  many  as  ten,  are 
very  apt  to  escajjc  observation,  for  the  reason  that  they  do  not  present 
a  striking  appearance.  They  simply  Inuk  like  inflamed  pinhead-sized 
elevations,  on  which  |K^rhaps  there  may  be  a  small  jmsHTUst.  They 
c^use  the  patient  very  little  trouble  beyond  a  very  slight  sensation  of 
heat  and  pricking.  Presstu'e  on  the  parts  will  nsually  canse  a  small 
qnantity  of  pus  to  exude.  Then  a  very  fine  probe  may  be  inserted  for 
a  ijuarter  of  an  inch,  or  even  tleeper,  into  the  iirifice  thus  revealed. 
Unless  properly  treated,  these  peri-urethral  follienlites  of  Avomen  may 
persist  indefinitely. 
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Para-urethral  Folliculitis. 

Scattered  over  the  vestibule,  at  the  distance  of  half  an  inch  or  a  little 
more  from  the  meatus  (according  to  the  natural  size  of  the  parts),  is  a 
number  of  mucous  follicles  which  may  be  affected  by  gonorrhoea  of 
the  urethra,  vulva,  or  vagina.  These  follicles,  when  inflamed,  look  like 
small  red  papillie,  from  which,  upon  pressure,  a  little  mucopus  or  pus 
will  exude.  Unless  cured,  these  lesions  may  remain  in  a  chronic  and 
indolent  condition,  and  they  may  end  in  sinuses  or  in  true  fistulse. 
These  fistulse  may  end  in  the  urethra  near  the  meatus  or  farther  down 
the  urethral  canal.  They  also  may  extend  toward  the  vagina  in  an 
incomplete  form,  or  they  may  open  into  that  tube. 

Around  the  fourchette  and  near  the  posterior  wall  of  the  vagina  a 
number  of  mucous  follicles  are  seated,  and  they  are  sometimes  invaded 
by  the  gonorrhoeal  process.  These  lesions  look  like  small  red  swellings, 
from  which,  on  pressure,  a  little  pus  may  exude.  These  follicular 
inflammations  are  very  chronic  in  character  and  rebellious  to  treatment. 
They  may  result  in  sinuses  and  fistulae.  In  some  cases  the  sinus  or 
fistula  extends  toward  the  vagina,  and  in  others  toward  the  rectum.  As 
a  result,  therefore,  there  may  be  vulvovaginal  or  vulvorectal  fistulsB. 
These  fistulse  are  usually  very  small,  they  cause  little  trouble  during 
long  periods  of  time,  and  frequently  are  unrecognized  for  years. 

Many  cases  of  genital  folliculitis  in  women  will  be  met  in  which 
absolutely  no  history  of  gonorrhoea  can  be  obtained. 

Inflammation  of  Bartholin's  Glands. 

Bartholin's  or  the  vulvovaginal  glands  are  situated  one  on  either 
side  of  the  entrance  to  the  vagina,  in  the  triangular  space  bounded  by 
the  ascending  ramus  of  the  ischium,  the  vaginal  orifice,  and  the  trans- 
versus  perinaei  muscle,  and  are  covered  by  the  suj>erficial  |>erineal  fascia 
and  some  fibres  of  the  constrictor  vagina;.  They  are  conglomerate 
glands,  having,  when  fully  developed,  a  diameter  of  six-tenths  of  an 
inch.  The  ducts  of  these  glands  are  about  six  lines  in  length,  and 
they  open  just  in  front  of  the  hymen  near  the  lateral  and  |X)sterior 
caruncula;  myrtiformes.  These  glands  pour  out  in  coitus  and  on  genital 
excitation  a  copious  secretion  of  albuminous  fluid,  which  lubricates  the 
vulva  and  the  vagina.  The  vulvovaginal  glands  may  l)e  the  seat  of 
two  forms  of  inflammation — the  one  simple,  and  the  other  gonorrhoeal. 

Simple  acute  Bartholinitis  is  mostly  seen  in  young  girls,  married  or 

single,  and  generally  follows  early  efforts  at  coitus.     In  many  cases  it 

results  from  the  violence  attendant   upon  rape.     In  some  cases  the 

simple  rupture  of  the  hymen  causes  local  irritation,  and  as  a  result  one 

or  both  vulvovaginal  glands  become  inflamed.     Its  frequence  in  very 
11 
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young  raarrkid  womoii  has  caused  it  to  be  called  "the  bride's  abi^cess," 
It  \i  partiuularly  liable  to  develop  in  girls  who  have  leue*jrrli<:ea  and 
M^ho  arc  m\i  careful  as  to  tbc  cleanliness  of  the  gcuita!  parts  It  i^ome- 
times  results  fnnn  i  xeessive  ctKtus  and  also  from  masturbation. 

The  symptoms  are  usually  quite  strongly  marked.  The  patient 
complains  of  pain  or  soreness  in  the  vulva,  and  inspection  reveals  a 
small  rounded  swelliuf^  at  the  lower  or  po.^UTior  third  of  the  vaginal 
orifiee.  This  swelling  rapidly  inereases  until  it  may  reach  the  size  of  a 
quite  gniall  egg.  Then  the  labium  major  l>ecomes  pear-shaped  and  is 
pushed  outward,  and  we  see  a  deep-red  rounded,  fluctuating  swelling, 
wliicli  may  extend  an  inch  and  even  more  from  the  level  ol'  the  vaginal 
oritice*  The  parts  are  t!ie  seat  t>f  a  tli robbing,  dniggiug  [Kiin,  and  are 
exquisitely  seuHitive  to  the  touch.  In  this  condition,  in  severe  cases, 
the  pati(Mits  can  neither  walk,  stand,  nnr  sit.  They  have  chills,  malaise, 
and  febrile  movement.  In  some  cases  there  is  spontaneous  ntpture 
through  the  duet,  but  in  most  eases  it  is  necessary  to  incise  the  al>scess. 
Sometimes  it  bursts  sp(nitanermsly,  most  eonuuordy  near  the  glandular 
outlet,  and  rarely  over  the  convexity  of  the  tumor.  The  pus  is  usually 
tliiek  and  yellow,  btit  it  may  be  thin  and  serous,  tlxceptionally,  it  has 
a  fetid  04h>r.  In  most  cases,  after  incision  into  or  bursting  of  the 
abscess,  the  parts  heal  and  the  gland  seems  to  return  to  its  natural 
condition.  In  some  cases,  however,  after  abscess- format  ion  and  pns- 
extrtision  have  taken  place,  the  gland  seemingly  returns  to  its  normal 
state;  yet  cxaeerbutiims  and  relapses  are  liable  to  occur.  Thus,  after 
menstruation  the  giaud  may  swell  and  become  jwiinful,  and  in  tin's  con- 
dition it  may  remain  a  little  time,  and  then  subside.  Such  exacerlm- 
tions  as  these  may  be  very  frequent,  and  tliey  keep  tlie  patients  in  a 
continnous  state  of  dread.  Excessive  venerv,  masturljation,  and  leueor- 
rhteal  discharges  may  also  light  ni>  the  suppurative  process,  with  all  its 
lor:d  ami  general  disturbances.  As  the  interval  of  time  between  ex- 
acerbations iMHNmies  longer  the  tendency  to  them  seems  to  lessen,  and 
genenilly  it  dies  mit ;  but  it  \n  not  im common  to  sec  a  woman  suffer 
from  acute  Bartholinitis  several  years  after  lier  first,  second,  or  tliinl 
experience. 

Usually  l>ut  one  gland  is  affected,  and  most  commonly  it  is  the  left 
one.  The  affection  may,  however,  occur  bilaterally.  In  all  probability 
tlie  simple  form  of  Barttiolinitis  is  caused  by  pus-cocci  acting  upon  a 
bruised  or  hvpcnennV  part  thus  rendered  snseeptitde  to  infection. 

During  the  course  of  gonorrhcea,  acute  or  ehrontc,  the  ducts  of  Bar- 
tholin's glands,  or  the  glands  themselves,  may  l>e  the  seat  of  a  suppu- 
rating inflammation.  Of  late  years  there  has  l>een  a  tendeney  to  mag- 
nify the  frequency  of  oceurrenee  of  these  eomplieatious  of  g^jnorrhcea  in 
women.     In  acute  gonorrlKca  the  duet  and  the  gland  itself  are  some- 
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times  the  seat  of  iiiflammatioiu  In  clironit*  gonorrlioea  it  is  more  com- 
mon to  tiiid  only  the  duet  i>r  the  ducts  in  vol  veil. 

Gonorrhrjeul  inflammation  of  the  duct  of  the  vulvovaginal  gknda 
may  be  attended  with  very  mild  Bymptomj?  of  heat  and  prick ingj  and 
Jthede  may  be  wholly  absent.  On  inspection  we  find  the  t^pening  of 
bese  ducts  red  and  a  little  swollen;  the  red  npots  thus  produced  are 
illed  '*  niaenhe  gonorrlia^ica/'  Pressure  on  the  parts  against  the  ramus 
of  the  iseliium  cause?;  a  drop  of  milky  or  greenish  pus  to  exude*  In 
some  cases  this  hjcalizcd  inflamnuition  is  the  oidy  remnant  of  tlie  gon- 
orrhceal  process.  It  causes  Htth'  or  no  discomfort,  so  that  fretjuently 
the  patient  does  not  know  that  she  luis  such  a  trnnble.  In  this  ind^ilent 
condition  it  may  renuiin  for  long  periods,  or  it  may,  as  a  resnlt  of  excit- 
ing and  irritating  causes,  become  acute.  The  body  of  the  gland  may 
become  infected^  in  which  event  there  may  be  acute  suppuration,  but 
usually  the  condititui  is  rather  indr>lent  and  subacute.  The  glatul  swells 
to  tlie  size  of  a  nutmeg  or  walnut,  and  nuiy  l>e  gras]K'd  and  its  c<intour 
clearly  mafle  out  between  the  finger-tips.  The  swelling  presents  a 
snuKkth,  *jutte  firm  structure  id*  roumlrsh  or  oval  outline.  Not  infre- 
quently the  duct  of  the  gland  can  be  felt  like  a  firm  nnin<l  *'ord» 
Pressure  causes  whitish  pus  to  exude.  This  eonditiiui  of  affairs  is 
found  in  prostitutes,  especially  in  old  one*.  It  is  the  cause  of  miu-li 
trouble  aiul  worry  to  them,  since  they  are  always  in  dread  of  a  recru- 
descence of  the  acute  inflammation,  which  may  result  from  sexual  ex- 
cess or  any   iiifliunmatiort  abruit  the  genitals    or   iti  the  pelvic  cavity. 

Qonorrhcea  of  the  Tubes,  Ovaries,  and  Peritoneum.— When  gtui- 
orrhtea  ascends  and  jjasses  from  the  uterus  to  tlic  tubes  and  beyond,  the 
case  then  enters  the  domain  of  the  gynecologist. 


VULVOVAGINITIS   IN   INFANTS   AND   YOUNG    CHILDEEN. 


Simple  Vulvitis. 

This  fiu^m  may  be  found  in  very  yourjg  infants  and  in  children  from 
two  years  onward,  and  exceptionally  even  uji  to  puberty. 

The  attention  of  the  mother  is  first  called  to  the  trouble  by  the  cries 
of  the  child  on  urination  and  by  the  frequency  of  tlie  act.  p]xami- 
nation  shows  the  vulva  ahnic  to  be  involved,  or  this  part  and  the  ure- 
thra together,  or  these  external  |>arts  and  the  vagina  are  found  affected. 

If  there  is  simple  vulvitis,  we  find  redness  and  swelling  of  the 
nymphie  and  tlie  labia  majora  (as  niueb  of  tlu-m  as  is  deveh»jK'd),  and  at 
first  a  fiero-cpithelial  sei:ji*etion  looking  like  milk,  then  later  mi  a  muco- 
purulent discharge.  The  surface  nf  the  mucous  niendu'ane  is  enKlrtl  in 
minute  spots  and  goodly  si>:ed  patches.  The  child's  pain  is  then  mainly 
caused  by  the  scalding  sensations  caused  by  the  urine  lodging  on  the 
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excoriatecl  Aurfiice.  SixmlaneiuLs  pain  may  result  from  the  vulvar 
inrtanimatiuih 

Another  form  of  simple  vulvitis  consistsj  ia  moderate  heat,  rednei^s, 
and  swelling  of  the  jmrL^,  fnuii  wliieh  pus  or  mueopiis  exudes.  Thus 
there  are  in  the^e  youiij^  infants  two  forms  of  vulvitis— the  one  mild 
and  ephemeral,  with  a  sero-epitlielial  diseharge  moderate  in  tpiantity; 
and  the  other  more  severe  and  attended  with  greater  iuflamination  and 
a  miieopnrulent  diseliarge. 

Cure  and  proprr  inedieution  will  soun  cure  these  conditions.  When, 
however,  e^ise^  are  neglected  the  morbid  jn'ocess  extends  to  the  eon- 
tignous  parts. 

ViilyoTagmitis* 

This  affeetion  is  found  in  very  young  infants  and  in  children  from 
two  to  thirteen  years  old. 

In  infants  vulvovaginitis  usually  begins  as  a  vulvitis,  which,  being 
anenre^l  for,  liceomes  more  intense  and  spreads  either  to  the  vagina  or 
to  the  urt^hm,  ar  to  Ijoth,  As  a  result  there  is  produced  a  very  formid- 
al>le  atfeetion  ft»r  stieli  a  young  subject.  In  many  eases  the  urethra  is 
Tic»t  infected,  hut  thei-e  seems  to  be  a  tendency  for  the  morbid  process  to 
extend  thnnigh  the  hymeneal  introitus,  and  to  involve  the  vagina  and 
pcrbajTS  tlu'  cervix   uteri. 

Examination  shows  a  rcddeiu.^d,  eroded  surface  of  the  vulva,  hymen, 
and  vagina.  A  copious  purulent  or  nuicopurulcut  secretion  csca(>es 
from  the  parts,  and  it  may  dry  in  crusts  on  the  labia  majora  or  even  on  * 
the  thighs.  The  jmh  may  be  thin,  and  again  thick,  even  to  being  so 
gelatinous  that  it  can  be  taken  up  by  the  forceps.  In  this  condition  the 
infant's  suflcrings  arv  ijuitc  severe. 

The  tendency  of  tlic  disease  is  to  persist  unless  projicr  tn*atraent  is 
adoptcil ;  and  even  then  it  may  run  on  for  months  and  end  in  a  mild  and 
eliroiiic  catarrhal  prix-ess.  When  the  urethra  is  involved  the  child's 
8U  He  rings  are  much   increased. 

When  simple  vulvovaginitis  attains  a  very  severe  grade  of  intensity, 
it  is  practically  imirossiblc  to  dingiiosticate  it  from  the  so-called  gonor- 
rhceal  foruK  It  will  be  seen  later  that  the  microscope  often  gives  us 
very  little  aid, 

Oonorrhoeal  Vulvovafinitis. 

It  must  \k'  tlistinctly  understood  that  vulvovaginitis  is  very  rarely 
of  venert»al  origin  ;  and  that,  if  the  suppuration  does  originate  in  gonor- 
rhtral  pus,  tljc  infix^tion  in  most  cases  takes  place  in  an  indirect  manner 
through  Hune  medium  or  agent. 

Since  so  little  is  really  known  as  to  the  mode  of  origin  of  this  form 
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of  vaginitis,  and  as  its  onset  is  unlooked  for  and  insidious,  the  affection 
is  well  on  in  its  course  before  it  is  seen  by  the  surgeon.  We  have  no 
precise  data  as  to  the  period  of  incubation,  but  we  are  warranted  in 
assuming  that  the  morbid  process  begins  in  mild  and  localized  hyper- 
SBmia.  When  first  seen  these  children  present  the  evidence  of  suffering 
in  their  uneasiness  and  their  cries.  When  the  cervix  uteri  is  involved 
they  also  suffer  from  bellyache.  We  find  an  intensely  red  and  tumefied, 
superficially  eroded,  and  even  bleeding  condition  of  the  vulvar  struct- 
ures of  the  introitus  vaginae,  of  the  vagina  itself,  and  also  of  the  cervix 
uteri,  from  which  pus  may  drip.  A  profuse  yellowish-green  discharge 
escapes  from  the  hymeneal  orifice  and  is  found  smeared  over  the  vulva. 
Very  often  this  pus  dries  into  crusts  upon  the  labia  majora  and  upon 
the  inner  surface  of  the  thighs.  There  is  very  often  intertrigo,  even  of 
a  severe  type,  on  the  latter  regions.  When  the  urethra  is  involved 
urination  is  frequent  and  painful.  Then  when  the  urine  flows  over  the 
inflamed  vulva  the  child's  sufferings  are  great. 

Course. — The  course  of  the  affection  is  dependent  upon  the  care  given 
the  child  and  the  nature  of  the  treatment  adopted.  Under  the  most 
favorable  conditions  the  affection  is  often  very  obstinate,  and  in  neglected 
or  insufficiently  cared-for  infants  it  runs  on  indefinitely  if  unchecked. 
If  a  child  afflicted  with  this  disease  is  cured  in  two  or  three  months, 
the  result  may  be  pronounced  brilliant.  In  very  many  cases  the  dis- 
ease runs  on  and  ends  in  a  chronic  catarrhal  condition. 

There  can  be  no  question  as  to  the  infectious  quality  of  pus  derived 
from  this  disease,  since  there  are  many  cases  on  record  in  which  it  has 
produced  severe  vulvovaginitis  and  also  intense  purulent  ophthalmia, 
which  as  a  complication  of  the  disease  stands  first.  This  form  of  the 
affection  is  seen  in  babes  in  the  arms  and  in  children  from  two  to 
ten  years  old.  In  families  we  see  sporadic  outbreaks,  and  in  hospitals 
and  maternities  more  or  less  severe  and  extensive  epidemics. 

Gonorrhceal  rheumatism  is,  according  to  statistics,  a  rather  rare  com- 
plication of  purulent  vulvovaginitis. 

Etiology. — In  the  cases  of  young  infants  it  is  often  impossible  to 
learn  any  facts  as  to  the  source  of  infection. 

Usually  infants  are  brought  suffering  from  vulvovaginitis  when  they 
are  some  weeks  or  months  old.  In  very  many  instances  the  only  assump- 
tion warranted  is  that  the  more  or  less  severe  process  began  in  the  phys- 
iological hypersemia  which  is  constantly  present  in  young  children.  In 
the  absence  of  negative  proof  it  may  be  confidently  asserted  that  many 
cases  of  this  affection  originate  de  novOy  without  the  implantation  of  an 
infectious  secretion. 

Undoubtedly,  many  infants  are  infected  by  some  means  from  pus 
from  the  vaginae  of  their  mothers  or  nurses.     I  have  heard  of  mothers 
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ami  norsoj^  wlxo  f|uiottHl  tlicir  infants  and  charges  by  placing  a  finij^cr  in 
tlu'  vnlvaj  an*l  I  can  nndcrstand  that  a  Hoilctl  finger  might  carry  infec- 
tion. Then,  again,  ^sponges  Ui^ed  by  raotherB  suffering  from  lencorrhoea 
have  also  been  used  uixm  their  infant;^,  who  became  affected  with  vulvo- 
vaginitis, 

Wtien  the  child  of  poverty  and  sqnalor  gets  out  of  arms  and  sleeps 
aufl  ni ingles  with  older  girls  and  women,  it  is  liable  to  contract  vulvo- 
vaginitis accidentally,  conveyed  by  means  of  infected  lingers  and  mainly 
by  soiled  underwear*  sponges,  and  towels.  From  one  su tiering  child 
other  members  of  the  fiimily  (►r  its  playmates  may  be  infected  in  the 
Yidva  or  the  eyes  l>y  either  the  simple  catarrhal  or  the  so-called  gonor- 
rhieal  form  of  the  disease. 

Among  older  girls  direct  gonorrha^al  infection  may  occur  as  a  result 
of  attempted  ur  complete  coitus  with  younj^r  Inns.  There  are  many  such 
iustanees  in  medical  literature.  Then,  again,  infection  may  occur  among 
several  or  many  young  girls  through  their  own  bad  habitis. 

Succinctly  stated,  the  truth  of  the  qucsti»>n  of  etiology  is  this  :  In 
many  cases  the  clinical  fiistory  and  microscopic  picture  estidilish  a  diag- 
nosis of  simple  catarrfial  vulvovaginitis  ;  in  other  cases  tlie  clinical  and 
miemscftpical  evidence  points  clearly  to  gonorrhoea ;  hut  in  still  other 
cascB,  tliough  the  symptimi-complex  is  complete  and  the  microscopical 
picture  points  to  gonorrlnea,  absolutely  ni>  cvidenct*  cati  be  ol>taiued  to 
prove  that  the  disease  has  had  a  venereal  origin  or  has  originated  in 
gonorrhreal  pus.  On  the  other  hand,  all  facts  point  to  the  sniipin-ation 
huving  begun  in  u  simple  catarrhal  form,  and  by  reason  of  dirt  and 
unclean liness  has  assumed  all  the  features  of  a  severe  gonorrlKcal  inflam- 
mation, I  am  clearly  of  the  opinion  that  in  nuuiy  cases  wliich  have 
been  regarded  as  undonbtedly  of  gonorrho/al  nature  the  morliid  process 
originated  rif  novo  in  a  simple  catarrhal  process. 

There  ran  be  no  doubt  that  onanism,  the  eruptive  fevers,  seat-worras, 
peditruli,  eczema,  and  perha|)s  impetigo  and  herpes,  act  simply  as  eon- 
ti'ibutory  causes.  They  establish  a  low  form  of  irrilative  pro<*ess,  and 
thus  render  the  tissues  susceptible  to  microbic  invasion  and  inflamma- 
tion, while  dirt,  th<'  exp<vsed  condition  of  the  parts,  unremoved  dis- 
charges, and  geticral  unclennliuess  and  want  of  care  combined  con- 
tribute to  the  pi^oduetion  of  a  very  formidable  suppurative  proc^ess. 

Treatment  of  Gonorrhoea  in  the  Female.^In  the  treatment  of 
gonorrlnea  in  the  female  the  prijue  essentials  are  sernpulous  cleanliness, 
ei>pious  antiseptic  injections  and  flushings,  and  constant  care  as  to 
details*  The  patient  should  W  made  to  understand  clearly  tlje  gravity 
of  the  disease,  and  its  ten<Ieucy  to  coutimieil  u|iward  extension  and  to 
localize  itself  in  the  recesses  and  crypts  of  the  genitalia  ;  and  she  should 
bt^  urged  to  continue  under  observation  until  she  is  pronounced  cured 


painjjtaking  examiimtioiis  of  ttic  whole  genito-iirinury  tmctj  and  to 
laequaiiit  himself  with  tlie  full  extent  of  the  disease.  Tiie  various  mor- 
bid seeretious  sin  mid  l)e  oxaininetl  by  mfans  of  thu  niteroseope  with  a 
higli- power  len^  and  oil-iinniersion. 

In  acute  cases  the  recumbent  position  should  be  insisted  upon.  The 
diet  shouhl  be  of  the  sinipkst  elniracter,  and  prcfend)ly  of  milk.  A 
bri.sk  eathartie  ujay  be  given,  and  througliout  tlie  e^urse  of  the  disease 
one  or  more  full  movements  of  the  bowels  should  o(*cnr  ea(*h  da  v. 

Treatment  of  Gonorrhoea  of  the  Vulva. — Ft>r  gonorrhtea  uf  the 
vulva,  with  all  its  painful  aeeompaniments  in  the  aeute  stage,  very  Itot 
sitz-baths,  repeated  four  or  more  times  daily  if  possible,  sluaihl  be  used, 
taking  care  that  the  water  is  brought  into  free  contact  with  the  wh<jle 
surface  a  if  eeted.  Very  often  the  itching  and  linrning  sire  mneli  al  laved 
by  artiisit»ns  of  liot  alkaline  sulntions  (powd,  Ijorax  ur  supercarbiiuatn  of 
soda,  Sij  to  water  gxxxij)^  tt»  wliich  may  lie  added  two  to  four  dniehms 
of  wine  of  opium  or  lautlannni.  Lead-and-opinm  lotion  may  also  be 
used.  With  this  may  be  saturated  pledgets  ^A  lint  or  of  absorbent 
gauze,  which  si  a  add  be  carefully  and  thoroughly  ap[»lied  to  the  surfaces 
in  order  to  keep  them  apart,  and  renewed  very  frequently,  sin^'c  they 
sc»on  become  saturated  with  pus.  So  soon  as  the  vulvar  orifice  will 
permit,  a  soft  catheter,  No.  15  F-,  or  the  long  tube  of  a  Davidson  or 
fountain  syringe,  should  be  introduced  as  far  as  it  will  go,  and  seveml 
copious  injections  of  very  hot  alkaline  water  should  Ik;  made  every  day. 
As  the  inrtammation  declines  it  may  be  neeessary  to  paint  the  parts  to 
their  smallest  recesses  with  a  solution  of  nitrate  of  silver,  thirty  grains 
to  the  ounce  of  water,  followed  by  hot  ablutions  with  a  soIutit>n  of  com- 
mon salt.  After  a  very  hot  sitz-bath  the  Icad-opium-and-borax  lotion 
may  again  be  applied.  In  twenty-four  hours  after  this  application  to 
the  old  or  the  young  much  improvement  will  be  noted  in  the  lessened 
cedema  and  redness  and  in  a  less  painful  ctmdition*  Then  a  1  per  cent, 
solution  of  alum,  with  landanunij  may  be  used  ;  and  later  on  the  parts 
may  be  dusted  with  subnitrate  of  bismuth  or  powdered  boracic  aeid 
on  a  pledget  of  lint  or  absorlwnt  gixuz(\ 

When  the  inflammation  is  on  the  wane  the  jKirts  may  be  carefully 
swabbed  with  a  solution  of  nitrate  of  silver  1  :  100,  which  may  be 
gradually  increased  in  streugtii  to  5:100.  After  each  swal>bing  the 
eootlung  remedies  already  mentioned  may  be  used  continuously. 

Treatment  of  QonoirhcEa  of  the  Urethra. — Vulvar  gonorrli(ra 
is  very  frerpiently,  sooner  or  later,  accompanied  with  implieatiitn  of 
the  urethra  and  increase  in  the  patient's  sufferings.  The  solution 
of  bicarbonate  of  potassa  with  hyoscyamus  recommended  for  acute 
^norrhfea  of  the  male  may  be  given  in  order  to  neutralize  the  acidity 
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of  the  urine  ;  ami  diluent  drinks,  sueh  as  flaxseed  and  slipjienr'-eliu 
tea??  and  barley-water^  may  lie  taken  nd  libifnifL  As  soon  as  the 
inflammation  in  the  urethra  has  somewhat  subsided  from  the  use  of  the 
furejLifoinij:  measures  suitable  for  the  acute  stage  of  vulvitis,  intra-uretliral 
injeftiuns  of  very  hut  wati-r  with  borax  or  boraeie  aeid,  ,liij  to  ,^xxxij, 
frequently  made  by  means  of  any  rreurrent  syringe  or  catheter,  or 
pri*fVrably  Vjy  means  <if  Skene's  ruflnx  eatlieter,  may  be  used.  As  the 
inflammation  subsides,  intni-nretbnd  injections  of  liot  water,  containing 
carbolic  acid  in  the  i>rojx>rtiou  of  ^  of  1  per  cent,,  are  very  l)enefieiHL 
In  many  instances  wliere  tlie  jmin  on  urination  is  very  great  the  instil- 
hitiou  into  tiie  urethra  of  a  solution  of  opium  in  glycerin,  or  of  eocaine 
muriate  in  glycerin  and  water,  by  means  of  a  small  eylindrieal  drojv 
ping-pipe,  is  f  lUowed  by  marked  relief  As  the  urethi-al  lesion  further 
declines,  a  2  per  cent,  solution  of  nitrate  of  silver  nuiy  be  injected  as 
fur  down  tlie  urethra  as  possilile,  since  it  is  ennnnonly  involved  in  its 
whole  length  ;  or  a  thirty-gniin-to-thc-ouuce  solution  of  nitrate  of  silver 
may  be  eafefuUy  and  sparingly  applied  by  means  of  an  applicator  facili- 
tated Ijy  the  endoscope  or  a  Sims  fenrstratc<l  s|M^(ulnm.  It  h  only  in 
the  subacute  and  chronic  stages  tliat  antiblennt>rrhagies  are  to  Ije  used, 
and  tlien  in  rat  lie  r  smaller  dines  than  in  the  male.  In  some  cases  these 
agents  produce  marked  relief  in  the  symptiims  and  a  lessening  of  the 
discharge,  and,  again,  they  seem  to  Ix?  of  no  benefit  at  all  ;  from  which 
it  follow:^  that  local  measures  are  always  the  most  certain. 

Treatment  of  Gonorrhoea  of  the  Vagina.— Giuir*rrlHea  uf  the 
lower  part  of  the  vagina,  wliieb  l:^  comnmuly  accnmpauied  with  the 
same  affection  of  the  vulva  aiul  perhaps  of  the  urethni,  shciuld  be 
tr<'ated  on  the  prin4'iples  ab^eady  given.  As  s<Km  as  llje  acute  symp- 
t<uus  suljside,  copious  irrigatituis  of  very  hot  water  well  into  the  canal 
should  be  made.  Tlien,  as  suon  as  the  irritability  nf  the  parts  will 
]>ermit,  the  surgeon  shiudd  make  a  thc»rongh  examination,  having  at 
his  eiimmand  a  perfect  light,  natural  or  artificial.  In  my  judgment, 
the  genujieetond  positiiui,  tliougli  oljjectionablc  to  patients  fn*rn  feelings 
of  delicacy  and  Ijy  reason  of  its  uncomfortalileness,  is  by  far  the  best  by 
wbieli  to  obtain  a  tliorotigh  view  of  the  whole  vagina,  including  the 
eerx'ix  uteri  and  tlie  posterior  and  the  anterior  fornix  vagi  me.  The 
blade  t»f  a  Sims  sjK'culum  earefnity  intnxbieed  elevates  the  jKisterior 
vaginal  wall,  mid  free  inspecti*tn  is  jwHsible, 

AVhrn  the  very  acute  symptoms  of  gnuorrhrcal  vaginitis  have  begun 
to  subside,  the  inflamed  surfaces  may  be  carefully  aiul  thoroughly 
cleanseil  by  means  of  a  eotlou-hold(T.  Then  the  whole  surface  may  be 
exposed  by  tlie  wire  speculum,  an<l  then  gently  and  sjKiringly  truicbed 
with  a  thirty-gmin-to-theH>unce  solution  of  nitrate  of  silver,  after  which 
the  canal  should  l>e  thoroughly  irrigated  with  hot  water  t<j  which  a 
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little  common  salt  has  been  added.  Another  and  less  commendable  and 
precise  way  of  applying  the  nitrate-of-silvcr  solution  is  to  pass  a  Fer- 
gusson  speculum  so  as  to  encircle  the  cervix  uteri,  which  is  touched 
with  the  solution  on  a  cotton-holder.  Then  one  or  two  drachms  of  it 
are  poured  into  the  specuhim,  when,  on  withdrawal  with  a  rotary 
motion,  the  solution  will  come  in  contact  with  the  vaginal  walls.  After 
this  application,  which  should  be  thoroughly  made  in  the  posterior  and 
the  anterior  fornix,  and  also  to  the  uterus,  usually  as  far  as  the  os 
internum,  the  vagina  should  be  thoroughly  tamponed  with  iodoform 
gauze.  In  many  cases,  the  nitrate-of-silver  solution  having  been  ap- 
plied once  or  twice,  much  benefit  will  follow  the  deposition  deep  into 
the  vagina  of  a  considerable  amount  of  powdered  boracic  acid,  which 
should  be  retained  by  the  gauze  or  wood-wool  tampon.  Whatever  form 
of  tampon  is  used,  it  should  be  removed  with  great  care  every  twenty- 
four  or  forty-eight  hours,  and  then  copious  hot  boracic-acid  irrigations 
should  be  made.  The  frequency  and  strength  of  the  nitrate-of-silver 
applications  should  be  determined  by  the  progress  of  the  case.  Usually, 
several  days  should  elapse  l>efore  a  second  application  is  made ;  and  if 
the  patient  is  under  control,  two  or  three  are  enough. 

Bichloride-of-mercury  irrigations  may  in  a  measure  allay  the  irrita- 
tion, but  they  generally  fail  to  produce  a  cure.  In  chronic  vaginitis 
extract  of  Pinus  canadensis  may  be  used  on  tampons. 

Treatment  of  Oonorrlioea  of  the  Os  and  Uterine  Cavity. — There 
is  no  form  of  gonorrhoea  in  women  that  demands  greater  skill,  judg- 
ment, and  conservatism  than  gonorrhoeal  infections  of  the  os  and  uterine 
cavity.  In  these  delicate  parts  energetic  treatment  should  be  promptly 
instituted  in  order  to  prevent,  if  possible,  the  further  upward  spread  of 
the  infection.  Unfortunately,  the  general  practitioner  is,  as  a  rule, 
not  sufficiently  versed  in  the  course  of  the  disease  and  skilled  in  its 
handling  to  warrant  his  active  intervention  in  these  cases,  and  my 
advice  to  any  one  not  thus  equipped  is,  when  he  has  these  eases  under 
his  care,  promptly  to  call  in  the  aid  of  a  conservative  gynecologist. 

It  is  well  for  the  surgeon  to  bear  in  mind  that  in  these  cases  the 
disease  quickly  localizes  itself  deeply  in  the  mucous  membrane  of 
the  cervix,  and  then  assumes  a  chronic  condition,  which  at  any  time 
under  stimulation  may  become  acute.  To  treat  these  cases  prop<»rly 
the  OS  must  be  dilated,  and  then  the  mucous  membrane  must  either  be 
curetted  or  to  it  must  be  applied  quite  strong  caustic  solutions  (chloride 
of  zinc  (LugoPs  solution)),  etc.  These  operations  should  be  done  M'ith 
special  skill  and  good  judgment  under  favorable  home  or  hospital  con- 
ditions, and  with  the  utmost  regard  for  asepsis  and  antisepsis.  Therefore 
I  say  that,  as  a  rule,  these  cases  do  not  belong  to  the  genito-urinary 
Burgeon,  but  should  be  treated  by  men  well  versed  in  women's  diseases. 
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Treatment  of  Bartholin's  Glands. — Iti  the  treatment  of  abscess  of 

Bartholin's  glands  general  surgical  principles  should  prevail.  If  au 
incision  is  neeessaryj  it  should  be  freely  made  over  the  most  H net ua ting 
part  of  the  tumor.  Then»  after  thorough  curetting  and  iintiseptie  irri- 
gatidn,  the  |)art8  should  \ye  well  packed  witli  iodoform  gauzt%  which 
when  tlie  iuHaniniatory  symptonis  have  snbsiilcd  may  be  rephiced  by 
balsani-of-Pcru  gauze.  These  packings  should  be  carefully  applied 
until  full  healing  has  been  produced.  In  clironic  cases  it  is  good  sur- 
gery to  extirpate  the  ghmd  aa  soon  an  po&sible,  siuce  it  m  almost  certain 
that  exacerbations  will  oeeiir  s(K>ner  or  later. 

Treatment  of  Folliculitis. — Whenever  the  anatomical  armngeraent 
of  the  part^^  will  aUow  of  tlie  slitting  up  of  the  various  follicles  in  the 
vulva  and  nretdra  when  the  seat  of  chronic  gtuiorrh<i?a,  this  little  opei-a- 
tiou  should  be  performed  witli  all  antiseptic  care.  Then,  after  cauter- 
ization with  a  stdution  of  nitrate  of  silver,  6:100,  by  means  of  an 
applieator  or  a  hypodermic  syringe  with  a  blnnt-piiiute<l  needle,  the 
littk^  cavity  should  be  paekid  and  eaiised  to  heal  from  the  l>ottom. 
S4jmt'times  these  little  iuftammatory  f(x;i  f?ause  much  trouble  to  the  sur- 
geon^  and  ultimately  it  is  necessary  to  extirpate  them. 

Treatment  of  Vulvovaginitis  in  Infants  and  Young  Children. — 
The  first  duty  of  the  surgi'ou  in  all  eases  of  vulvovaginitis  is  to  insist 
upon  the  observance  of  absrdute  cleanliness  of  the  infant^  of  its  eh>the8, 
and  of  It^  surronmlings.  The  next  is  the  enforeement  of  prr^phylaxis 
for  the  diildreu  and  adults  of  the  family.  These  tacts  must  be  vividly 
impressed  upon  the  mother  or  nurse,  or  ujwn  any  one  who  may  temi>o- 
mrily  care  for  the  chihl. 

In  hospitals  and  nurseries  a  child  should  be  isolated  imme<liately 
it  is  disc*)vered  that  it  is  infected  ;  and  if  possible  it  should  be  cai*ed 
for  by  nurses  who  wait  on  it  alone.  A  nurse  having  charge  of  a  child 
thus  aflrcted  should  not  be  allowed  to  c-are  for  other  nou-affeeted  chil- 
dren. In  the  event  of  necessity,  when  a  special  nurse  cannot  be  detaileil 
to  the  case,  she  should  be  thoroughly  instnieted  as  to  how  not  to  carry 
infection  or  allow  it  to  occur  in  uninfected  ehiltlreu.  By  rigid  disei|jline 
the  spread  of  the  disease  (which  in  some  epidemics  is  like  wild-lire) 
may  be  limited  to  the  original  case  or  cases. 

The  desijuaniative  catarrhal  condition  of  the  genitals  of  new-born 
girls  may  l>e  treated  by  cleanliness,  by  free  injections  into  the  vagina  of 
warm  sr^lutions  of  boric  acid  or  diluted  Gonlanl's  water,  followed  by 
cleanliness  and  ilryness  of  the  parts,  olitalned  by  means  of  some  dust- 
ing-powder. Whenever  it  is  possible  in  these  cases  a  pledg^^^t  of 
absorbent  cotton  should  be  placed  in  the  vulva,  and  it  shouhl  be  fre- 
quently reneweil. 

For  severe  cases  of  the  simple  and  so-<mlled  gonorrhteal  type  a  care- 
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fully  conducted,  methodical  treatment  is  necessary.  Very  thorough  irri- 
gation of  the  parts  with  a  warm  bichloride  solution  (1  :  6000  or  1 :  10,000) 
may  be  used  several  times  daily.  After  this  cleansing  process  the  vagina 
should  be  expanded  by  means  of  a  double-bladed  male  urethral  spec- 
ulum, and  the  partes  made  dry  by  absorbent  cotton  on  an  applicator. 
Then  a  10  per  cent,  nitrate-of-silver  solution  is  carefully  applied  to  the 
whole  inflamed  surface.  The  applications  should  be  made  by  the  sur- 
geon or  by  an  intelligent  nurse,  and  they  should  be  thorough.  Infants 
struggle  and  resist  when  any  mode  of  treatment  is  used,  so  it  is  neces- 
sary to  have  a  convenient  table,  good  light,  and  all  suitable  instruments 
and  appliances  ready  at  hand.  Alkaline  mixtures  containing  tincture 
of  hyoscyamus  may  be  given,  with  benefit,  to  relieve  the  burning  on 
urination. 

Iodoform  in  the  form  of  bougies  may  be  used,  but  there  is  no  cer- 
tainty of  good  resulting  from  it. 

Under  the  application  of  the  solution  of  nitrate  of  silver  benefit 
will  occur;  and  it  will  be  observed  that  the  color  of  the  discharge  is 
transformed  from  a  greenish  to  a  grayish  milky  hue,  and  that  the 
gonococci  (if  found  in  the  course  of  the  case)  will  have  become  much 
less  numerous  in  the  specimens  examined.  In  this  event  the  treatment 
may  be  continued  by  means  of  warm  irrigations  of  nitrate  of  silver 
(1  or  2 :  2000),  given  once  or  twice  a  day.  In  almost  every  case  the 
cure  will  be  slow  and  exacerbations  may  be  expected,  and  the  patience 
of  the  surgeon  and  the  fortitude  of  the  mother  may  be  sorely  taxed.  Still, 
in  any  event,  care  must  not  be  relaxed  nor  should  the  treatment  be 
suspended. 


CHAPTER   X. 


STRICTURE  OF  THE  URETHRA. 


A  FITLL  kmiwletlgi'  (if  chronic  autoriur  unci  posterior  urt'thntis  ami 
of  their  putlmlogiwil  aiiatuniy  i^  absolutely  uss^ential  to  the  elwir  t'oiu- 
prelR'iision  of  tlie  nature  and  course  of  stricture  c>f  the  urethra*  While 
true  gou(jrrh(eal  strieture  of  the  urethra  i.s  only  found  in  the  auterior 
part  of  the  eaual,  it  is  very  essential  that  the  iullanuuatory  eonditiou  of 
tlie  posterior  part  whieh  frefpiently  coexists  shouhl  be  well  uuderstoixl. 
It  is  necessary  to  emphasize  this  jK>int,  since  nearly  all  authors  conc-eru 
themselves  solely  with  the  morbid  changes  whicli  tike  place  in  the 
anterior  urethra. 

It  has  l>eon  shown  (see  pag<*  74)  that  in  fhrouie  anterior  urethritis 
the  essential  lesion  is  a  more  or  less  exten>ive  sniall-celi  infiltra- 
tion into  the  submucous  eonuectis^e-tis<ue  layer  and  a  ehrouic  catarrhal 
eon<litic»n  of  the  mucous  membrane  itself.  These  |jathologieul  eonditiiins 
may  disjippear»  perhaps  spontaucously  in  some  cases,  but  gcnemlly  as 
the  result  of  treatment,  Ou  the  other  liaud,  when  this  loealizetl  inflam- 
matory |iroeess  jMn-sists  for  a  very  long  time,  it  lea*ls  to  certain  permanent 
cell-changes  whieh  materially  lessen  the  calibre  and  impair  the  dilata- 
bllity  *d'  the  lUTthra  and  inter tcre  with  its  t unction. 

This  allection  is  a  rather  frequent  sequela  of  gonorrha?a,  and  it  also 
may  be  the  result  of  tmumatism.  Certain  stenoses  of  the  urethra  in 
the  glans  penis  have  iK'cn  termcil  eortgenital  strictures,  therefi^re  we 
hroatlly  divide  stricture  of  the  urethra  as  ffillows  :  congenital,  trauniatic, 
and  gtuiorrhaml  stricture,  the  two  latter  being  aerpiired  forms.  Acquired 
stricture  of  the  urethra  may  be  tletined  as  a  condition  of  the  canal 
attemled  l>y  tlecithHlly  well-markc*!  cuutmction  or  stenosis,  and  an  utter 
loss  of  normal  dilatability  caused  by  an  infianimatory  process  which 
produces  a  Bclenisis  of  greater  or  less  density  and  contractile  power. 

The  male  urethra  is  a  membnuuuis  canal  whnse  walls  arc  in  contact 
with  eaeii  cither,  autl  is  composed  of  three  layers  :  1,  an  internal  layer 
of  mucous  membrane  ;  2,  a  submucous  connective-tissue  layer  ;  and  .%  a 
well  (hnelojvcfl  mnseidar  layer  which  consists  of  circular  and  longi- 
tudinal filircs. 

The  nrethm  is  fi>r  purposes  of  description  divided  int(»  the  jienile  or 
pendulous  port  ion  *  whicli  extends  from  the  meatus  t<»  the  penoscrotal 
angle  ;  a  bulbous  portion,  which  is  the  continuation  up  to  the  triangidar 
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ligament ;  a  membranous  portion,  which  is  the  segment  seated  between 
the  two  layers  of  this  ligament,  and  a  prostatic  portion,  which  begins  at 
the  apex  of  the  prostate  and  extends  to  its  base. 

The  average  length  of  the  urethra  is  about  8^  inches,  of  which  the 
pendulous  portion  includes  6J  inches,  the  membranous  J  of  an  inch,  and 
the  prostatic  1\  or  1^  inches. 

The  calibre  of  the  urethra  varies  in  diflFerent  individuals,  and  is  not 
at  all  uniform  in  the  course  of  the  canal.  Taking  a  general  average, 
the  following  dimensions  may  be  accepted  as  correct  concerning  the 
calibre  of  the  urethra  in  its  various  iK)rtions : 

Meatus,  7  to  9  mm 21  to  28  F. 

Fossa  navicularis,  10  toll  mm 30  to  33  F. 

Middle  of  pendulous  portion,  9  to  10  mm 27  to  30  F. 

Bulb,  11  to  12  mm 33  to  36  F. 

Membranous  urethra,  9  mm 27  F. 

At  apex  of  prostate,  10  mm 30  F. 

Middle  of  prostate,  15  mm 45  F. 

Vesical  end  of  prostate,  1 1  mm 33  F. 

It  is  a  safe  rule  to  take  30  French  as  the  average  normal  calibre  of 
the  urethra,  with  the  understanding  that  there  are  exceptional  cases, 
some  of  which  are  under  and  some  over  that  average. 

For  practical  purjx)ses  it  is  well  to  further  divide  the  urethra,  follow- 
ing Thompson,  into  those  regions  which  may  be  the  seat  of  operation  ; 
they  are  as  follows :  Region  1,  which  includes  the  membranous  and  1 
inch  of  the  bulbous  urethra,  and  is  about  If  inches  long.  Region  2, 
which  begins  at  the  anterior  limit  of  region  1  and  extends  to  within  2^ 
inches  of  the  meatus,  being  nearly  3  inches  long ;  and  region  3,  which 
begins  at  the  meatus  and  includes  the  distal  2^  inches  of  the  urethra. 

The  great  majority  of  cases  of  stricture  arc  found  in  Region  1,  while 
Regions  2  and  3  are  not  infrequently  aifected. 

From  a  pathological  standpoint  stricture  may  be  divided  into  soft, 
semifibrous  and  inodular  or  densely  fibrous  varieties. 

In  soft  stricture  the  round-cell  infiltration  around  the  canal  is  quite 
dense,  and  has  not  as  yet  undergone  fibrous  proliferation. 

In  semifibrous  stricture  more  or  less  of  the  cellular  exudation  has 
become  changed  into  fusiform  cells,  and  the  lesion  consists  of  a  general 
mingling  of  round-cell  exudation  with  young  fibrous  tissue. 

Inodular  stricture  is  the  direct  outcome  of  the  two  forms  just  men- 
tioned and  consists  of  a  circular  mass  of  true  fibrous  tissue  lined  with 
raucous  membrane.  Stricture-formation  may  be  limited  to  the  sub- 
mucous connective-tissue  layer,  but  it  may  involve  the  muscular  layer 
and  later  on  encroach  more  or  less  upon  the  corpus  spongiosum.  In 
the  bulbous  urethra  inodular  stricture  is  i)rone  to  develop  and  wholly 
replace  the  elastic  and  muscular  fibres  so  plentiful  in  this  region. 
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As  a  rulp,  strictiirc'forniation  i?;  ronfuxiil  tii  the  anterior  urethra  and 
partifiilarly  tlu*  hollMMniembrarn)iis  jmiction  and  d<x*8  not  show  ii  ten- 
dency to  pa8«  through  the  oj>enin][ir  in  the  triangidar  ligament.  But  in 
mmie  rather  rare*  eiises  the  rnorhid  pnK^ess  exeeeds  the  usual  limit  and 
involves  the  nn'inbrauiius  urethra  in  part  or  totally.  It  is  salt*  to  wiy 
that  gonorrhcea  tloes  not  prtjchiee  primary  stricture  of  the  membmnoua 
urethnu  Gimorrfiripal  stricture  of  the  prostatic  urethra  has  never  been 
fourjcL 

Oauses  of  Stricture. — In  the  vast  majority  of  cases  gonorrh<iea  is 
tlie  cjiu.He  of  un^thnil  stricture. 

In  soinewliat  rare  cai>e8  we  luaru  from  a  patient  having  a  tight 
Hirieture  that  he  Imd  but  one  attack  of  gonorrhrea,  or  perhaps  two,  and 
ttiut  the  disease  did  not  persist  very  long.  In  the  majority  of  cases  of 
Htrictun^  there  is  a  history  of  repeated  rei^rndeseenee  of  an  original 
gtMi«nT!i*ea  or  a  greater  or  less  number  of  new  infections. 

The  long  eontinuance  of  gonorrhcpa  18  the  essential  cause  of  i^tricture 
ralhrr  tlian  the  seventy  of  the  at  tar  k. 

In  tlie  minds  of  the  laity  injeetions  play  an  important  part  in  the 
prtKhiction  of  urethral  strieture.  This  view  has  no  foundation  in  fact, 
since  mild  injrcticms  are  produc*tive  of  some  grmil,  ami  strong  and  severe 
«mes  are  so  jmini'iil  iu  their  effects  that  they  are  soon  given  up. 

In  some  mrc  eane^  stricture  4>f  the  nu^tus  has  been  caused  by  sclero- 
derma and  keh>id  of  the  glaus  penis. 

It  may  also  result  from  (he  liealing  of  chancres  and  chancroids  and 
c»f  phagcd»nia  at  thr  meatus. 

In  rontnuhstinction  to  g^>norrh«ral  stricture  it  is  necessary  to  con- 
gidi'r  enngenital  and  traumatic  strictures. 

Congenital  Stricture. 

Congenital  strii^ture  c»f  ilu'  urethra  is  very  rare,  and  is  limited  to 
certain  cases  in  which  fhnv  is  cfvntraetion  either  at  the  meatus  or  at  the 
distal  part  of  the  fossa  navicularis.  The  narrowing  of  the  meatus  is 
either  due  to  the  development  of  mucous  niembnine  or  to  the  smallness 
of  the  oritiee  in  the  glaus  ]:KMiis,  It  exists  in  various  degrees,  and  it 
may  Ih»  as  smidl  as  a  pin-head  or  somewhat  larger.  In  many  Ciises  of 
ehildivn  dillieidiy  in  urination  is  ex|MTieneed  bs  a  result  of  this  stenosis, 

Casivs  have  be:en  reported  in  miMliral  literature  in  which  strictures 
si»ated  in  the  prndnlnus  and  bullKuis  urethra  have  bc^n  thought  to  be 
of  congenital  origin*  but  their  histories  have  been  so  vague  and  unsatis- 
factory that  no  <lefinite  conclusions  can  be  drawn  from  them.  Un- 
doubtedly in  some  instancn^s  iu  which  stricture  of  the  uretlira  has  been 
feniKl  in  young  boys  and  adolescents  without  a  historj'  of  recent  gonor- 
fhcDA,  the  morbid  pnx?oss  lK*gnn  in  early  life  as  a  result  of  nonspecific 
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specific  urethritis^  of  which  no  history  coiihl  be  obtained*     In  some 
es  traninatisin  of  the   nretfira  cn-curring  in  early  life  and  forgotten 

may  be  the  cause  of  stricture  in  young  subject^s. 

Treatment.— The  direetictns  given  on  page  195  for  the  treatment  of 

contractions  and  strictures  at  the  meatus  will  apply  with  equal  force  to 

congenital  narrowing  of  this  orifice. 

Traumatic  S^cture. 

This  aiTection  occurs  as  a  result  of  blows,  kicks,  and  falls  upon  the 
perineum  on  such  nrticles  as  rails,  barrels,  pails,  joists,  ami  chair^^  which 
cause  damage  to  the  urethral  canal.  The  injury  may  be  partial  when 
only  tlie  lower  [M>rti*>ns  of  the  urethra  arc  cut  tlirough  ;  it  may  involve 
all  of  the  canal  except  the  upper  portions,  or  the  tear  may  involve  the 
whole  lumen  of  the  urethm.  In  mo^^t  cases  traumatic  stricture  occurs 
in  the  bulbous  urethra  witliout  damage  to  the  triangular  ligament,  but 
in  some  instances  this  structure  is  more  or  less  torn.  In  rather  excep- 
tional erases  the  meml>rauous  urethra  is  the  seat  of  lesion,  and  in  very 
rare  ones  the  prostatic  urethm  is  damaged.  Rupture,  partial  or  com- 
plete, of  the  niem!)ranous  or  [irostatie  urethni  is  gt'uerally  caused  l)y 
fracture  of  t!u*  pelvis  and  also  by  crushing  bhnvs  and  falls  !ipon  the 
perineum.  When  the  urethra  is  ruptured  in  the  bulbous  portion,  a 
large  purplish  swelling  is  8<M)n  found   in   the  perineum  and  scrcjtum. 

Rupture  of  the  membranous  and  prostatic  urethm  may  not  l)e  at- 
tended bv  any  visible  signs  bevnud  perhaps  cimtusion  of  the  pt^rinc^mn, 
but  the  linger  in  the  rectum  will  clearly  make  out  a  goodly-sized^  pain- 
ful swelling  around  or  starting  from  these  segments  of  the  urethra. 

In  cases  of  rupture  of  tlie  tiulhous  urethm  there  is  usually  difficulty 
in  urinating  or  total  inability.  When  these  cases  are  unrelieved  the 
blad*ler  beetmies  very  much  distended^  and  in  a  day  or  two  febrile  symp- 
toms may  develop. 

Ruj)ture  of  the  nu^nibrauous  and  prostatic  urethra  when  not  promptly 
relieved  inevitably  leads  to  urinary  cxtmvawxtiou  (see  page  222),  AVhen 
occurring  tngether  with  fracture  of  (lie  pelvis  the  prognosis  is  very 
gmve. 

Damage  to  the  nrethni  in  any  locality  is  a  very  serious  condition  for 
the  reason  that  if  not  properly  treated,  and  perhaps  owing  to  the  irritat- 
ing effects  <d' tlie  urine,  a  most  <>!)stinatc,  very  hard,  tough,  and  retmctile 
gt  riet  1 1  re  i  ne  v  itably  forms, 

Treatment.^ — In  all  eases  wlien  the  bulbous,  membmnous,  or  pros- 
tatic urc^bm  is  the  seat  of  damage,  external  urethrotomy  should  he 
promptly  performed.  The  blood-clots  are  to  be  turned  out,  the  parts 
are  freely  irrigated,  and  the  torn  edges  of  the  woimd  are  sought  for, 
brought   evenly    together,    and    stitclied    with   several    catgut    sutures. 
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When  the  rupture  has  IxHjn  iiieoaiplete,  it  b  t]:$ua]Iv  eajpy  to  fiinl  the  torn 
ends  of  the  urethra  ;  when  U  U  complete,  difficult}"  may  be  eneountered, 
but  it  must  be  oveR'unie.  It  i:>  impi>rtaat  in  applying  the  sutures  to 
inehiJe  only  the  cavernous  anil  muscular  tissue*  and  to  spare  the 
nnieous  lueiubmue.  A  catheter  bi  pa^sse*!  into  the  bladder  and  there 
n^tuiuetl,  the  wound  on  the  outride  being  left  slightly  open  for  drainage. 
In  u  few  tinys  the  catheter  may  be  taken  out, after  which  it  i^  neces.^iry 
to  jms^  an  olivary  Inxii^ie  or  a  si'iund  every  week  or  otiener.  If  this 
tn^atment  is  enn^fully  ftdlowed,  the  resulting  damage  will  not  be  very 
ganU»  and  it  is  tair  to  kope  that  recontraction  ot  the  c^inal  nill  not 
occur. 

Ill  the  event  of  the  formation  of  a  dense  nodular  retractile  traumatic 
.itrieturi*  the  surgeon  can  follow  the  indications  for  operation  a^s  the 
ease  pri'winits ;  he  may  rest'Ct  the  morbid  portion  of  the  urethra,  and 
then  approximate  and  suture  the  eui  ends  ;  he  may  re^jject  and  having 
jijiHHtHl  a  aitheter  allow  the  wound  to  granulate  and  heal,  or  he  may 
euilenvor  to  make  a  splice  in  the  canal  by  means  of  the  transplantation 
of  lUUvHJUs  membrane. 

When  healing  has  finally  been  pn^huHHl  it  is  )mpt>rtant  that  the 
patient  shouhl  Ik^  nuule  to  undrist.Mul  very  eh^arly  tl»at  for  tlie  rest  of 
his  life  the  fivquent  and  oart»ful  iuthHiuelion  of  a  sound  i.s  necessary 
in  ivitler  to  pn*vent  nnxintnietion  of  the  urethral  canal. 

Pathology  of  OonorrhcBal  Stricture, — A  better  nuderstaa*Iing:  of 
\hU  jsulijtvt  will  in'  i»aiiuHl  by  tirst  ivading  the  seetiofi  on  the  Pathnloiry 
of  (lironie  iiouorrhiea  {m^^  t***P*  ""  ''  •'''*7-V 

|''*arlv  in  rhi^uut*  nrr*thritis  the  newIy-formc*(l  submueoiiiii-tissue 
iulllinitiou  l^  Htill  ?*oft  and  smTuh'nt,  and  when  it  produei^s  verv 
diH'ideil  ilimniuthiu  of  Jhe  ealibiv  of  ihe  urethnil  ranal  it  may  be  called 
•♦liurt  ♦»tHeUllN^**  A-*  ihe  morbid  tissue  gn>ws  older,  and  connective- 
||<«^<U0  \*AU  taki'  ill**  plaee  of  the  small  round-cells,  it  becomes  nioix* 
ooudi^UMHl,  *Hld  then  llie  ^iriolun*  can  no  Kniger  be  trailed  sot\,  and  the 
drnw  »*iiemlrtliiHmi"  may  Ik*  applie^l  to  it.  Thus  in  the  domain  of 
iiluouli*  HUleHor  uiH*!hriti«i  we  nHH*gniy,e  in  elinitxd  pmctiee,  as  ulterior 
^  ,ai  iliii  «o(t  iiuU  llie  'lemi-flbnjus  strietures.  These  rather  succulent 
lift  tlmu  g*NVi  on  may  betHUue  more  condensed,  and  then  what 
t«  kiuown  lU  in'Mlular  '*triotuiv  is  prtHluiH^l. 

Kl^n,  ?lft  immI  M  inu^imie  two  forms  of  strieture  of  the  urethra.  In 
l^^tn  Ja  i^  -ho^vu  viue  of  the  foruH  m(  largtwtilibn^l  sirieturt,  while  Fig, 
th  n  \\\m  ^  «»oHou  of  a  m*m»  extensive  tight  stricture^  contracting  the 
Hh  ihm  h*  ^\  eouiidemtile  degn*e.  Tlu^e  figuns  serve  m>t  only  as  a  text 
(Mi  «h^'  v^poniOou  v»f  the  dotaihnl  minute  anatomy  of  urt^thral  strieture, 
Iml  ♦^l^^*  **•  ^  pmiHlml  ih^nouMi ration  of  the  topographical  distribut 
\\\\\\  ||V»H«*mI  MVMOlUlv  of  twti  exmune  fomw  of  i!>trietur«&* 


( 


to  one  side  of  the  roof  of  tlie  urethra^  and  lix>ked  liko  i\  hit  of  ccxirse 
cutt^iii  thread  strotchiojLj  across  the  surface  of  tlie  niend>nine  for  a  very 
limiteil  distance — only  three  or  four  miliinietres.     The  urethra  was  per- 


Fio.  m. 


Showing  n  ftetilon  Ihrough  a  firm  {nodular  stricture*  the  conaeeUve  tissue  being  so  diosi^as  to 

reiemble  clcatrfcUl  llisue. 

fecUy  normal  both  above  and  below  the  tiny  constricting  band  or  thread. 
A  vertienl  seetitHi  of  the  nrethra  pasi^ing  transversely  through  this*  little 
band  presents  the  appearance  shown  in  Fig,  35. 

Thi8  stricture  i?*  very  superficial ;  in  fact,  most  of  it  i;*  rai-icd  u\* 
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above  the  surtUee  i>f  the  iiretlim,  although  a  slight  amount  of  cuniiec* 
tive  tis.'^ue  strtitches  out  in  the  mucosa  on  either  t^ide  of  the  centnilly- 
elevated  uotliile  wliieh  eorresponiKHl  to  the  threail-like  band  i?hown.  In 
Fig,  35  the  strieture  is  eonii>08ed  uf  fairly  tlnisr  newly-torined  connec- 
tive risj^ne,  whicli,  however^  lies  very  supt*rfieially  :  the  wall  of  the  nre- 
thra  itself  is  but  very  little  invaded  by  the  >^tricture.  This  is  a  good 
illu^t ration  cif  the  lei:ustHle%'c loped  form  of  .strictnre.  This  band  **r 
ring  furni  i>f  .^trietnre  18  not  eoniinnn,  and  may  he  said  to  he  in  reality 
rare.  In  this  ease  but  one  imperiect  band  was  prcs^ent,  hut  in  very 
exeeptiimal  instances  si'vernl  band?^  may  he  found.  As  a  genend  rule, 
%vhen  bands  of  stricture  exist,  the  whole  expanse  of  mucous  mend>nine 
on  whieh  they  appear  is  the  seat  of  morbid  change.  This  first  form  of 
stricture  belongs  to  the  category  of  rather  inild  aiul  superficial  fibrous 
stricture. 

Fig.  36  hIiows  a  much  more  extensively  developed  form  of  strict ure» 
In  this  instance  the  lumen  of  the  urethra  was  considerablv  narrowed— 
aiiproximately  to  about  tlie  calibre  of  a  No,  9  or  10  sound  (French)* 
This  stricture  fiu'ined  an  annular  ridge  extending  transversely  about 
one-((iuirter  way  muml  the  urethra  at  the  jufu^tion  of  the  membranous 
with  the  bulbous  pnrUnas,  In  the  vertical  section  (Fig.  36)  of  ihe  ure- 
thra passing  tliruugh  the  stricture  it  wilt  be  seen  that  the  stricture  is 
due  to  the  develo]>nient  of  a  eoniml  lump  of  newly-formed  connective 
tissue  which  extend>  deeply  into  the  wall  of  the  urethra,  sous  to  involve 
the  membrane  very  I'xteusively,  abno.^t  down  to  the  albuginea.  Tliis 
mass  of  connective  tissue  is  very  ilense,  and  forms  a  fairly  rigid  b^xly, 
and  altcigetber  it  has  the  structure  resembling  eieatricial  tissue.  The 
interlncing  strands  of  dense  fibrilluted  fil>res  composing  the  mass  pass 
in  sc\'end  ilirectinns  :  many  of  tlu-m  pass  circularly  ahdut  the  urethra^ 
while  others  rini  up  and  dnwn  the  canal  fur  a  short  distance.  Over  the 
centre  of  the  stricture  the  urethral  surface  is  elevated  in  a  conical  pointy 
wliile  mi  either  side  the  cpitlielium  is  somewhat  thickened.  At  the 
right-hand  siile  of  the  drawing  the  mucosa  is  thickened,  and  some 
newly-furmcd  vessels  pass  up  vertically  towartl  the  surface,  as  is  gener- 
ally the  case  in  the  skin. 

This  latter  stricture  is  in  striking  contrast  to  the  previous  one  in  its 
lack  of  elasticity,  extensive  involvement  of  the  urethral  w^all,  and  curre- 
spmidingly  greater  decree  of  narrowing  of  tlu!  uretliral  canal.  It  is 
merely  ne^Ms-^ary  ti^  say  that  in  this  case  only  n  linntctl  pt*rtion  iif  the 
lumen  of  the  urethra  was  involved,  and  it  is  here  j>nrt raved  and  de- 
scribed in  order  that  tin*  pathologi<'al  condition  can  lie  jilaced  in  con- 
trast with  tlic  healthy  tissues  arcMJud  it.  In  eases  in  which  the  pnvcess 
is  deeper  nnd  denser  the  &ame  pathological  conditions  are  presented.  As 
tlie  stricture  increases  in  extent  aiul  depth  the  same  cicatricial  tissue  is 
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formed,  going  down  as  far  as  the  tunica  albuginea,  and  even  involving 
it  and  surrounding  the  whole  lumen  of  the  urethra. 

This  form  of  stricture  is  known  in  clinical  practice  as  the  inodular 
stricture,  which,  when  fully  developed,  involves  a  greater  or  less  seg- 
ment of  the  urethral  canal  in  its  totality. 

Development  and  Course  of  Stricture. — The  opinion  is  very 
generally  held  by  surgeons  that  the  development  and  course  of  stricture 
of  the  urethra  are,  as  a  rule,  (juite  rapid.  Many  of  the  laity  also  share 
this  view,  and,  as  a  result,  the  surgeon  is  frequently  asked  or  impor- 
tuned by  men  recovering  from  gonorrhoea  to  pass  a  sound  in  order  to 
prevent  stricture.  Unfortunately,  the  surgeon  often  yields,  and  com- 
monly to  the  sorrow  of  the  patient. 

The  truth  is  that  in  its  development  stricture-formation  may  be  quite 
rapid,  but  that,  as  a  rule,  it  is  moderately  slow,  and  that  in  a  goodly 
proportion  of  cases  five,  ten  to  twenty  years  may  elapse,  and  yet  the 
normal  urethral  calibre  will  only  be  reduced  about  one-third  or  even 
less.  To  the  latter  category  belong  the  very  slow  cases.  It  is  signifi- 
cant of  the  usual  slowly-developing  character  of  stricture  that  the 
greatest  number  of  patients  apply  for  relief  between  the  twenty-fifth 
and  fiftieth  years. 

Symptoms  of  Stricture. — One  of  the  earliest  symptoms  of  stricture 
IS  a  slight  mucopurulent  discharge,  which  may  be  observed  only  in  the 
morning,  as  already  described  (see  Chronic  Anterior  Urethritis),  or  it 
may,  in  exceptional  cases,  be  noticed  at  intervals  during  the  day. 
Usually  the  quantity  of  secretion  is  very  scant,  but  exceptionally  a 
good-sized  drop  may  be  expressed  from  the  meatus  once  or  twice  a  day, 
and  perhaps  oftener.  There  is  greater  or  less  pus-formation  in  all  cases 
of  stricture,  but  it  usually  can  only  be  seen  by  examining  the  urine. 
When  stricture  is  uncomplicated  with  bladder  inflammation,  the  urine 
is  usually  clear,  but  contains  more  or  less  threads  and  lumpy  masses. 
In  some  quite  old  cases  there  may  be  some  pus  and  much  flat  epithelium 
in  a  state  of  fatty  degeneration. 

Some  patients  quite  early  or  at  more  remote  periods  after  gonorrhoea 
complain  of  various  subjective  symptoms,  such  as  slight  uneasiness,  a 
mild  smarting,  or  a  decidedly  burning  pain  during  micturition.  In 
some  cases  increased  frequency  of  urination,  with  pain  at  the  beginning 
or  end  of  the  act,  is  experienced,  due  to  coexistent  chronic  posterior 
urethritis.  In  other  cases  there  is  concomitant  urethro-cystitis  even 
quite  early  in  the  development  of  the  stricture. 

As  a  rule,  I  think  that  strictures  in  the  pendulous  urethra  are  some- 
times attended  with  the  uneasy  smarting  and  mildly  burning  sensation 
in  the  canal  and  at  the  end  of  the  penis,  while  those  in  the  subpubic 
portion  are  sometimes  complicated  with  decidedly  burning,  even  scald- 
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in^,  pains,  particularly  when  the  |>ostGriQr  urethra  anr!  hlaiJdor  arc  aI>o 
involved. 

Another  striking  symptom  may  l)e  eomphiined  of  quite  early — 
namely,  a  more  frequent  desire  to  make  water.  Great  variation  in  this 
symptom  \^  observed  in  the  general  run  of  rashes.  In  some  patients  the 
intervals  between  urination  may  be  three  or  four  hours,  and  in  others 
tliey  may  be  much  shorter,  the  desire  coming  every  hour  or  even  mom 
frequently.  This  great  frequency,  however,  is  commonly  seen  tn  old 
cases  complicated  with  cystitis.  At  first  the  desire  is  experienced  during 
the  day,  but  as  the  morbid  condition  ine^eas^^s  the  sufTerer  finds  tlmt  he 
has  to  empty  his  bhidder  several  times  during  the  night. 

As  tlie  stenosis  of  tlie  urethra  increases  the  expulsive  power  of  the 
bladder  is  materially  imimired*  Some  patients  state  that  the  first  inti- 
mation i}{  a  stricture  known  to  them  was  the  necessity  f*»r  grciiter  than 
usual  force  in  voiding  tlieir  urine.  Tl»is  symptom  may  in  some  cases  be 
noticed  quite  early,  bat,  as  a  geneml  rule,  the  stricture  is  well  advanced 
and  the  urethral  lumen  quite  small  before  it  is  exjK'rieneed,  In  genend, 
the  bhulder  gradually  accommodates  itself  to  the  extra  stndu  put  upon 
it  by  means  of  the  hypertropliy  of  its  niusenlar  fibres*  Owing  to  this 
fact,  a  patient,  particularly  an  obtuse  or  an  insensitive  or  careless  one, 
may  not  for  several  years  appreciate  the  fact  that  there  is  an  impediment 
to  his  stream,  and  that  he  uses  more  than  or<liuary  expulsive  power.  In 
cases  where  the  stricture  tbrms  rapidly  this  symptom  may  quite  pnmiptly 
be  appreciated. 

Synchronously  with  tlie  diminished  explosive  [Kjwer  of  the  bladder, 
changes  in  the  shape  of  the  stream  of  urine  may  occur,  and  they  usually 
make  an  impression  on  the  patient's  mind,  fn  very  many  cases,  though 
other  symptoms  have  existed,  this  is  the  first  one  to  attract  tlie  patient's 
attentitui.  The  shape  of  the  stream  depends  largely  on  the  conformation 
x»f  the  meatus.  If  this  slit  is  wide,  the  urine  may  escape  in  two  small 
streams — one  with  an  upward  tendency,  while  the  lower  one  curves  over 
and  falls  barely  beyond  the  patient^s  ttx^s.  Then,  again,  in  cases  of 
large  meatus  a  sputtering,  broken,  and  short,  or  a  flat,  fiin-like  stream 
may  be  observed.  Wlien  the  meatus  is  normal  or  quite  j^mall  the  stream 
may  be  thin  and  wiry,  and  [x^rhaps  a  little  twisted.  Then,  again,  it  may 
be  very  much  twisted,  forked,  and  corkscrew-like.  In  some  cases  the 
stream,  though  small,  is  quite  ^^troug  and  is  well  projcctc»d,  while  in 
otliers  it  is  weak,  hesitating,  intermittent,  and  falls  within  a  few  inches 
of  the  patient's  body,  often  w*etting  his  clothes.  In  almost  all  well- 
advanced  eases  there  is  more  or  less  dribbling  of  urine  after  micturition, 
owing  to  the  inelasticity  of  the  uretbnil  walls  and  imperfect  closure  of 
the  canal,  and  the  dimiui>lied  contractile  power  of  the  accelemtor  uriiuc 
muscle  and  of  the  involuntary  fibres  of  the  corpus  spfyngiosum.     This 
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symptom  may.  be  well  marked  in  cases  of  stricture  in  the  deep  urethra, 
and  it  is  usually  very  pronounced  when  the  pendulous  urethra  is  in- 
volved. 

In  more  advanced  cases  patients  may  experience  more  or  less  diffi- 
culty in  starting  the  stream  of  urine.  They  frequently  make  several 
attempts  during  one  or  more  minutes  before  the  urine  appears,  and  then 
it  frequently  stops,  and  renewed  efforts  are  required  to  start  it  again.  As 
the  stenosis  grows  more  compact  and  the  urethral  canal  is  more  and 
more  contracted  all  these  disturbances  in  urination  may  become  more 
severe  and  constant.  The  patient  experiences  a  constant  desire  to  make 
water,  and  the  act  is  attended  with  much  pain.  There  is  often  pain  in 
the  bladder  and  above  the  pubis,  in  the  perineum,  testes,  vas  deferens, 
and  groins.  In  some  cases  patients  complain  of  a  constant  dull  aching 
or  spasmodic  pain  in  the  glans  penis,  which  may  lead  the  surgeon  to 
suspect  stone  in  the  bladder.  The  mucous  membrane  behind  the  strict- 
ure often  becomes  inflamed,  and  then  this  condition  may  attack  the 
ejaculatory  ducts,  the  verumontanum,  and  the  seminal  vesicles,  and  may 
disturb  their  function.  As  a  result,  there  may  be  sexual  inability  or 
frequent  emissions,  pain  on  coitus,  and  ejaculation  may  be  attended  by 
a  severe  stabbing  pain.  In  some  cases  the  semen  passes  backward,  and 
is  later  on  discharged  with  the  urine.  In  such  instances  the  power  of 
fecundation  is  lost 

In  advanced  cases,  where  great  straining  is  necessary  for  the  expul- 
sion of  the  urine,  prolapse  of  the  rectum,  hemorrhoids,  and  uneasy  and 
painful  sensations  in  the  rectum,  perhaps  with  spasm  of  its  muscles, 
may  result.  In  some  cases  the  contents  of  the  rectum  are  expelled  with 
every  attempt  at  urination.  In  these  cases  we  frequently  see  that  the 
penis  IS  more  or  less  congested,  the  blood  remaining,  occasionally  from 
mild  extravasation,  in  the  areolae  of  the  corpora  cavernosa  and  corpus 
spongiosum,  and  giving  them  an  unusually  firm  consistence.  Then, 
again,  painful  erections,  like  chordee,  may  occur,  and,  as  a  result,  there 
may  be  mild  hsematuria. 

Epididymitis  and  epididymo-orchitis  of  a  low  form  and  with  slow 
and  not  painful  invasion  may  sometimes  occur  rather  late  in  the  course 
of  stricture.  In  somewhat  exceptional  cases  these  complications  come 
on  rapidly,  with  much  pain. 

In  old  men  with  firm  stricture  hernia  may  be  produced  by  the  great 
efforts  in  straining.  In  these  old  cases  it  is  not  uncommon  to  observe 
a  more  or  less  profuse  mucopurulent  discharge,  either  transparent  or 
opaque. 

Retention  of  urine  is  a  quite  common  complication  of  stricture  of  the 
urethra,  particularly  in  cases  in  which  the  stenosis  is  in  Region  No.  1. 
It  is  observed  less  frequently  when  Regions  Nos.  2  and  ^  ^^  the  seats 
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of  con  tract  ion.  In  some  case;;  tliirf  complication  is  the  first  wa  ruing 
indiciitioii  oi'  the  jiresi^nce  of  stricture. 

Some  patients  seem  particularly  susceptible  to  retention  of  urine, 
wliicli  seizes  them  at  shorter  or  ]ong:er  intervals  for  years.  Others, 
again,  in  spite  of  many  and  varied  liygieiiie  and  sexiuil  tnuisgresmons, 
seem  to  l>e  tree  from  this  accident.  In  still  other  cases  during  a  period 
of  twenty-five  or  niiire  years  retention  may  occur  l)Ut  once  or  twice, 
even  though  the  putieut  leads  a  free-and-easy  life.  Retention  is,  as  has 
been  stated,  due  to  hyijertemia  of  the  mucous  membmne  lining  the 
stricture  and  spasm  of  the  compressor  urethra?  muscle. 

lu  some  old  eases  of  very  tiglit  stricture  the  urine  constantly  drib- 
bles from  the  meatus,  and  paticuts  thus  afBictinJ  are  said  to  sutler  from 
incontinence.  In  this  condition  there  is  a  constiiutly  distended  bladder, 
and  the  external  sj>hineter  vesica?  and  compressor  urethne  muscle, 
having  lost  much  of  their  touicily,  {possess  but  teeble  contractile  [>owcr, 
and  as  a  result  tht^  urine  dribbles  away.  In  such  cases  the  genitals  aufl 
thighs  may  l>eeomc  nuich  excoriatcil,  tlie  un<ler-linen  and  trousers  are 
constantly  soaketl,anil  the  iiattcut  ciirries  with  him  an  oHeusivc  odor  of 
decomposed  urine.  In  this  condition  there  is  usually  sufficient  over- 
flow to  relieve  the  i>atient  of  the  imperative  desire  to  urinate  which  is 
so  constant  in  retention. 

Complications  occiining  in  the  Course  of  Stricture. — As  a  result 
of  advanced  stricture  the  urethra  ixisterior  to  it  becomes  more  or  less 
dilated,  and  its  walls  atfennated  in  spots  or  patches  by  the  rctanled 
stream  of  uriue  forced  forward  by  I jladder^con traction.  This  dilatation 
involves  the  niembmnous  and  prostatic  urethra,  and  it  may  be  so 
extensive  tliat  tlie  fore-Huger  may  be  readily  admittetl  into  the  canal. 
In  some  cases  a  itecided  pouch  is  prtxluced.  The  nujcosii  and  its  under- 
lying connective-tissue  layer  are  much  thickened,  the  prostatic  and 
ejacnlatory  ducts  are  dilated,  and  the  floor  of  the  urethra  is  traversed 
with  longitudinal  and  irregular  septa,  between  which  are  little  pouches 
of  tlilatatiou. 

Superficial  and  deep  ulcerations  very  frequently  occur  behind  old 
strictures.  In  some  eases  lai-ge  and  niggt^d  exnivations  are  produced. 
(Vuicrctions  are  not  infrequently  found  imbedded  in  tlie  urethral  mucous 
membrane. 

Abscesses  aud  fistidie  sometimes  develop  in  the  neighborhood  of 
strictures.  They  may  begin  in  inflamt^l  follicles  or  in  small  ulet!rated 
8iK)ts  which  allow  the  escape  of  a  few  drops  of  urine  into  the  surround- 
ing couneetive  tissue.  They  then  burrow  in  various  directions,  and 
form  hard,  circumscribed  masses  on  the  external  surface,  whieli  soften 
aud  give  rise  to  tistuhe,  of  which  many  may  oj>en  on  the  perineum,  tlie 
scrotum,  the  nates  and  thighs,  and  upon  the  abdomen  as  high  up  as  the 
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marked  condititjn  of  ill-healtli  supervene*?.  These  patients  become 
sallow^  have  much  digestive  disturbance,  and  ni|>i<lly  lose  weight. 
They  Wcome  ehrrmie  iiivahds,  complain  eoii>tantly,  are  nnxinus  and 
careworn,  and  suffer  from  pain  in  the  back  and  loins.  They  not  iufrc- 
quf^ntly  have  symptoms  simiUir  to  fever  and  ague.  In  an  advanced 
c«se  every  few  niiuntes  the  patient  has  a  desire  to  pass  his  nrine.  He 
then  stmins  violently,  wrilhes  with  intense  pain  antl  agony,  and  lireaks 
out  in  a  eohl  sweat,  and,  as  a  resuhj  he  is  pcrliaps  able  to  exjxd  only  a 
few  drops  of  putrid,  scalding  urine.  Tliese  sufle rings,  which  make  the 
patient  a  pitiable  olijeet,  liave  much  to  do  with  hastening  death.  In 
some  cases  mild  or  severe  urethral  fever  foHows  every  attem]jt,  no 
matter  how  gentle,  at  instrumentation  of  the  urethra. 

Pains  at  such  remote  parts  as  the  heel  and  the  sole  of  the  f<Mit  have 
heon  complained  of,  as  well  as  neuralgic  atTections  of  the  testes,  abdomen, 
and  t!iigh«. 

In  some  verj'  bad  eases  the  patient  eontinually  lt»scs  ground,  and 
finally  dies  of  exhaust ir^n.  In  other  eases  a  low  grade  c>f  urinary  fever, 
with  tnarked  evidences  of  malnutrition,  tortures  the  patient  until  death 
relieves  him. 

Varieties  of  Stricture*^ A  unmber  nf  terms  are  used  in  the  descriji- 
tion  of  the  various  forms  of  stricture.  The  tliread-like  form  consists  of 
one  or  more  thin  bands,  usually  seated  just  under  the  raucous  mem- 
bmue  and  not  involving  the  submucosii  deeply.  This  is  also  called  the 
linear  stricture.  The  diaphragmatic  stricture  consists  of  a  thickened 
folil  of  mucous  membrane  with  a  centndly-  or  latendly-phiced  iris-like 
opening,  small  or  large.  The  crescent ic  or  bridle  stricture  is  that  form 
in  which  the  mucous  fohl  juts  from  about  one-half  of  the  lumen  of  the 
canal,  either  laterally  uv  on  the  upper  or  hjwer  wall.  By  the  term 
annular  stricture  a  more  or  less  complete  ring,  narrow  or  broad,  of  the 
steuosed  urethral  axnal  is  undei-st<Hj<b  When  the  resulting  narrowed 
tube  to  the  extent  of  one  or  more  inches  is  irregular  in  its  course,  the 
case  is  cidled  one  of  tortuous  stricture. 

The  terms  soft  and  hard  stricture,  as  we  liave  already  seen,  arc  fre- 
quently nse<],  with  much  significance,  in  describing  the  degree  of  density 
of  the  urethnd  infiltration  present. 

The  So-caUed  Inflanuiiatory  Stricture, — An  inflamed  or  hypr- 
[cmic  condition  of  the  mucous  tnembrane,  usually  of  short  durati*>n, 
sometimes  occurs  nt  the  affected  part  in  stricture  of  the  urethra.  In 
such  cases  the  patients  are  said  U*  have  inflammatory  strictures*  They 
simply  have  strictures  f»f  gn^ater  r»r  less  calibre,  whi(*h,  owing  to  various 
causes,  such  as  alcoholic  and  sexual  vxw^t^o^,  c*old,  horseback  and  bicycle 
riding,  laborious  w»u'k,  ancl  bcKlily  stniin,  have  f<»r  a  time  become  im- 
permeable  by  reasuu  of  the  swelling  of  the  mucous  membrane.     Such 
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accidental  conditions  should  not  be  dignified  by  such  a  formidable  name 
as  inflammatory  stricture. 

In  some  cases  of  stricture,  particularly  when  seated  in  the  subpubic 
curve,  as  a  result  of  the  causes  just  mentioned,  and  sometimes  from  the 
intemperate  use  of  exploratory  instruments,  the  compressor  urethrse 
muscle,  with  perhaps  the  external  vesical  sphincter,  becomes  the  seat 
of  spasm  and  renders  the  urethra  for  a  time  impermeable.  This  condi- 
tion is  paraded  at  great  length  by  some  writers  under  the  title  of  spas- 
modic stricture.  It  is  simply  an  ephemeral  complication,  and  is  in  no 
sense  whatever  a  morbid  entity.  It  is  more  common  in  some  patients 
than  in  others. 

The  So-called  Spasmodic  Stricture. — While  performing  catheter- 
ization upon  irritable  subjects  it  has  occasionally  been  observed  by  nearly 
every  surgeon  that  the  instrument  is  grasped  and  temporarily  held  by 
the  urethral  walls,  even  when  the  canal  is  free  from  permanent  obstruc- 
tion. In  this  case  the  sound  or  catheter  acts  as  a  foreign  body,  and 
the  irritation  which  it  produces  is  followed  by  contraction  of  muscular 
fibres  in  accordance  with  the  familiar  laws  of  reflex  action. 

In  other  cases  the  eccentric  irritation  is  caused  by  laceration,  abra- 
sion, or  a  wound  of  the  lining  membrane,  such  as  may  ensue  from  the 
rough  use  of  a  catheter  or  other  surgical  instrument.  This,  of  itself, 
may  excite  spasm,  or  the  same  may  be  induced  by  contact  of  urine 
with  the  raw  surface. 

Striking  examples  of  urethral  spasm  are  also  met  with  as  the  result 
of  irritation  about  the  rectum  excited  by  the  presence  of  a  tape-worm, 
ascarides,  hemorrhoids,  fissure  of  the  anus,  fecal  accumulation,  or  by 
operations  upon  this  part,  especially  the  ligature  of  piles  and  operations 
on  the  cord  and  testes. 

Among  other  causes  of  spasm  are  the  presence  of  a  stone  in  the 
bladder  or  urethra ;  organic  stricture  of  this  canal ;  long  retention  of 
the  urine ;  digestive  derangements ;  exposure  to  sudden  changes  of 
temperature ;  and  mental  emotion. 

bistnmients  for  the  Exploration  of  the  Urethra. — For  the  diag- 
nosis of  stricture  we  employ,  in  the  main,  bougies  of  various  kinds 
which  are  flexible,  and  sounds  Avhich  are  made  of  solid  metal. 

For  simplicity  and  precision  in  use  these  instruments  are  made  in 
sizes  which  increase  from  small  to  quite  large  ones,  and  are  graduated 
according  to  their  diameters,  which  are  clearly  portrayed  by  certain 
scales  used  for  measurement.  The  most  extensively-used  scale  for 
urethral  instruments  is  the  French  one,  called  the  filidre  Charri^re, 
which  progresses  by  steps  of  one-third  of  a  millimetre  in  diameter; 
thus,  No.  1  represents  an  instrument  one-third  of  a  millimetre  in 
diameter,  No.  2,  two-thinls,  and  No.  3,  three-thirds,  or  one  millimetre. 
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In  this  manner  the  j^eale  jn-*jgressGs  up  to  No,  30,  which  ha-s  a  (liameter 
of  ten  millimetres,  there  being  a  bougie  for  eaeh  number.  Thus  it  will 
be  seen  that  a  bougie  No.  6  French  scale  has  a  diameter  of  two  millime- 
tres, No.  !)  of  three  millimetres,  No.  12  of  four,  No.  18  of  six.  No.  24 
of  eight,  and  No.  30  of  ten  millimetres.  The  sizes  of  intermeiHate 
numhi^rB  can  thus  be  readily  computed  (see  Fig.  37), 

The  English  seale  in   UHCil  by  many  surgeons   and    includes  sizes 
bi!tween  Nos.  6  and  18» 

Flo.  S7. 
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Satntils^ — riK>e  iiistrunn'iUri  are  made  of  nickel-plated  strul,  and 
their  sutihrt^  shnultl  he  so  smooth  that  they  will  readily  glide  over  the 
urethnd  walls.  The  best  all-round  in^^truments  are  those  having  w^hat 
is  known  as  the  short  eurve  at  their  distal  j3ortion.  They  should  be 
eonical  at  their  point,  which  while  being  very  round  and  smooth,  is  three 
mzes  smaller  than  the  shaft  of  the  instrument*  It  is  very  desirable 
that  the  handle  of  the  sound  should  l)e  mther  thiiij  tolerably  light,  and 
somewhat  wedge-shaped.     Fig.  38  gives  a  very  clear  idea  of  an  exceed- 

Fio.  38. 
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ingly  graeeful  and  useful  sound,  wddch  can  be  used  with  much  delicacy 

of  touch.  Soumls  with  heavy,  ebimsy  handles,  insuffieiently  niekel- 
phitf<b  dull  of  surfaee,  and  not  very  smfw>tli  shouhl  Ik*  avoided!* 

As  a  ride,  steel  sc*nnds  are  used  in  practice  in  numbers  between  20 
and  30  French.  Wln^n  an  instrument  is  needed  smaller  than  20  F.,  it 
is  well  to  use  the  olivary  Ijougies.  On  the  other  hand,  when  an  in.^^tru- 
ment  larger  ttian  20  or  21  F,  is  needed,  it  is  better,  in  general,  to  use 
the  steel  sound. 

A  very  useful  and  desirable  wnind  is  that  known  as  Beneqti^'s.     (See 
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Fig,  39,)  It  lui^  a  long  tlouMe  otirvc,  rorrespomling  nearly  to  tlie  two 
am't's  of  till!  urethra  wlien  the  |R'ih.s  is  ni>t  elt'vuted  ag:iin?^t  the  alnla- 
nicni.  It  is  really  of  the  same  sha|K'  that  a  flexible  botigie  assumes  wlien 
iiitrodneed  into  the  bladder  and  left  to  itself  Within  eertain  rostrietious 
and  liniitations,  to  be  detailed  later,  this  .sound  will  be  found  of  mncli 

Fig.  39. 


service  in  a  umuljer  of  cn^es.  It  is  only  necessary  to  have  alKnit  ^ix 
of  Beneque's  sounds,  beginning  with  23  F.,  and  ending  with  30  or  32  F, 

Simight  steel  sou  mis,  of  tlic  sizrs  from  20  to  30  F.»  are  sometimes 
very  useful  in  c^ses  of  stricture  in  the  pendulous  urethra.  (See  p.  196, 
diteq.) 

Olivary  BougieK~The^^  bougies  are  so  useful  that  the  surgeon  should 
always  have  a  goodly  supply  at  hand.  Ftirmcrly  French  bougies  were 
the  best  in  use,  but  of  late  years  excellent  ones  have  been  manufactured 
In  this  country.  The  olivary  bougie  is  the  one  best  fitted  for  general 
purposes,  and  the  blunt  ones  are  seldom  used.     In  Fig.  40  is  well  shown 

Fio.  40, 


flexible  oUvary  bougie. 

an  ideal  olivary  bougie*  The  surgeon  should  exercise  great  care  in  the 
selection  of  these  instruments,  and  should  reject  those  that  are  in  any  way 
faulty.  The  following  are  the  [^articular  points^  of  exeellenee  necessary 
in  tliese  bougies  :  The  whole  instnmient  sliould  have  a  smo<ith,  shining 
surface,  either  black  or  yellow,  and  there  should  be  no  cracks  whatever 
on  it.  The  olivary  point  should  be  rounded  and  smooth,  and  should 
tapc^r  off  gnicefully  into  tbe  neck,  whieli  should  very  gradually  increase 
in  size  until  the  shaft  is  reached,  as  is  well  shown  in  Fig.  40.  The  neck 
should  be  very  supple,  and  the  whole  instrument  should  be  so  flexible 
that  on  introduction  it  will  easily  and  almost  imjierecptibly  follow  the 
course  of  the  urethra  with«uit  any  discomfort  to  the  patient.  As  a  rule, 
the  olivary  end  should  l>e  ^diout  seven  sisies  smaller  than  the  shaft  of  the 
bougie,  and  tlie  neck  at  the  base  of  the  olive  point  sliould  have  a  diam- 
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eter  of  about  oiit!-iialf  of  that  of  die  olivary  expansion.  When  thej^e 
ret][uiremeiit«  are  falfillwl  the  instrument  is  rjnitc*  gradually  tai>cring, 
und  will  pn>duce  much  benefit  in  the  jirocesH  of  dilatation  of  the  ure- 
thra. All  fjongic'S  with  irn|MiTfect  olivary  ends  should  be  rtjected.  These 
seemingly  minor  points  are  worthy  of  much  attention. 

The  su!^eon  should  provide  himself  liberally  with  these  instrument*!, 
having  three  or  four  at  least  of  each  size.  The  most  useful  sizes  begin 
at  No.  6  F,  and  end  about  No,  22  or  24  F.  It  will  be  foumi,  as  a  rule, 
that  bougies  of  sizes  above  No.  22  or  24  French  are  liable,  even  when 
great  care  is  used  in  their  intrmluetion,  owing  to  their  quite  large  calibre 
and  their  comparatively  thin  and  eonipressible  walls^to  become  cracked 
or  more  or  less  hmken  from  two  to  four  inches  from  their  distal  portion. 
As  a  rule,  therefore,  these  instruments  may  be  use<l  for  dilatation  or 
exploration  in  sizes  as  high  as  20  to  24  French.  Beyond  these  limits 
much  l>etter  results  will   be  obtained  from  tlie  use  of  steel  sounds. 

These  bougies  should  be  kept  (few  in  number)  in  compartments  in 
which,  in  hot  weatlier,  powdered  French  chalk  may  be  placed  to  pre- 
vent tlie  gumming  of  opposing  surfaces. 

Fifiform  Bou<jieM,^^Y ery  attenuated,  delicate  bougies,  called  fill- 
forms,  are  of  great  service  in  the  diagnosis  and  trt^atmcnt  of  tight 
strictures.  The  two  i)nncipiit  forms  arc  the  gum  clastic  an<l  the  whale- 
bone bougies.  French  filitorm  bougies  are  very  soft  and  flexible,  and 
are  of  mucli  use  in  cases  where  the  stricture  does  not  hug  tightly.  In 
examining  tight  strictures  they  soon  become  twisted  and  cracked,  and 
then  it  is  necessary  to  discard  them.     (See  Fig.  41.) 

For  general  use  whalebone  filiform  bougies  are  most  serviceable. 
These  little  exj>loratnry  instraments  have,  as  a  rule,  a  diameter  of  two- 
thirds  of  one  millimetre,  but  some  of  them  are  of  larger  e^alibre.  Of 
whalebone  filiform  bougies  there  are  two  kinds,  the  sliort  and  the  long. 
The  short  bougies  fire  about  twelve  inches  long,  while  the  long  ones  are 
twenty  to  twenty-five  inches  long.  The  short  instruments  arc  employed 
fjr  purposes  of  diagnosis,  while  the  long  ones  are  used  as  conductors  for 
sounds  or  catheters  through  stricturcd  tissues. 

The  shafts  of  these  instruments  should  be  perfectly  smooth,  and  they 
should  never  be  used  until  they  tiave  been  C4irefully  examined,  for  they, 
by  use,  are  apt  to  chip  and  crack  or  become  fraye<h  Their  f»oints  are 
usually  tapering,  and  they  end  in  a  minute  bulb.  These  bougies  may 
be  straight  or  they  may  have  eccentric  and  twisted  points.  By  soaking 
them  in  hot  water  they  C4in  be  twisted  into  any  desired  shajic,  spiral, 
zigzag,  and  bent  at  any  angle.  After  soaking  in  hot  water  and  l>ending 
them  the  shape  may  l>e  made  stable  l>y  plmiging  them  into  cold  water. 

Whalebone  filiform  Ijougies  shouhl  be  kept  in  tin  cases  to  ensure 
them  from  the  attacks  of  certtiin  grubs  or  worms  which  destroy  them. 
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As  they  grow  old  they  may  become  brittle,  consequently  it  is  well  to  oil 
them  occasionally. 

Whalebone   bougies  with  tapering  filiform  ends,  increasing  quite 
abruptly  up  to  goodly-sized  10  to  13  F.  shafts,  are  sometimes  of  very 


Fig.  41. 
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Whalebone  fiUform  bougies. 


great  service  in  preparing  the  way  for  gradual  dilatation,  for  a  small 
retention  catheter,  or  for  the  introduction  of  a  staff  for  internal  or 
external  urethrotomy.  These  bougies  are  known  as  Banks's  whalebone 
bougies.     (See  Fig.  42). 


Fig.  42. 
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Banks's  whalebone  bougies. 


What  are  known  as  Harrison's  dilators  or  whips  are  often  very  use- 
ful for  quite  rapid  dilatation  at  one  stance.  These  bougies  are  twenty- 
four  inches  long,  and  are  straight  for  thirteen  or  fourteen  inches,  then 
they  taper  down  gradually  to  the  tip.  They  range  in  sizes  between  10 
and  20  French,  and  are  very  soft  and  supple.  Six  of  them  form  a  set, 
the  smallest  of  which  is  filiform  at  its  tip. 

The  French  and  English  filiform  bougies  are  generally  armed  with 
screw  tips,  which  permit  of  their  adjustment  to  catheters  and  to  the 
staffs  of  urethrotomes,  to  which  they  serve  as  guides  to  the  bladder. 
These  bougies  with  screw  tips  are  particularly  frail  at  their  point  of 
junction,  and  as  a  result  can  scarcely  ever  be  used  more  than  once  or 
twice.  The  English  bougies  are  rather  more  brittle  than  the  French 
ones,  but  when  used  carefully,  owing  to  their  stability,  they  traverse 
strictures  with  more  uniform  success  tlian  the  French  ones  do. 

Bougies  a  Boule. — The  acorn-pointed  bougies,  or  bouf/ies  d  boule, 
have  already  been  spoken  of.      (See  p.  86,  Fig.  23).      Those  instru- 
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ments  are  indispensable  for  the  diagriiosis  of  .stricture,  since  they  allow 
us  to  clearly  detect  and  define  hypri}lastic  and  inflamed  points  and 
strictures  in  the  anterior  urethm.  Tlie  soft,  flexible  bougim  €l  boule 
should  be  the  instruments  of  choice. 

The  Urktiirameter.— Since  the  meatus  is  usually  the  narrowest 
part  of  the  urethra  and  varies  very  much  in  its  calibre,  it  may  not 
allow  the  introduction  of  any  of  the  instruments  thus  far  mentionecl 
of  suflicieut  size  to  thoroughly  explore  the  canal  and  esj^ccially  to  detect 
contractions.  An  instrument  which  could  be  inserted  through  a  narrow 
meatus  and  then  he  dilated  within  the  urethra,  with  an  index  at  its 
distid  extremity  show^iug  tlie  amount  of  its  dilatatinn^  was  tlierefivre  a 
desideratum.  This  want  has  been  supplied  by  the  ingeniously  contrived 
urethrameter  of  Dr.  Otis  {Fig.  43). 

Fio.  43. 


uUb's  urethimneter 

For  cases  in  which  the  meatus  Is  rather  small  this  instrument  may  be 
of  much  service,  provideil  its  bulb  is  not  screwed  up  l>eyoud  30,  or  at  most 
31  F.     Withiu  tlicsi'  sharp  Umilatiuns  the  io>tnuueut  may  Ije  empluveih 

Inatruments  for  Operation  upon  the  Urethra. — Fur  strictures  uciir 
the  meatus,  the  onlinary  straight  bluut  bistiJiyy  will  answer  every  pur- 
p)se  to  the  surgcon^s  satislarticui. 

One  of  the  uif^st  useful  atid  simph*  iustrumeuts  fbr  tight  strictures  iu 
the  pemluluus  urethra  is  l'^lulirer*s  moditicatiou  of  JIaisonueuve's  ure- 
tlu'utome.  (See  Fig.  44.)  This  consists  of  a  stalTor  conductor  nine  an*! 
a  half  inches  luug,  of  a  calibre  of  12  F.,  gn>oved  ou  its  up]KT  suHufV  and 
slightly  curved  at  its  distal  end,  which  is  tunnelled  tSir  uue-eighlh  c»f  an 
inch.     Tiie  triangular  blade  with  a  bluut  apex  is  seated  at  the  end  of  the 
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stylet,  and  is  j>mv{ded  with  a  handle.  The  whalelxme  guide  having  bcc^n 
passed  down  the  urethm  and  into  the  bladder  if  jms^ihle,  the  grooved 
statf  is  sful  over  it  as  tar  as  the  penoscrotal  angle,  and  then  the  knife  is 
slnwly  and  flrmly  puslie<l  down,  tlie  penis  bt^iug  held  straight  and  tense. 
By  this  tiretlu^>tnme  the  mvtlira  juay  be  iucnscd  to  IS  or  24  F. 

For  the  moderate  or  limited  incision  of  Iwiuds  or  broader  coarctations 
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o^  the  p(^ndiiloiis  iirt'thm,  which  will  admit  of  instnmieots  as  large  as 
16  or  17  F.,  Civiale's  urethrotome  will  sometimes  prove  very  useful. 
This  instruDient  has  a  terniiual  bulh  in  which  the  blade  is  concealed, 
but  which  can  be  readily  drawn  *)nt  by  pressing  on  a  ^sprin^  near  the 
handle.     A  glance  at  Fig,  45  will  reveal  its  con.struction. 

Fig.  45, 


Chinlu's  urttlirutuine. 

When  Ur^L^d  with  great  caution  in  a  restricted  number  of  very  care- 
fully selected  cases,  Otis  8  dilating  nretlirotome  may  be  of  service,  par- 
ticularly when  there  is  a  bona-tide  stricture  of  a  calibre  of  from  lit  to 
20  F.  ill  the  pendulous  urethra.    (Sec  Fig.  46), 

For  certain  enses  vf  tight  stricture  in  the  urethra  at  the  penoscrotal 
angle,  and  as  far  hack  as  the  bid bomembni nous  junction,  Maisonneuve's 
urethrotome  is  s*mietimes  very  servicealjle.  This  instrtnnent  is  far  supe- 
rior to  all  other  curved  urethrotomes.  Its  use,  however,  is  restricted  to 
a  certain  class  of  cases,     (See  Fig,  47). 

The  uiauncr  of  using  this  instrument  is  very  simple.  In  most  cases 
the  tiliform  Hcxible  conductor  is  Urst  introduced  as  a  guide,  and  the 
shaft  of  the  instrument  is  then  screwed  upon  it  and  made  to  follow  it 
into  the  bladder.  In  many  instances  it  is  jKissiblc  to  introduce  the 
shaft  ahnie,  anncd  with  the  blunt  ]ioint  which  is  always  provided,  when 
it  is  imjxissihle  tu  pass  tlie  ct^ndueting  bougie.  In  eitlicr  ease,  when  the 
bladder  is  fairly  entered,  as  may  be  recognized  hy  the  finger  in  the  rec- 
tum»  the  penis  is  to  be  put  ujnm  the  streti'lij  and  the  lilade  is  carefully 
and  gently,  but  tirmly,  thrust  down  tu  the  extremity  of  the  grouve, 
dividing  every  ohstrtiction  before  it.  It  is  important  to  take  care  in 
witlidrawiug  the  l>lade  lest  it  should  cut  healthy  tisstie.  To  this  end  the 
penis  must  be  held  tense,  just  as  it  was  when  the  knife  was  pushed  d(»wn 
(and  the  transverse  folds  were  ctlaced).  Then  the  instrument  should  be 
slowly  clrawn  out,  care  being  taken  to  keep  exactly  in  the  median  line, 
whieh  was  traversed  in  the  nrethrotoray. 

Preliminary  Considerations  in  the  Examination  of  Cases  of 
Strictures.— Every  ease  of  stricture  of  the  urethra  presents  features 
peculiar  to  itself,  consefiueutly  each  case  should  be  carefully  stiulied  in 
all  its  detstils. 

The  first  consideration  is  the  of^  of  the  piitient.  If  he  is  under 
thirty  years  of  age,  in  tlie  majority  of  eases  tlie  stricture  will  lie 
fouucl  to  be  of  the  mfi  i>r  semi-lil>njus  variety.     In  s^jme  ea^cs — rare, 
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Severe  inodiilar  j^tricture  may  be  found  id  {latients  even  as  early  as  tlie 
thirtieth  c»r  thiriy-fifth  year. 

The  !*ecoiui  jK^iiit  for  iH^iisiilenition  is  the  tkte  of  gonorrbocal  infe<s 
tkm.  We  must  a^eertaiD  the  age  at  which  the  dt^caeie  wma  aiCH|uin'(l  and 
the  faets  a$  lu  the  s^everiiy  ami  lenglli  of  the  attack.     Then  the  matter 
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of  relapses  and  later  infections  should  be  taken  up,  and  the  facts  con- 
cerning them  brought  out.  The  inquiry  is  still  incomplete  until  all 
facts  as  to  the  condition  of  the  posterior  urethra,  the  prostate,  and  the 
seminal  vesicles  are  ascertained,  together  with  full  particulars  as  to  the 
condition  of  the  bladder  and  its  functions.  The  condition  of  the  urine 
must  be  clearly  ascertained  as  to  the  presence  of  threads,  pus,  blood,  and 
the  tissue-elements  of  the  kidney. 

As  a  rule,  we  do  not  find  secondary  kidney  complications  in  cases  of 
stricture  until  after  the  fortieth  year.  These  complications  are  preceded 
by  cystitis  of  varying  grades,  which  may  exist  several  or  many  years 
before  the  infective  inflammatory  process  invades  and  creeps  up  the 
ureters  and  involves  the  pelvis  and  parenchyma  of  the  kidneys.  In  all 
cases,  and  particularly  in  subjects  over  forty  or  fifty  years  of  age,  the 
condition  of  the  bladder  and  kidneys  is  a  very  vital  question  in  the 
matter  of  treatment  of  stricture  of  the  urethra. 

It  is  further  necessary  to  take  into  consideration  the  general  health 
of  the  patient,  his  habits,  his  temperament,  his  occupation,  and  his  mode 
of  life. 

Coming  down,  now,  to  a  consideration  of  the  stricture  itself,  it  is 
necessary  to  inform  ourselves  as  to  its  symptoms,  and  particularly  as  to 
how  much  it  interferes  with  urination.  Then  the  frequency  of  the 
urinary  act  is  to  be  considered.  If  there  are  any  complications,  such  as 
fistulie  or  rectal  disorders,  these  must  be  borne  in  mind  in  forming  an 
estimate  of  the  case.  As  to  the  stricture  itself,  it  is  necessary  to  deter- 
mine its  location  and  its  degree  of  contraction,  together  with  the  amount 
in  length  of  the  urethral  canal  which  is  damaged. 

If  the  patient  had  at  an  earlier  date  been  operated  upon  for  stricture, 
all  the  facts  relating  to  this  operation  and  its  results  should  be  gathered, 
and  due  weight  should  be  attached  to  them.  Further  than  this,  the 
length  of  time  in  which  the  stricture  underwent  recontraction  is  an  im- 
portant point. 

Methods  of  Instrumental  Examination. — It  is  a  good  rule  to  have 
the  patient  pass  his  water  in  the  presence  of  the  surgeon  before  he  sub- 
mits to  examination.  In  the  examination  of  the  urethra  for  stricture  it 
is  always  best,  at  first,  to  use  an  olivary  bougie  of  about  20  or  22  F., 
which,  after  lubrication  with  pure  white  vaseline  or  lubrichondrint 
should  be  slowly  introduced  into  the  canal  and  passed  downward  until 
an  obstruction  is  met.  To  my  mind,  this  instrument,  thus  introduced, 
gives  a  better  idea  of  the  state  of  the  canal  as  far  as  the  stricture  than 
any  other,  and  this  is  the  first  condition  to  ascertain.  When  the  strict- 
ure is  not  very  tight,  the  olive  point  of  the  bougie  may  enter  it  as  far  as 
its  expansion.  Then  on  its  withdrawal  a  small  bougie  d  boule,  9  to  10 
French  or  larger  if  indicated,  may  be  carefully  introduced,  and  if  it 
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tiavefMs  the  atrictore  witbocit  impedimeDt,  on  m  nHimi  tJbe  diookler 
of  tbe  ImBi  will  gire  veiT  important  infonnation  as  to  die  amoitnt  of 
OPSiiiim  wUeh  ni  the  seat  of  cyiarctation,  and  to  tbe  condition  as  to  firm- 
mtm  iff  ■ttfufeiiCffi  of  the  strieture-tiMsne.  In  practice,  the  bongit  d 
iamte^  m  m  geoenl  ntle,  will  give  no  precise  mformation  and  will  not 
»lmpl  ititelf  to  readr  use  to  sizes  under  9  or  10  F.  It  may  he  difficult 
in  manr  inslaiioea  to  iotrodnce  tb^e  small  s^ize^.  When  strictnres  i^i-ill 
arlmit  larger  sizes  of  thiii  form  of  bougie  than  fn>m  12  French  upward, 
ibetr  use  is  generally  prodnetive  of  much  important  infoniiation. 

When  it  i^  neeeasary  to  n^  lai^  biilboua  bougies,  the  meatus  may 
iOiDetinie»  be  too  small  to  admit  them.  If  expedient  in  these  cases,  the 
mmtOi  should  he  properly  incised,  but  if  for  any  reason  m^atotomy  i$  at 
the  time  inadvisable,  the  urethrameter  may  be  employed.  With  this 
instrument  it  is  onlv  necessary  to  determine  the  lessened  calibre  of  the 
canal  at  the  stricturt%  taking  30  or  32  F.  as  the  standard  and  the  maxi- 
mum. There  is  no  need  of  making  measurements  of  the  canal  up  to  35 
^»r  40  F.,  ^inee  tliat  amount  of  distention  is  utterly  unnatural^  and  oper- 
ations F«i?*ed  on  that  assuintnl  calibre  are,  as  a  general  rule,  productive 
of  infinite  harm  to  the  patient.  By  meaas,  therefore,  of  the  olivary 
IrMigie,  the  hoiif/ie  i\  houle,  and  exceptionally  of  the  urethrameter,  we  can 
generally  obtain  scientific  knowk*dge  of  the  nature  and  extent  of  strict- 
ures of  the  urethra  from  9  to  10  French  upward. 

Much  iiiw^ful  infonnation  may  be  gained  by  careful  palj>adon  of  the 
pendulous  urcthni,  and  of  the  canal  nearly  up  to  t!ie  bulb,  by  means 
of  the  fmgL'r-tipj^.  This  pnicedure  will  reveal  little  masses  or  rings 
of  indiiniti*d  tissue,  and  al^  localized  !*pc3ts  where  there  is  less  than 
nontud  elasticity  if  they  arc  present. 

When  tijc  stenosis  has  reduced  the  canal  to  a  calibre  under  9 
French,  explomtion  sliould  l>e  made  by  means  of  cfjrrespondingly  small 
fill  vary  bf^np^M^  rn-  uf  filiform  bougies. 

Uretliral  examinations  fur  stricture  should  be  conducted  with  the 
utnio8t  care,  deliberation,  gentleness,  and  good  judgment.  Our  aim 
Mhi^nld  Ik*  to  cause  the  patient  a  minimum  of  uneasiness  or  p«iin,  and 
not  to  distend  the  tissues  any  mure  than  is  absi^lutely  necessary. 

It  IH  always  an  excellent  rule  to  begin  exam i nations  witli  iustru- 
tneutrt  of  g<xMlly  i^ize,  and  to  use  smaller  and  smaller  ones  as  the  condi- 
tion of  affairs  iiidieatcs. 

In  strictures  of  calibre  above  12  or  15  French  there  is  usually  no 
difficulty  experienced  in  their  exploration,  and  no  preparatory  treatment 
ii*,  as  a  rule,  necessary.  In  cases  of  tighter  strictures  more  or  Icf^s 
diffieulty  may  he  encountered. 

In  passing  delicate  olivar)'  l>ougies  and  filiforms  into  Uie  urethra 
much  (»arc  and  jmticnce  is  requinnh     The  instrument  should  be  well 
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lubrieatccl,  and  then  held  l>etwec'n  the  fiii^tT  and  thuml>  in  a  delicate^ 
easy  niaiuier.  Steadying  the  peiii.s  with  tlie  left  Imnd  and  everting  the 
lips  of  the  meatus  witlt  the  thumb  and  fore-finger  of  the  same  hand*  the 
o[>erator  passes  the  bougie,  held  with  the  right  Iiand,  gently  into  the 
urethra.  As  the  mueous  crypts  and  follieles  are  seated  mostly  on  the 
up[>cr  wall,  the  instrument  is  pushed  gently  forward  on  the  lower  wall, 
and  if  it  ciitehes  in  a  fcdliele  it  ifihould  be  withdrawn  slightly  and  then 
pusheil  or  eoaxeil  along  again*  In  this  way  we,  as  a  rule,  avoid  the 
lacuna  magna  and  other  valve-like  poekets  and  the  orifices  of  ducts  of 
glands.  When  the  instrument  is  down  on  the  lace  of  the  stricture,  the 
I>cnis  should  l>e  mildly  put  on  the  stretch  and  held  at  right  angles  to 
the  body.  Then  tlie  v€»ry  slight  forward  aiul  backward  movement  of 
the  bougie  may  be  begun,  with  the  idea  of  getting  into  the  mouth  of  the 
strietiire.  8i>nietitnes  when  the  jXMiis  is  held  in  the  horizontal  pc^sition 
in  eojiformity  with  the  thighs,  tlie  bougie  w^ll  slip  in  easily,  whereas 
before  that  it  did  not  pass* 

In  many  case's  the  prompt  introduction  of  a  small  olivary  bougie  or 
a  filiform  may  be  brought  about  l)y  injecting  into  the  urethra  and  there 
retaining  about  two  drachms  of  pure  olive  oil  or  liquid  vaseline.  This 
injection  distends  and  lubricates  the  canal,  and  often  allows  a  filiform 
bougie  to  slip  through  the  obstruction,  which  betbre  seemed  impassable. 

It  is  always  necessary  to  bear  in  mind  the  fact  that  the  mouth  of 
tlie  stricture  may  h^  eccentric  rather  than,  as  the  rule,  eentrie.  There- 
fore, it  is  well,  after  having  failed  with  the  ordinary  stniight  fili forms, 
to  try  tlu^se  which  have  various  twists  and  curves  at  tin  ir  ends,  since 
by  these  we  may  most  unexpectetlly  succeed  when  we  had  already 
jverlnips  given   nj»  hope  of  passing  the  strictur*-. 

It  is  always  well  to  have  several  Banks  filiforms  at  hand,  since 
they  often   prove  very  useful  at  unexpected  contingencies. 

•Id  cases  where  much  difficulty  has  been  experienced,  but  where  the 
passage  of  a  filiform  ha;?  been  accomplished,  this  instrument  may  be 
tied  in  for  sevenil  hours,  and  then  a  Banks  filiform  may  be  introduced, 
and  by  means  of  it  such  temporary  dilatation  may  be  accomplished  that 
the  suhsecpicut  treatment  of  the  case  is  rendered* materially  less  difficult 
and  trying. 

In  .some  troublesome  cases  it  is  well  to  pass  several  (as  many  perhaps 
as  six)  tiliforms  as  far  down  as  the  stricture^  and  then  to  inject  the 
urethra  with  oil,  after  which  the  surgeou  should  try  to  pass  each  liongie 
individually.  In  this  way  he  may  often  succeed,  whei\^as  before  adopt- 
ing this  exix^dient  he  had  failed  utterly.  In  some  very  troublesome 
co^s  I  have  succeeded  in  getting  through  a  stricture  by  first  passing 
down  to  its  face  several  fili forms,  and  then  by  means  of  a  har<l-rubber 
uterine  syringe,  introduced  as  tar  down  as  possible,  injecting  about  two 
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diacbom  of  very  uariu  ulive  oil,  and  hulding  it  in  the  caual  well  down 
by  mtmm  of  eoiriiire^^sioii  by  the  fingeri*.  In  thk  distendetl  and  lubri- 
ttled  Cifiidition  of  tin*  un^tlinil  viurA  tlie  oritice  of  the  stricture  is  often 
m  fnii'li  diktwl  that  it  will  nUuw  ihv  iiliform  tu  past^  through. 

Then*  in  amrther  nietlujil  cd'  prwediire  which  should  never  be  for- 
fCidU'tis  Thii»,  ill  the  main,  eonsiBts  in  the  ein[iloynieiit  of  a  truncated 
evLthf'ier,  A  silv<'r  euthttiT  (20  or  22  F*)  is  cut  «»tf  at  right  angles  to  its 
hhaft  at  the  length  of  «ix  inelies.  The  cut  end  is  then  rendere<l  i\*und, 
MnirM>th,and  harmless  by  n*eans  of  a  tliin  ring  of  solder,  which  is  evenly 
niuuldt'd  around  th*:  distal  end  of  its  hi  men.  This  catheter  then 
iKTomert  a  very  usefid  ciniduetor*  It  h  well  oiled  and  pa.ssed  down  to 
the  face  of  the  Ptrictnre,  and  there  held  g<?utly  but  qnite  firmly ;  then 
tlirongh  it  filiforms  are  jiassed  and  gently  tnauipulated.  In  many  cases, 
cv<*n  when  success  is  not  Imju'd  for^  this  procedure  will  result  in  the 
passage  nf  the  hi»ngic. 

Having  succeeded  in  passing  the  filitVirm  into  the  bladder^  the  sur- 
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geon  can  motlenitely  dilate  the  canal  by  sliding  over  it  one  or  more 
incrc^ising  sizes  of  the  tunnelled  sound.  (See  Fig.  48.)  By  this  pro- 
cedure (assuming  that  urethmtomy  is  not  eontemjilatcil)  the  snrgeim  gener- 
ally phu'cs  the  nrethni  in  mh-Ii  a  eunditi*ui  that  it  will  be  |*assal»le  by  instru- 
ments for  a  day  or  two  at  leust.  It*,  however,  the  rijx'i'atiou  of  internal 
or  exteniid  unthrntumy  is  indicatc<l,  and  the  time  nnd  conditions  are 
fav*irablc  to  its  performance,  the  surgeon  then  Itas  a  clear  fieUL 

If,  after  prolonged  efforts  to  reach  the  bladder,  much  uneasiness  is 
prodticed  and  nineh  hemorrhage  cK*curs,  and  the  instrument  still  does 
not  pass,  it  is  well  to  stop  the  examination  and  wait  fi>r  a  day  or  two* 

In  some  cases,  after  one  or  more  failures  in  introducing  very  small 
instruments  through  a  stricture,  it  may  be  necessary  to  put  the  ]katient 
to  t>ed,  to  allow  him  a  very  s|Kire  diet  (bread  and  milk  pivfcrably),  and 
to  purge  him  well,  in  ortler  to  relieve  the  pelvic  organs  of  congestion. 
As  a  result,  strictures  previously  imjiassabie  will  often  allow  the  instru- 
ment to  glide  into  the  bhichler.     In  many  cases  rest,  an  opium  sup- 
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pository,  and  a  hot  bath  will  relieve  the  stricture  of  congestion,  so  as  to 
allow  the  passage  of  the  exploratory  instrument. 

For  various  reasons,  more  or  less  urgent,  it  is  often  necessarj^  to  pass 
sounds  and  catheters  through  the  urethra  into  the  bladder. 

Introduction  of  the  Catheter  or  Sound. — A  catheter  or  sound 
may  be  introduced  while  the  patient  is  in  the  standing*  or  sitting  pos- 
ture, but  the  recumbent  position  is  on  many  accounts  the  best,  the 
patient  lying  square  on  the  back,  with  the  shoulders  elevated,  the  knees 
drawn  up  and  somewhat  separated,  the  genital  organs  entirely  exposed, 
and  the  surgeon  standing  on  his  left.  The  operator  now  raises  the  penis, 
which  has  been  careftilly  washed,  to  an  angle  of  about  sixty  degrees  with 
the  body,  thereby  effacing  the  anterior  curve  of  the  urethra,  by  means 
of  the  ring  and  middle  finger  of  the  left  hand,  its  palm  looking  upward  ; 
the  thumb  and  forefinger  are  thus  left  free  to  retract  the  prepuce  and 
separate  the  lips  of  the  meatus.  The  catheter  or  sound  previously 
warmed  and  lubricated,  is  held  lightly  between  the  thumb  and  fore  and 
middle  fingers  of  the  right  hand  "  like  a  pen,"  its  shaft  corresponding  to 
the  fold  between  the  abdomen  and  the  left  thigh.  The  introduction  of 
the  instrument  should  be  slow  and  with  the  exercise  of  little  force ;  its 
own  weight  is  almost  sufficient  to  effect  its  passage  if  properly  directed ; 
if  any  obstruction  be  met  with,  the  instrument  should  be  withdrawn  for 
a  short  distance  and  again  advanced  with  the  direction  of  its  point 
slightly  varied.  While  passing  through  the  first  two  inches  of  the 
urethra  the  point  of  the  instrument  is  inclined  to  the  lower  surface  in 
order  to  avoid  the  lacuna  magna,  and  it  is  well  to  hug  the  lower  wall 
until  the  end  of  the  instrument  has  passed  the  penoscrotal  angle; 
beyond  this  it  should  be  directed  rather  to  the  upper  surface  to  escape 
the  sinus  of  the  bulb ;  when  it  has  penetrated  beneath  the  pubes,  the 
shaft  is  brought  round  to  the  median  line  of  the  body  and  parallel  to 
the  surface  of  the  abdomen ;  the  handle  is  now  to  be  elevated  to  a  per- 
pendicular, and  pressure  being  made  with  the  disengaged  hand  upon  the 
mons  Veneris  and  the  root  of  the  penis  for  the  purpose  of  stretching 
the  suspensory  ligament,  be  gently  depressed  between  the  thighs,  not 
forgetting  meanwhile  to   maintain   a   certain    amount   of  progressive 

'  A  method  of  paBsiiig  the  sound  known  as  the  tour  de  maitre  is  much  preferred  by 
some  surgeons.  It  is  a  very  simple,  easy,  and  expeditious  procedure  in  the  hands  of  men 
of  large  experience,  but  to  the  be^nner  it  may  prove  a  stumbling-block  which  will  bring 
mortification  to  him  and  pain  and  discomfort  to  his  patient.  The  surgeon  sits,  and  the 
patient  stands  before  him.  The  sound  is  introduced  with  its  convexity  facing  the  pubes 
as  far  down  as  the  bulb;  then  the  shaft  is  quite  rapidly  rotated  toward  the  abdomen, 
when  the  point  readily  slips  into  the  membranous  urethra  and  the  handle  is  depressed 
between  the  thighs.  When  skilfully  done,  this  operation  is  unattended  with  any  un- 
pleasant symptoms  whatever  to  patients,  many  of  whom  prefer  it  on  account  of  its  ease 
and  celerity. 
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and  tiliij^litly  withdrawn,  aiul  tire  peuis  eloiigattHl  by  traction  before  the 
iiiananivn»  is  rqitLited.  Fiirtlier  ni^.^^i stance  may  l>e  of^tairied,  if  iicces- 
Siiry,  during  the  latter  part  uf  tlie  intrmltietii>ii  by  gently  pressing 
against  the  convexity  of  the  iiistriinient  just  back  of  the  bcrutum  or  by 
intrtKliieing  a  tiiiger  into  t!ie  rcetiini,  ascertaining  the  exact  position  of 
the  point,  and  guiding  it  iurward  and  u[>ward  against  tlie  jKisterior  .sur- 
face of  the  symphysis;  the  passage  of  the  extremity  over  the  vera- 
niontunum  and  ii%'ula  vedcie  is  often  indicated  by  iian^ea  or  a  ^slight 
Tremor  on  the  part  of  the  patient,  and  its  entrance  into  the  bladder  by 
tlic  flow  of  urine* 

When   dexterously  an<l  gently  performed*  tlie  introduction   of  tlie 
soun*!  or  catheter  is  aetMiniplislicd  without  a  hit<'h  nr  halt  in  most  caeos. 
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By  want  of  gentleness  and  by  bnngling-  procednrcs  sjmsnmdie  eontrue- 
tion  of  tlie  i n  vol  until ry  moseli'-fibri's  of  tin-  ix^ndidoiis  uretlira  may  be 
indueeil,  and  also  spjism  of  the  comprest^or  urcthrsD  miii^le.  In  tliis 
event  it  is  well  to  desist  or  to  press  t!ie  ti[i  of  the  instrnmont  gently  Jind 
continuously  against  the  obstruction  until  spasm  ceases,  and  then  it  will 
slowly  glide  onward, 

Fig.  50. 


^ 
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>viund  uU'p  111  iiarfj*luclnK  the  catheter. 

Treatment  of  ContractloBB  and  of  Strictures  at  and  just  within 

the  Meatus. — ^I>y  a  wise  |irnvision  fd'  Nature  the  end  of  thr  nrelbrid 
canal  is  so  much  narrowt^d  that  the  stream  of  urine  is  prn}ected  well  in 
advance  of  the  brwly  and  in  a  sfdiil  jet,  in  aecordam-e  with  hydraulic 
principles.  Exeej>tionally  cases  are  met  with  in  which  there  is  a  greater 
or  less  abnormal  contraction  of  the  meatus.  When  this  is  only  moder- 
ate, there  may  be  no  disturbance  iti  the  functitm  of  urination  ;  but  in 
some  eases  the  meatus  is  exceedingly  snialh  even  of  a  pinhead  size,  and 
then  much  functional  disturlmnee  may  result.  The  prominent  symp- 
toms in  eases  of  very  small  meatus  are  frequent,  painful,  and  prolonged 
mit!tnrition  and  deep-seaied  uretliral  uneasiness  or  irritati<iu,  together 
with  vesical  irritability.  In  some  seemingly  wellHibscrved  cases  such 
symptoms  as  anterii>r  crural  neuralgia  and  seiatiea  have  been  found. 
Many  ine«>rrect  and  exaggerated  statements  have  been  made  as  to  the 
Berious  conditions  whieh  often  accompany  contracted  meatus.  Thus  it 
is  stated  that  the  anomaly  gives  ri^  to  pain  in  the  back  and  hypogas- 
trium,  groins,  and  testes,  to  hydrocele,  ti>  painful  scnn'nal  emissions,  and 
to  paresis  and  sttftening  of  the  bniin.  The  truth  of  the  nuitter  is  about 
as  follows  :  In  men  free  from  gonorrhiea  or  urethral  irritation  the  uri- 
nary functions  may  lie  perfectly  {>erformed  even  if  the  meatus  is  no 
larger  in  calibre  than  lU  French,  and  there  may  be  no  abnormal 
symptoms. 
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The  logical  dediirtion.^  warrantol  \\y  the  foregoing  facts  awl  c<»u- 
iclerationt^  are — 1,  that  when  an  altimrmally  sniaU  meatus  cau^s  a 
docicietl  ini|mtrfnout  of  the  uriiKirv  fuiirtion,  it  .should  be  cut  iu  a  con- 
&er\*ative  manner ;  2,  that  when  the  ^nmllnes^  of  the  urethral  orifice  is 
found  to  Im?  the  uuch>ubted  eaiiM/  %tf  the  iK^rix-t nation  of  deep  urethml 
inflammation  of  any  kind,  it  f*honhl  be  enlargetl ;  and,  3,  that  when  the 
meatu.-^  will  not  admit  of  iiistrmiient.**  >iiffieieiitly  hirge  to  act  iiprai 
dee|i-Ht*ali'*l  nretlirul  lesions,  it  ^lionld  be  iuci^-R^I  in  keeping  with  the 
ni^e**!4ity. 

In  ^'Uenil,  the  rontnietion  of  the  meatus  is  diie  to  the  exee8*ive 
development  tif  tlie  mueous  membrane  at  the  h^wer  eomndsjiure^  and 
exceptionally  a  septum  of  mucous  membrane  jftretches  across  the  canal 
from  the  upper  commisj^iure  :a!ud  encro4iehes  more  or  leis^  on  its  lumen. 
Cf»u^*fpiently,  it  is  necessary  to  examine  each  ease  by  separating  the  lips 
and  also  intrtMlueiatr  a  curved  probe  in  ordrr  to  deternune  whetlier  the 
incision  i.*  in  l>e  made  upward  or  downward.  The  part  having  l>eeu 
reudi-rrd  asi'ptie,  an  in*'ision  slumld  be  very  carefully  made  exactly  in 
tlje  middle  tine  by  means  of  a  slrtii^ht  blunt  bistimry.  It  is  well^  as  a 
general  rul(%  in  this  openition  of  meatotomy,  to  make  the  incision  hirge 
ciioK^fi  !c»  uflmit  a  »T2  F,  meatus  sound,  supposintr  that  tlie  nrellira  will 
comfortably  atiaiit  a  No*  *%}  ¥,  sound.  If  the  urethnil  lumen  is  less 
than  TO  F.,  it  is  well  to  cut  the  meatus  in  accordance  witlj  it8  measure- 
nii'iit.  In  the  mjijority  of  cascf?  it  wilt  be  found  that  when  the  meatus 
finally  heals  the  calibre  will  be  about  two  sizes  smaller  than  llie  ujeatot- 
oniy  made  it.  After  incision  of  the  meatus  pressure  will  usually  stop 
bleeding  in  a  short  time.  The  meatus  sound  (thert^  are  varj'ing  sizes 
of  this  useful  little  instrnment)  may  be  introduced  every  two  or  three 
days  for  s^-veral  weeks.  It  is  thus  necessary  to  keep  up  the  prmx^ss  of 
dilatation,  since  these  parts  show  a  decided  tendency  to  promptly  reo<m- 
tniet. 

Cicatricial  strictures  of  the  meatus  are  not  very  common,  and  in 
general  follow  the  initial  lesion  of  syphilis  wheu  seated  here.  In  many 
ciiws  uf  chancre  of  the  meatus  the  urethral  lumen  is  not  at  all  impaired 
after  its  involution  ;  in  others  there  nuiy  be  slight  contraction,  and  ex- 
cept ionally  a  ileiise  fibrous  ring  is  lel't,  which  may  reduce  the  size  of  the 
uritice  to  No.  2  or  3  French  scale, 

Chancroidal  idcers,  and  exceptionally  chronic  relapsing  herjies  prtv 
giniitalisj  may  caus*^  eieatricial  strictiu'e  uT  this  orifice.  A  scleroderma- 
tous condition  and  keloid  may  also  cause  abnormal  contraction  of  the 
meatus  and  fossa  navieularis.  In  these  eases  of  strictui-e  due  to  new 
tissue-formation  the  incision  shouhl  be  madi^  iu  accordance  with  the  seat 
of  the  obstruction.  The  pa>sage  of  a  probe  will  show  whether  (as  is 
generally  llie  t^se)  it  is  necessary  to  make  an  upward  and  also  a  down- 
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ward  incision,  and  it  will  indicate  the  necessary  depth  of  the  cuts.  The 
subsequent  treatment  consists  in  the  careful  introduction  of  the  meatus 
sound.  This  operation  should  be  repeated  for  a  considerable  time,  some- 
times many  months,  until  all  tendency  (which  is  great)  to  recontraction 
has  ceased.  If,  as  a  result  of  this  operation,  the  meatus  will  admit  a 
No.  30  French  sound,  it  may  be  pronounced  to  be  satisfactory. 

Treatment  of  Stricture  in  the  Pendulous  Portion  of  the  Ure- 
thra.— The  urethra  from  the  penoscrotal  angle  to  the  meatus,  corre- 
sponding to  Regions  Nos.  2  and  3,  is  in  many  cases  the  seat  of  stricture, 
but  it  is  rather  less  frequently  aiiected  than  the  first  region,  which 
includes  the  bulbous  portion  of  the  canal. 

In  the  pendulous  urethra,  which  extends  to  the  penoscrotal  angle, 
many  changes  take  place  as  the  result  of  gonorrhoeal  inflammation  which 
should  be  separately  considered. 

For  purposes  of  description  it  is  well  to  study  urethral  contractions, 
inch  by  inch,  down  the  canal,  since  the  surgical  indications  and  require- 
ments vary  very  much  in  different  portions  of  the  anterior  canal. 

In  chronic  gonorrhoea  the  two  inches  of  the  urethra  just  beyond  the 
meatus  may  be  the  seat  of  soft  infiltration,  which  is  thus  limited  or 
which  may  be  continuous  with  a  morbid  condition  of  the  urethra 
beyond.  In  practice  w^e  not  uncommonly  find  strictures  of  this  part. 
They  may  be  met  with  in  the  semifibrous  or  well-developed  fibrous 
form.     Inodular  stricture  is  rarely  found  here. 

Semifibrous  strictures  of  the  segment  of  the  urethra  under  considera- 
tion may  be  much  benefited  by  dilatation  with  the  straight  steel  sound, 
provided  they  are  seen  early  enough.  As  a  rule,  however,  these  cases 
come  to  us  when  the  urethral  canal  is  the  seat  of  fibrous  infiltration, 
which  further  show\s  itself  by  the  existence  of  one,  several,  or  many 
ring-like  bands.  The  canal  is  then  the  seat  of  fibrous  stricture,  whirh 
in  this  region  is  usually  very  dense  and  unyielding.  The  calibre  may  be 
15  to  3  or  4  French  scale,  and  the  bulb  introduced  and  withdrawn  bumps 
roughly  over  a  dense  membrane  with  contractions.  It  may  be  stated 
as  a  general  rule  that  in  these  cases  dilatation  is  not  to  be  used,  since  it 
will  produce  little  if  any  effect,  and  w  ill  cause  pain  and  uneasiness. 

These  strictures  require  careful  incision,  for  which  purj)ose  Gouley's 
probe-pointed  bistoury  and  the  straight  blunt  bistoury  are  the  necessary 
instruments.  The  parts  having  been  thoroughly  cleansed,  cocaine  ansBS- 
thesia  may  be  produced  by  the  injection  into  the  urethra  of  a  10  per 
cent,  solution.  If  the  contraction  is  very  small,  the  canal  may  be 
widened  sufficiently  by  a  moderately  downward  cut  with  the  Gouley 
knife,  and  then  an  upward  and  a  downward  cut  exactly  in  the  median 
line  should  be  made  with  the  blunt  bistoury.  These  parts  never  should 
be  cut  recklessly,  either  into  the  sjmce  between  the  cavernous  bodies 
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above  or  into  the  fi-llulur  tiK^lle  htAmw  If  after  this  simple  furm  of 
internal  urethrotomy  a  No,  25  to  28  F.  straight  steel  Found  can  be 
introclueed  readily  and  without  pain  to  tlie  patient,  the  restilt  may  be 
con^idt^red  good.  In  these  eases  it  is  utterly  iniiKKSsible  to  fully  re.ntore 
the  supplenes.s  of  tlie  urethral  walls,  but  nuieh  can  be  dune  by  careful 
dilatation  kept  up  long  after  the  incii?^ions.  Stricture-tii^ne  in  this  por- 
tion of  the  urethra  is  very  prone  to  nipid  condensation  and  contraction  ; 
hence  tlicre  i;*  always  a  battle  in  these  eases  to  keep  the  tiretlind  canal 
of  moderately  lai^e  size.  Tliough  some  authors  recommend  ov^er-dila- 
tation  and  a  general  vigorous  trt^atment  for  these  distal  strictures,  I  aui 
tinn  iu  the  convietitni  that  moderate  and  gradual  dilatation  up  to  25  F., 
and  perhaj)s  a  little  above»  will  in  the  end  give  the  patient  the  l>est 
results.  In  cases  of  large  urethra  i>erliaps  we  may  establish  a  calibre 
of  ;10  F.  This  however,  may  be  said,  thnt  if  five  years  after  this  little 
uiK'nitiou  the  patient  can  pass  a  No*  25  F.  sound,  he  is  a  lucky  man. 

We  sometimes  meet  erases  in  which  the  contraction  is  from  rme  to 
two  inclies  *lown  the  canal,  and  a  15  French  bulb  passes  readily  beyond 
it.  For  tliesc  ciises  Civjalc's  urethrotome  is  particularly  adapted. 
LiMializing  the  fibrous  patch  or  band  by  means  of  the  exjmnded  pc»rtion 
of  the  instrument,  the  penis  is  rendcrcil  tense  and  the  tissue  is  cut  an 
the  upper  wall  of  the  urethra  to  about  28  or  30  F.  Then  the  straight 
steel  siHmd  may  be  passed,  and  while  it  is  in  the  canal  moderate  press- 
ure may  be  exerted  on  the  morbid  tissue.  I>y  tfiis  means  considerable 
absorption  may  be  produced. 


The  So-called  Strictures  of  Large  Calibre. 

Same  authors  claim  that  the  normal  urethral  calibre  is  much  greater 
than  that  given  in  tliis  work.  They  base  their  stateme!»ts  on  the  fact 
that  the  n  ret  lira  may  l>e  dilated  by  the  urethramcter  up  even  as  high  as 
40  F.  They  further  make  the  claim  that  the  ealilvrc  of  the  urethra  is 
or  sliould  be  uniform  in  its  whole  ccuirse  ;  consequently  if  a  urethra- 
nicter  is  introduecd  into  a  canal  and  siTcwed  up  to,  say  o6  F.,  accord- 
ing to  these  views  this  expanded  lnill>  slionld  ]*uss  smcwithly  out  when 
the  instrument  is  w'ithdrawn.  If,  however,  the  instrument  hitches  or 
halts  (ir  jumps  over  nuwlerate  obstructions,  these  narrowed  pints  are 
called  strictures^  and  the  patient  is  told  that  he  has  one  or  more  strict- 
ures of  large  calibre.  The  trouble  with  this  matter  of  strictures  of 
large  calibre  is  that  the  assumptions  regarding  them  are  based  on  con- 
el  n^ions  drawn  from  the  use  of  the  urethramcter,  and  on  theories  as  to 
the  nature  of  stricture  of  the  urethra.  This  whole  subject  is  cleared  up 
by  a  full  knowledge  of  the  armngement  of  the  muscular  fibres  of  the 
urethra. 
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Tlio  facts  nrc  ns  iuWaws:  Oiitsido  of  tin*  iiiiieofis  layer  of  tlie  iiretlii"a 
are  two  miisciikir  Invert;  whit^h  ox  ten*!  from  the  vc^ieal  orifice  to  the 
meatus,  being  [)articokr]y  strong  and  thiok  in  the  prostatic  urethra, 
Tlie  outer  niui^eular  layer  eunsists  of  fihres  forming  distinct  rings, 
while  the  inner  niusenhir  hiyer  eonsists  of  longitudinal  fibres.  When  the 
penis  is  in  a  flaccid  condition  these  nniscnlar  fibres  lie  rather  near 
together,  but  when  it  h  ereet,  and  when  the  urethra  is  much  distendtKl, 
they  are  stretched  ajmrt.  Tire  longitudinid  muscular  fihrcs  in  the 
torpid  condition  of  the  penis  cijutnu-t  mildly  and  shorten  the  urethral 
canal,  and  throw  it  into  transverse  folds,  while  the  ringed  fibres  brmg 
the  walls  into  such  a  a^llapsed  condition  that  the  un,'thm  is  cnn verted 
into  a  long  thin  slit.  Now,  wtic n  the  urethra  is,  iu  the  dead  sulijeet, 
injected  wuth  some  hardening  fluid,  and  the  canal  is  then  dissected,  out, 
it  presents  the  appearance  shown  in  Fig.  51*     It  will  be  seen  that  the 

Fig.  5L 


Shows  K  noniial  urelhra  distended  with  flollrlifylnu  injecnfm-mal+^rlnl.    The  contrActions  c<irTc- 
spund  to  the  riroular  rings  ^*i  musiiiilar  fihre*. 


canal  is  liuth  elongated  and  mueh  distended,  and  that  at  fpiite  regular 
intervals  there  are  certain  depresj^ions  wdiieli  show  ileeided  c<intnictions 
(about  eleven  in  number)  in  its  continuity.  Now,  these  constrictions 
arc  caused  by  the  resistance  of  the  muscular  rings,  which  are  furc^ed 
widely  apart  and  put  on  the  stretch.  Jktween  these  muscular  rings  the 
dilattxl  (Mirtions  consist  of  nuieons  meud>rune  and  its  ambient  til>rous 
tissue.  Nuw,  when  we  apiily  these  anntomieal  facts  to  clinical  obscr%'a- 
tion  and  instnuriental  cxaminalion,  many  |wiiuts  whicli  have  until  now 
licen  obscure  arc  rendered  clear.  These  muscular  rings  will  allow  <»f 
verjr  oonsiderahle  stretching  by  the  urcthnimeter^  but  they  iinally  r>t!'er 
resistance,  while  the  tissues  between  them,  being  less  firm  and  more 
extensible,  yield,  and  as  the  bullj  of  tiie  instrument  is  drawn  (Hit  it  is 
held  by  a  mus^ndar  l)au*l  nn  its  jiruximal  cud,  and  this  cfjntniction  is 
then,  by  many»  pronouuccnl  to  be  rrtrictiUT.  Couse(|uentIy,  I  say  that 
surgeons  Imbued  with  the  belief  that  the  normal  calibre  of  the  urethra 
is  much  al)ove  .30  F*^  and  that  the  lumen  4if  the  canal  in  health  is 
unvaryingly   uniform    in   calibre^   can    find   strictures   in   the   urethra 
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jf  anv    man    if  tbev   will    only  expand    tlie   inilb   of  tbc    in.^trument 
trongly  enouglu 

Uniluiibtt^dly  cases  do  oecur  in  whieh  true  striotnn^s  of  larire  ral- 
ibrr-  exist,  but  tliey  are  ratlier  rare.  In  Fig.  52  i.^  clearly  portrayed 
a  thivad-liki*  semitibmns  j^trietnre 
which  was  seated  in  the  urethral  wall 
tlirce  inches  dt)wn  on  its  lateral  por- 
tion, extend iutr  nearly  lint  not  np  to 
the  median  line.     Now,  this  is  a  fair 


Fiti.  53. 


Fio,  62. 


m 


Fig.  62.— ThrtJittUke  strirtufe  involving  only  ft  portion  of  the  circumference  of  thu  uri'thr*. 

Fio.  53.^€howUig  firm  Hbrous  stricturt'  in  Iho  middle  of  the  pentlutous  uretiira,  dllHtJition  of  the 
cmn&l  behind  It,  Irtiitiuiar  $!trleturc  nt  the  butb,  ftl^cess  of  tiie  prostate,  bypertroph}'  of  the 
bladder,  unrl  rliUtAtltm  of  odftces  of  the  uretera*  (From  thu  Mii»eum  of  the  College  of 
PhysleUiu  and  Surg«?ona,  Nevr  York.) 

reprt^sentation  of  strletuns  of  large  calibre.  This  one  fi>rnie<l  only  the  F^eg» 
ment  of  a  circle,  and  more  extensive  ones  torin  mure  or  less  |MTtect  riogs. 
It  will  be  seen  tliat  if  the  surgtHUi  had  attemptwl  to  incise  this  .stricture 
by   means    of    the   dilating   nrethn^tome,   it    wonld    have   eseaj>ed   the 
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cutting  blade,  which  follows  the  median  line  almost  exactly.  This 
occurrence,  therefore,  is  very  significant,  and  points  out  the  necessity  of 
thorough  examination  in  all  cases.  When  the  bulb  of  the  bouffie  d 
boule  was  slipped  over  this  contraction,  the  sensation  was  conveyed  as 
if  it  was  held  by  a  distinct  band  or  ring.  The  same  sensation  is  con- 
veyed when  only  a  segment  of  the  urethral  ring  is  thickened  from 
hyperplasia ;  and  in  many  cases,  if  the  diagnosis  is  thus  wholly  based 
on  the  finding  of  the  bougie  d  boule,  the  conclusion  may  be  reached  that 
an  annular  stricture  is  present,  when  really  only  a  portion  of  the  ure- 
thral lumen  is  thickened  and  less  distensible  than  it  is  normally.  Con- 
sequently, it  is  necessary  to  carefully  palpate  the  urethra  with  the 
finger-tip  over  the  shaft  of  the  bougie  in  the  canal  in  order  to  discover 
areas  of  new  tissue,  and  in  some  cases  to  examine  the  urethra  w^ith  the 
endoscope.  Before  making  a  diagnosis  of  stricture  of  large  calibre  the 
surgeon  must  convince  himself  beyond  all  doubt  that  the  contraction  is 
there,  that  it  is  not  due  to  localized  soft  inflammatory  deposits,  and  that 
by  his  instrument  he  can  reach  and  incise  it. 

Assuming  that  a  stricture  or  strictures  in  ring  or  band  form  have 
been  found,  the  surgeon  has  at  his  command — 1,  Civiale's  urethrotome, 
which  with  practice  becomes  a  very  efiScient  instrument,  and  by  which 
the  constriction  can  be  very  accurately  cut ;  and  2,  Otis's  dilating  ure- 
throtome, which  w^hen  judiciously  used  will  cut  with  much  accuracy 
and  without  damage  to  the  urethra  beyond  the  strictured  part. 

Tight  semifibrous  and  fibrous  strictures  are  not  infrequently  found 
in  the  pendulous  urethra.  In  Fig.  53  is  very  clearly  shown  a  firm 
stricture  about  three  inches  from  the  meatus.  This  figure  is  worthy  of 
study,  and  the  following  points  may  be  noted  :  The  urethra  behind  the 
stricture  is  dilated  and  its  wall  thinned  ;  at  the  bulb  are  several  bands 
and  much  sclerosis  of  the  mucous  membrane ;  at  the  prostate  there  is 
an  abscess,  and  the  bladder-walls  are  much  thickened.  It  is  not  un- 
common to  find  a  single  anterior  stricture  like  the  one  here  pictured, 
but  I  think  it  is  more  common  to  find  the  pendulous  urethra  the  seat 
of  extensive  (as  to  length)  coarctation,  in  which  there  may  be  several, 
even  many,  bands.  In  these  cases  the  urethral  canal  anterior  to  the 
penoscrotal  angle  is  densely  infiltrated,  and  these  bands  are  simply  the 
more  prominent  evidences  of  the  morbid  process. 

In  the  treatment  of  these  strictures  in  the  anterior  urethra  much 
judgment  and  skill  must  be  exercised.  It  is  always  well  not  to  do  too 
much  in  these  cases.  When  the  stricture-tissue  is  quite  firm,  we  never 
can  restore  the  urethra  to  its  normal  condition.  Our  function  in  these 
cases  IS  to  tunnel  a  moderately  large  passage,  and  then  to  try  to  keep  it 
open.  For  these  cases  there  is  no  more  useful  instrument  at  hand  than 
Fluhrer's  modification  of  Maisonneuve's  urethrotome,  using  the  blade 
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which  will  cut  a  pa^-^iigc  fiira  22  sound  or  hmgw,  Wlieu  tliii^  o^tcte- 
tion  is  performed  the  treatment  may  be  said  to  have  just  begun. 
Then^after  the  sound  must  he  reg^uhirly  iutrtKliieed  about  ouce  a  week  or 
less  frequently.  If  iu  these  ca,"^es  tlie  jiatierU  is  left  with  a  canal  whieli 
will  admit  a  20  or  23  F,  souudi  and  hk  bladder  is  healthy,  the  result 
may  be  prononnced  ver\^  satisfaetory.  Some  ^nrgeons  recommend  over- 
dilatatifvn,  sometimes  applied  with  mncli  foree,  in  these  eases;  but,  as  a 
rnle,  sueli  measures  only  stimnlate  the  process  of  recon  tract  ion,  and 
they  should  not  be  used.  With  the  dilatation  treatment  subsequent  to 
iucisii>ti  mcdicatiim  may  he,  if  necessary,  a pjjlied  to  the  posterior  urethm 
and  ldad(hn%  and  iudetnl  to  any  complication  which  may  exist* 

In  these  cases  the  bulbous  urethra  mav  also  be  involved,  and  it  will 
require  suitalih-  treatment. 

Treatment  of  Strictures  beyond  the  Penoscrotal  Angle.— By  for 
the  greater  number  of  strictures  will  be  fnnml  just  l>eyoud  the  peno- 
scrotal angk%  as  far  back  as  the  bnlbouiembranous  junction.  In  tn;*at- 
ing  this  deeply-seated  region  it  is  a  golileu  rule  ouly  to  use  the  knife  as 
a  last  resort. 

In  the  chapter  on  Chronic  Urethritis  directions  are  given  (see  pp. 
SO,  ef  scff,)  for  the  trcatuient  of  the  lesions  of  the  anterior  urethra, 
which  shiiuhl  he  remembered. 

Strictures  of  the  bulbous  portion  of  the  urethra  may  be  soft,  semi- 
fibrous,  and  inodular,  all  of  which  require  iip]iropr!ate  treatment. 

Soft  and  semifilirous  strictures  shoidd,  as  a  rule,  nevT*r  be  incised 
until  milder  means  have  been  tried  and  have  failed. 

The  diagnosis  having  been  carefully  nuide,  the  calibre  of  the  strict- 
ure IS  to  be  detenninc*!.  Now,  on  this  jwjint  no  rule  can  be  laitl  down, 
since  cases  dificr  so  strikingly.  Thus  in  stmie  patients  the  canal  may 
be  re<lueed  to  20  or  15  F.,  and  yet  tliese  strictures  are  of  the  soft 
variety.  In  others,  with  similar  calibres,  they  may  be  scmilibrous  or 
fibrous.  Then,  again,  it  is  not  very  uncommon  to  tiud  a  urethra  rc<.lnced 
even  to  6  or  8  F*  by  an  exudative  hyjw?rplusia  which  we  call  soft  strict- 
ure. These  various  and  varying  conditions  liave  to  be  asecrtainiM^l,  and 
as  the  surgeon  grows  in  exiK^rieuee  he  will  become  more  and  Oiorc 
expert  in  recognizing  them. 

GUADtTAi.  Dii.ATATloN, — When  tlie  stricture  iu  the  bulbous  urethra 
is  yet  in  the  soft,  or  even  iu  the  semitibrous  stage,  the  aim  should  l>e  to 
n'move  as  far  as  [mssible  the  celUintiltratioUi  and  to  thus,  in  a  manner, 
restore  the  mucous  membrane  to  its  natural  condition.  This  can  be  done 
iu  many  eases  by  careful  and  gradual  dilatation. 

Seeing  that  a  soft  stricture  may  contract  tlie  urethral  lumen  even  a^ 
hiw  as  7  or  8  F.,  and  that  in  many  case»  where  the  calibre  is  15  or  20 
Y.  the  infiltration  is  yet  soft  and  succulent,  it  is  always  well  to  make  the 
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attempt  to  ciir^  by  tlie  intriiduction  of  lliu  Ijoujnjie  nr  huiirI  bcfure  the 
knife  irf  resorted  to.  When,  Iiowever,  a  fibrous  or  iiiodular  stricture  of 
sniiiU  ealibre  is  discovered^  our  eliief  thought  is  uot  toward  grudual 
dilatatioiK 

I  have  ill  so  many  inBtaiiees  been  able  to  restore  the  urethra,  even 
when  eontracted  to  7  or  8,  to  30  F,  that  I  am  always  loth  to  oi>erate 
more  radieally. 

In  tlie  pnieess  of  gradual  dilatation  much  eaiT,  patience,  and  good 
judgment  are  neeessiiry.  The  ojK^nition  should  always  be  carefully  and 
slowly  perfornit^l  in  a  manner  to  cause  no  [lain  or  uneasiness  and  no 
damage  to  the  tissues*  By  the  pressure  and  stimulation  of  the  distend- 
ing instrument  we  hope  to  cause  the  absorptitm  of  the  exudation  and  to 
give  tone  and  resiliency  to  the  dilated  vessels.  It  will  thus  he  seen 
that  we  are  always  liable  to  cause  inflammation,  and  this  condition  will 
either  dehiy  the  cure  or  perliaps  thwart  «iur  efforts.  In  eases  wliere  the 
contraction  is  as  great  as  7  or  8  F.^  and  also  wliere  the  caliljre  of  the 
stricture  is  much  larger,  there  may  be  posterior  nrethritis  or  even  ore- 
thrm'vstttis,  and  these  coitditions  slioidd  receive  j)ri>j>er  tivatment. 

Beginning  with  a  small  olivary  bougie,  the  surgeon  should  gradually 
antl  slowly  incTeane  the  size  of  the  instrument  as  tlie  jurogress  tif  the 
case  will  indicate  to  hiiu.  In  the  early  part  of  the  treatment  the  bougie 
may  be  intnHhiced  once  a  week,  and  then  in  favoralde  eonclitions  the 
interval  may  Ue  fixed  at  about  five  days.  It  is  almost  always  well  to 
allow  this  interval  of  time  to  elapse  between  the  s^'ances  of  treatment. 
Many  men  have  fiule^d  in  this  method  of  treating  stricture  by  the  too 
frequent  intro<luction  of  the  instrument,  and  many  patients  have  not 
received  the  Ijcnefit  they  would  have  if  there  had  been  less  haste.  In 
gnidual  dilatation,  ptrticularly  in  the  early  stages,  the  st*nsations  of  the 
{xitient  should  be  carefully  eonsidere<U  inid  the  urine  regidarly  and  meth- 
odically cxiuniiKMb  If  the  opei^jtion  causes  uneasiness  and  pain  in  the 
perineum  and  over  the  pubes  and  continued  frequeniy  in  urination,  and 
if  the  i>arts  resist  the  gnidual  increase  in  the  size  of  the  instrument,  it 
will  be  necessary  to  suspend  the  treatment  tcmporarilvj  and  jxfrhaps 
permanently.  In  many  of  these  eases  toc^il  medicatit^n  to  the  anterior 
and  pc»sterior  urethra  will  |Hit  the  parts  in  such  a  condition  that  gradual 
dilatiition  may  again  be  resumed. 

It  will  be  generally  found,  when  dilatiition  is  commenced,  in  the  form 
of  stricture  under  considemtioUj  with  very  small  olivary  bougies,  that  at 
first  the  sizes  may  l>e  increased  quite  regularly,  and  no  trouble,  or  per* 
haps  very  little,  is  ex|Hjricnct(l  by  the  surgeon  until  he  gets  np  as  liigh 
as  20  or  22  F.  Then  he  will  genemlly  find  that  the  dilating  iiroccss 
will  go  on  much  more  slowly,  and  that  it  may  be  necessary  to  introduce 
sounds  of  one  sisse  several  times  before  larger  ones  can  be  used. 
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Whvii  in  the  anirsi'  i>f  thi.s  treatnioiit  the  urctlarii  will  admit  an  oli- 
vary boiij^io  of  a  size  about  No,  20  F.,  it  is  well  to  resort  to  the  curved 
hteel  ?4oiMitlrt  and  with  them  Hiiisli  the  eiirc.  In  many  cases  wlien  the 
ecinrrtullon  is  extensive  and  involves  the  whole  length  of  the  bulbous 
nntlini,  tlie  Hrnei^u^  i^oiind  will  jiriKluce  i>artifu!arly  gtrnd  results.  It^ 
drmble  eurvo  seems^  to  exert  a  beneficial  pressure  not  obtainable  by  the 
I  He  of  the  ortlinarv  eurveil  soiuid. 

\\  tii'o  the  fHound  <*aiise.s  inflammatory  reaetion,  its  use  should  be  dis- 
ednliiMtinl  tihtil  a|>|»ropnate  treatment  removes  the  tendency  thereto,  as 
i(  will  in  mor^t  t'usrs.  EN(*eplionally,  liowever,  it  liappens  that  the  result- 
ing inlhinuiialiou  is  so  ^rrat  and  so  constant  that  it  is  neeessary  to  wholly 
iihaudiJii  (liin  form  of  tn*atment.  In  many  such  cases  jndicious  topical 
uri'lhnd  ntcdication  after  a  time  brings  about  such  a  change  that  the 
iioiind  nmy  he  n^cd  aj^ain.  In  some  severe  and  exceptional  cases  the 
expediency  oC  external  uiTthrotonvv  will  suggest  itself  to  the  mind  of 
the  Niir^'e<»Ti. 

Thr-fc  IK  one  piint  which  deserves  es|KHnal  cm]>hasis,  and  it  is  this: 
Tm  proiluci'  jjisiiii^  and  ^M-rmanent  results  by  j^nidual  dilatatJim  the  ure- 
Ihrul  canal  must  Ik*  bnaight  up  tc^  the  ealilire  of  30  or  perhaps  32  F. 
and  when   this  \h  attaiiH'd  the  ililating   process  must  be  continued  for 
iioiac  limt%  until  tliese  lar^e  smuids  j>ass  ea,sily  and  witlmut  any  gnisping- 

It  U  impossible  to  exactly  i^tiUe  the  jxTiml  of  time  necessary  for 
graihnd  dilatjititaij  since  it  varies  in  each  case  and  much  depends  on  the 
rrgiilarity  of  att(*ndance  of  the  patient.  In  some  cases  the  normal 
nrcthral  huneu  tuay  l»e  restored  in  thriH^  months*  and  iu  others  in  six, 
nine,  and  twelve  months.  As  a  genend  rule,  a  six-months'  treatment 
will  b(*  fi»llo\vi'tl  with  better  results  than  a  shorter  course. 

In  till*  majority  of  cases  the  pnx^ess  fvf  cure  by  gradual  dilatation  is 
nricventrnl,  but  in  a  small  minority  certain  ccmiplications  may  aris<*  and 
give  nnire  or  less  trouble.  These  complications  are^ — ^1^  fever  and  chills; 
2»  urcdiritiH  and  urcthroeystitis  ;  3,  a  tendency  to  hemorrhage  ;  4,  tem- 
porary retention  ;  o,  rheumatism  ;  and  6,  pya^mie  abscess.  It  isM^ell  to 
Htute  in  advance  that  since  the  beginning  of  the  em  of  asepsis  and  anti- 
scphis  in  surgery  these  coniplicatiotis  oc*cur  much  less  frc^quentiy  than 
fornierlv  ami  they  are  much  less  severe. 

The  iKHTura^nee  of  chills  and  lever  ehowe  that  there  is  a  low  grade 
of  suppunition  in  the  dee[>  uirthni,  but  it  need  Jiot  cause  the  permanent 
discontinuance  of  dilatation.  Such  castas  should  be  treateil  ou  the  lines 
laid  down  I'or  chronic  anterior  and  posterior  urethritis  and  urethro- 
cystitis. 

Iu  like  manner,  the  tendency  to  slight  ooxing  of  blotxl  after  dilata* 
tion  can  generally  be  checked  by  the  instillation  uf  a  few  drops  of  a 
solution  of  nitrate  of  silver  (1  :125), 
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When  in  the  course  of  gradual  dilatation  retention  of  urine  occurs 
once  or  at  intervals,  it  is  perfectly  certain  that  one  or  two  causes  are  at 
work :  these  are  swelling  of  the  raucous  membrane  in  and  near  the 
stricture  and  temporary  spasm  of  the  compressor  urethrsB  muscle.  In 
such  cases  there  is  need  of  topical  urethral  medication,  and  the  intervals 
between  the  passage  of  the  bougies  or  sounds  should  be  materially 
lengthened.  When  carefully  managed  this  complication  may  be  over- 
come. 

The  very  rare  occurrence  of  rheumatism  and  of  pysemic  abscesses 
indicates  very  clearly  that,  besides  the  stricture-process,  a  decided  suppu- 
ration of  the  urethra  also  exists,  which  can  be  cured  by  the  means 
described  in  the  section  on  the  treatment  of  chronic  anterior  and 
posterior  urethritis. 

The  main,  and  indeed  the  only,  valid  objection  to  gradual  dilatation 
is  that  it  is  a  slow  process  and  occupies  quite  a  long  stretch  of  time. 
But  it  must  always  be  remembered  that  if  it  is  followed  up  until  the 
urethra  is  restored  to  a  calibre  of  30  F.,  in  the  majority  of  cuses  it  will 
only  be  necessary  to  have  sounds  introduced  once  or  twice  a  year  there- 
after ;  whereas  it  can  be  said,  without  fear  of  contradiction,  that  when 
a  man's  urethra  has  once  been  cut  he  has  (if  he  would  keep  the  channel 
open)  to  pass  instruments  at  short  intervals  all  his  life. 

Continuous  Dilatation. — Continuous  dilatation  is  very  rarely 
resorted  to  at  the  present  time.  In  some  cases  where  a  filiform  has 
after  a  long  struggle  been  passed  through  the  stricture,  it  may  be  re- 
tained there  for  some  hours  or  perhaps  for  a  day,  in  order  to  render 
certain  the  passage  of  a  larger  instrument. 

Strictures  at  and  just  beyond  the  penoscrotal  angle  are  frequently 
formed  of  the  dense  fibrous  variety.  These  strictures  sometimes  under 
treatment  become  tolerably  well  dilated,  and  then  they  recontract  more 
or  less  promptly ;  hence  they  are  called  "  resilient  strictures." 

Rapid  dilatation  is  sometimes  necessary,  and  is  readily  accom- 
plished by  passing  over  a  filiform  introduced  into  the  bladder  tunnelled 
sounds  in  increasing  number  until  a  calibre  of  10  to  15  F.  is  reached 

In  marked  contradistinction  to  the  curability  of  the  soft  and  semi- 
fibrous  strictures  beyond  the  penoscrotal  angle  are  the  fibrous  and 
inodular  undilatable  strictures  of  this  region,  which  for  relief  require 
the  radical  operations  of  internal  or  external  urethrotomy. 

Internal  urethrotomy  in  the  deep  urethra  may  be  performed 
with  certain  restrictions  in  a  limite<l  number  of  cases.  This  procedure 
may  be  resorted  to  in  cases  of  tight,  not  extensive,  decidedly  annular, 
fibrous  stricture  just  at  and  about  one  inch  beyond  the  penoscrotal  junc- 
tion, and  perhaps  at  the  bulbomembranous  junction,  particularly  if  the 
stricture  is  not  a  very  large,  dense,  and  inodular  one. 
u 
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Fitj.  54. 


Fig.  ol  gives  a  vtrv  clear  idi^a  of  a  .sevtTe  ca.^e  of  tiglit  .strit-tiire 
just  beyuml   the  jieiioscrotal  angle,   with  involvement    of   the   greater 

portion  of  the  pendulous  nretlim. 
It  is  evident  that  in  sneh  a  ease 
dilatation  hv  8onnds  would  lie  pain- 
ful and  fntib,  and  that  the  only  prf>- 
ce<hire  advisalile  wtmld  Ije  to  tunnel 
a  eluinnel  by  means  <vf  a  etitiing 
itrnnieat.      The    oval    hlaek   sjKjt 
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In  former  years  internal  ureth- 
rotomy hy  means  (\f  Maisonueuve*^ 
instrument  was  largely  perfiirninl  in 
cases  of  stricture  in  Region  No,  1. 
My  experience  has  taught  me  to 
limit  its  use  to  the  filvrous  strietnres 
in  the  se'gment  of  the  uretlira  just 
name<h  The  patient,  being  healthy, 
having  nurmal  kithieys^  and  not 
mueh  if  any  lilatlder  tmnhle,  sli«>nld 
be  put  on  moderate  diet  for  a  day  or 
two  and  kept  in  lied,  during  \\liieh 
time  the  urethra,  and  if  possible  the 
bladder,  should  be  well  irrigated 
^veral  times  with  quite  hdt  siiturated 
lj4)neorsalt  so  hit  ion.  Tlie  night  betore 
the  operalion  liesbonbl  have  a  brisk 
eathartic.  When  auttsejisis  ttin  be 
praetised  there  is  no  need  ibr  the 
internal  use  c»f  borie  aei<l,  ssdol,  or 
cpiiuiiu- :  still,  there  are  no  ohjeetiom^ 
to  the  enqi]oyn>ent  of  these  <lnigs  if 
the  surgeon  mi  wishes.  If  the  |Kitiunt 
is  a  weakly  man,  lie  should  1m^  pre- 
pare4l  s^mie  time  ahead,  by  eare  as  to 
diet  and  tunies,  tor  the  4ipenitii»u. 

Tbe   patient    is   prepared,  ether- 
izeil,  and  plaeetl  tm  his  back,  then  the 
the  Museum  of  UieCoUegc  of  PhyiiciiitiB    fiUfnrru   ^uide  of  the   Maisimueuve 

and  Surgeons,  New  York4  ,  i        i  i    i  » 

instrument  should  he  parsed  aeeord- 
ing  to  direetions  already  given,  and  lollowetl  In-  the  grcnived  eondnetor 
and  the  knife.     Bi»fore  every  internal  urethrotomy,  just  at  the  time  of 


Showlug  deme  (Ibrniip  iitirli'turi*  of  the  ure- 
thra JiUSt  biyrmd  tbt'  iifiioscmtal  liniflc, 
with  dUatiiition  of  the  huUmus,  mi'mbran- 
ous,  find  jiru&l!iMr  iirt'Oira.  The*  pciidu- 
lous  urethra  jh  nl**o  nnu'h  thickened  iinr! 
fnfillrnti  d.  Wiilla  of  hladdor  nnirh  hvintr- 
trophiLMi,nrilftct'fi of  n peters  dihited.  ^From 
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u&e,  the  surgeon  ^Ijuukl  ptuss  the  euttiiig  purt  of  the  iiistninieiit  dnwii  the 
grooved  concliictorj  in  order  to  !)e  abtsolutely  eertain  that  there  will  be  no 
impediment.  If  the  soft  French  filiform  #?hould  kink  or  curl  up  iind 
corae  haek,  the  surgeon  shoidd  serew  on  the  eyed  or  tunnelled  tip.  Tlren, 
having  pushed  a  long  wlialelxme  tiHfonn,  he  if-houhl  slip  the  eye  of  ihe  eon- 
cluctorover  this  gnitle,and  then  eause  the  instnmient  to  glide  slowly  into 
the  bladder.  Always  l>efore  adjusting  the  eutting  bhide  of  the  instrument, 
which  is  directed  toward  tlic  roof  of  the  nretlira  in  tlie  median  line,  the 
surgeon  shoukl  put  hi.s  finger  in  the  rectum,  when,  if  everything  h  all 
right,  he  will  feel  the  eondneting  staif  in  the  mendrranrtus  urethra,  and 
the  end  of  the  instnmient  eau  then  he  freely  moved  in  the  vesieal 
cavity.  When  the  uretlirotoniy  is  performed  tlie  instrument  jshould  be 
held  in  the  line  of  the  thighs.  It  is  never  well  to  use  a  large  cutting 
blade.  TiHi  det*j>  ineisious  may  be  ftd lowed  by  hemorrhage  and  per- 
haps nrijuiry  intiltnOinri  aiul  ftver.  My  eustom  f(*r  years  lias  been  to 
cut  the  urethra  to  the  extent  of  21  F.,  and  on  the  witlulrawal  of  the 
nrethrot<*me  to  puss  an  olivary  bougie  eatlieter,  No.  21  F.,  with  a  very 
small  opening ou  its  extreme  end  (not  the  ordinary  gnm-elastie  catheter, 
whose  eyes  irritate  and  tear  the  urethra),  into  the  bladder,  and  to  alkiw^ 
any  contained  urine  to  run  out,  and  then,  by  means  of  a  hand  syringe, 
to  inject  five  to  eiglit  ounces  of  warm  lK>ric  stdution,  and  there  leave  it. 
This  antiseptic  sdntion,  when  voided  later  on,  thortuighly  bailies  the 
w«nmd  and  i^  pnKlnctive  of  much  good. 

The  Ijongie-catlieter  may  be  iutrcHlneed  again  in  about  two  or  four 
days,  and  then  t!ie  Idailder  slmnld  be  injected  again.  With  the  invthni 
thus  cnhirged  gradual  dilatation  nuiy  soon  l)e  commenced,  and  should 
be  earned  on  nnlil  a  ealihre  rd' 'iO  F,  is  prtxlueed.  After  that  it  is  well 
to  iutriwluee  the  sound  at  intervals  rd'  a  week,  a  fortnight,  or  a  month, 
and  iierhaps  se%'eral  months,  as  tlie  progress  of  the  ease  indicates. 

Internal  urethrotomy  thus  jverformed  in  appropriate  eases  will  not  be 
attendeil  with  suite  ring  or  disaster  to  the  patieutj  aud  willj  if  properly 
followed  ujjj  be  productive  of  great  benefit. 

Since  there  is  much  confusion  as  to  the  title  and  scope  of  the  various 
operations  in  the  perineum  for  stricture  aud  other  ct)n<Utions,  it  is  well 
to  try  ti*  present  a  sharply-niarked  divisiuu  of  theui.  These  operatiouta 
maybe  divided  as  follows:  1,  external  urethrotomy  Avith  a  tnunelled 
sound  for  bladder  drabuige,  etc. ;  2,  external  urethrotomy  with  filiform 
guide  tlirougli  the  stricturCj  down  to  the  face  of  which  or  beyoud  a 
tunnelled  instrument  has  been  {>assed  (this  is  the  Gouley  operation) ;  3, 
external  urethrotomy  with  the  staff  passed  down  to  the  stricture  without 
a  guide  tfirongh  it  (this  is  tlie  Wheelhouse  operation)  ;  4,  external  ure- 
tlirotoniy w*ithout  any  iustrunient  in  the  urethra,  the  membrauons  por- 
tkm  being  incised  (this  is  generally  known  as  Cock's  operation  or  perineal 
section). 
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KxrVMSAh  I'uKTHiniToMY  FOR  DuAixAGE,  ETC* — ^Thk  Operation 
In,  fm  fi  rulo,  very  Hiin]i1r  in  Itrt  [xjrformance,  sinee  there  is  usuallv  no 

llti|H-Hiriiriit  to  thp  [MinKfigt*  of  the  sound.  Tho  patient  having  been  pre- 
|)fM(^il  iumI  i'tlii'i'txi'tl  i\ml  pluwd  in  the  lithotomy  im^ition,  the  sound  is 
piiaHud  liitu  iIk*  hladdiT.  'ri»e  .'iiTcitum  h  hfld  up  by  an  assistant,  who 
fiUii  UnUU  Ihi^  Moinid  HHtl  (MiiiMi's  itia  giHxwed  convexity  to  bulge  out  the 
h»'i'bii'ul  llMrtMcN,  Tlh'  mirij^iMin  then  with  a  ^^eidpel  carefully  incises,  to 
Hm>  ii«tMnl  ol'  tvvik  iiu^lies,  liiyer  aiivr  layer  until  tlie  n ret h m  i^^  reach e<l 
ntol  opened  (outfit ndinidly  about  three-iifths  of  an  ineh  or  an  ineh, 
'(1m  n  Hie  bheldi  r  amy  bi*  wnsheil  unt,  and  a  large  eatheter  nr  )>erineal 
Ktlre  hioerled  und  ntninrd.  This  operation  is  also  jierformed  for  the 
fi^ltinval  «»r  (vidt^dl  liMl^eil  in  tin*  inendiranrnis  or  prostatie  urethra  and 
tit'  prnnbille  i'oneist(!(vti>*,  and  for  the  digital  explnratlt>n  of  these  parts, 
(IM'  Ve«le(d  oi'lHee,  nnd  adjueent  tissue,  liy  the  ohler  surgeons  this  oper- 
riflon  H'Mrt  eMilerl  (he  **  boutorniu'^re.** 

(luMltM'**  tHid  W'heellion^t^V  o]Hmitions  are  genemlly  ])erformed  for 
III*'  <elh«("  ol*  Inodidur  ^h  iet uns  neur  and  at  the  hnll>oniemliriin*»ns  June- 
IImM^  Mffd  lenii  tieipienllv  lor  tihrniis  slrietures  tin-  result  of  tranniatism, 
HMMfMi  Ml'  ImniedhHely  ni)er  tin*  dannigitjg  or  ru|*ture  of  the  urethra 
froin  iteeldenU  ulili^h  Im'eraU*  or  ent  tlirough  the  bnlbons  or  mem- 
Immimmh  pnrtJou>t  i»r  the  nn^thni. 

IftKTIillNUi  nUOTinnvh^MV  vvnii  a  (itiDE, — Gouley^g  Optraiion,^ 
Thn  o|HirMlhi^  t^d*!*^  inu^t  l»e  in  frt*ut  of  a  windim' admitting  plenty  of 
td*  lllfhr 

The  paMeiit  ahotdd  he  pre|nu"<Mb  etheri/ed»  and  plaeed  in  tlie  lith- 
Mb«niv  pii^iiliou,  llr'Tore  eommeneing  the  ojK*nition  the  surgeon,  seated 
on  u  low  rtfiiul^  e^iiudneH  uilh  his  finger  in  the  reehurj,  the  mem bni nous 
Mh  (hni  (Old  till*  proKtah\  ami  lanuliarizes  himself  with  their  eonthtion. 

The  IniiK  llliform  having  jutA^nl  through  the  t^trieture  into  the  blad- 
di't,  dm  hiiinrlli^d  «onnd  (Mee  Fig.  IK)  is  (*a rt^ fully  si ippeil  over  it,  and 
by  li  j(ui*led  down  to  the  faee  td'  the  stricture.  An  assistant  nf>vv  earc- 
fidly  itnd  lli'inly  holds  the  end  of  tlie  sound  Ix^tween  the  thumb  and 
(he  forelbigei'  exactly  ill  the  median  line  and -a  few  inches  above  the 
pidiew  iind  hypogimtrinm*  while  at  the  same  time  he  elevates  the  .scrotum 
Nud  preMerven  the  v«'rtieal  ilireetitiu  of  the  perineal  raphe.  If  the  ure- 
I  III  it  i^  not  tiMi  I  let]  I,  and  if  the  perineum  is  not  too  much  thickened 
md*  Inllimimatorv  *".vnilati*»n,  the  assistant  may,  hv  gi.»ntle  upwanl  press- 
ure Mil  thi^  Hoiind  by  tinnms  of  his  middle  tiugcr  imderneaih  it,  make  the 
tianUCfi  teni*e,  and  l»y  this  nienius  (dean^  indicatitms  are  given  to  the  sur- 
getui  »s  to  the  pnrijtt*  position  of  thi*  sound  and  the  urethra.  The  sur- 
geon then  iuakei*  an  ineision*  leisurely  dividing  layer  after  layer  of  the 
tiiij^iieM  in  the  median  line  from  the  base  of  the  scrotum  to  within  an 
ineh  of  the  nuusi  being  about  two  or  three  inches  in  length  and  iuvolv- 
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ing  only  the  skin  and  superficial  fascia.  The  dissection  having  been 
carefully  carried  down  to  the  urethra,  the  surgeon  feels  for  the  groove 
in  the  curved  portion  of  the  sound  with  his  finger-nail.  He  then  enters 
the  urethra,  his  knife  being  held  at  right  angles,  and  cuts  slowly  and 
carefully  downward  about  an  inch,  meanwhile  taking  care  that  the  fili- 
form guide  is  not  cut.  It  is  very  important  to  make  a  good  clean  cut 
into  the  urethra  by  a  continuous  stroke,  the  knife  not  being  withdrawn 
until  the  full  incision  is  made,  otherwise  the  canal  may  be  cut  in  several 
places.  Hemorrhage  is  usually  moderate,  and  is  readily  controlled  by 
clamps.  When  the  urethra  is  opened  a  ligature  two  feet  long  is  passed 
through  each  cut  edge,  and  then  tied  at  the  end.  Thus  we  have  two 
retractors,  which  are  held  with  gentle  tension  by  two  assistants,  which 
take  up  no  space  in  the  wound  and  which  allow  full  inspection  of  the 
field  of  operation.  At  this  time  the  sound  is  withdrawn  a  little,  so  as  to 
bring  into  view  the  black  guide,  alongside  of  which  the  small  grooved 
probe,  which  should  be  gently  curved  upward  toward  its  tip  in  accord- 
ance with  the  terminal  half  of  the  subpubic  curve,  should  be  passed 


Fig.  55. 
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Amott'8  smaU  grooved  silver  probe  with  a  broad  handle,  which  can  be  bent  to  any  angle. 

into  the  bladder.  (See  Fig.  55.)  Then  in  this  groove  Gouley's  beaked 
bistoury  is  passed,  and  the  stricture  is  incised  on  its  upper  wall,  care 
being  taken  to  go  well  through  the  dense  stricture-tissue,  but  not  into 
the  connective  tissue  beyond.  The  probe  is  now  turned  so  that  its  groove 
looks  downward,  along  which  the  beaked  bistoury  is  again  passed,  and 
the  lower  wall  of  the  stricture  is  carefully  incised  (usually  a  little  less 
deeply  than  the  upper  wall).     (See  Fig.  56.) 

It  is  always  well  to  take  care,  when  the  urethra  is  opened  and  the 
parts  are  exposed,  not  to  let  the  guide  slip  out  or  to  withdraw  it  until  the 
grooved  probe  is  well  in  the  bladder  and  the  incision  of  the  upper  wall 

Fig.  56. 


Gouley'B  beaked  biBtoury. 

of  the  stricture  has  been  made.  Then  the  surgeon  is  master  of  the  situ- 
ation, and  the  guide  may  be  withdrawn.  In  some  cases  the  stricture- 
tissnes  are  so  densely  fibrous  and  extensive  that  after  a  preliminary 
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slight   nit  with  the  boakrxl  bistoury  the  nporatioii   mny  be  nmijiloted 
mure  satisfuoturily  by  nieiiiis  nt^  u  l^hiiit  strniirht  bistiniry. 

When  tlie  strict iirtM issue  has  been  incised  Teiile's  pmlx^  g^irget  is  an 
exet'i'dingly  nsi'fnl  instrnnient,  partieidarly  to  persons  not  V(Ty  funViliar 
witii  the  opera!  100.     (See  Fig.  nl.)     By  its  passage  the  parts  may  be 

Firt.  57. 


TMe's  probe  gorget. 

miK'h  diluted,  and  l>y  this  means  much  aid  is  given  the  timiirous  surgeon 
win  I  li'jirs  til  cnt  Uh)  *h'eply.  By  means  nf  the  j>robe  ^nrget  tlie  nitlieter 
*jr  perineal  IuIm*  is  then  passed  into  the  bladder,  wliieh  should  be  well 
irrigated  vvitli  hot  boric  aeid  or  salt  s^jlution. 

The  eatheter  or  perineal  tube  used  in  thi.s  operation  should  be  (juite 
large,  and  shouhl  he  adapted  to  the  ealibre  of  the  ineised  eanal.  As  a 
rule,  tubes  from  30  to  35  F.  should  be  intro<lueed.  The  aim  of  the 
surgeon  tmw  is  to  alhnv  tlie  nrethral  tissues  and  the  ambient  tissues, 
whieh  have  jireviously  been  mueli  r*iugested,  to  dniiu,  and  also  to  so  net 
n|Hin  the  uretlira  by  as  mneh  dilatation  as  possible  that  abs«*r|»tion  may 
hi*  prrKlueed  and  a  canal  with  a  satisfactory  lumen  shall  be  left.  To 
ifiis  rnd  T  alvvavs,  if  jMissibley  allow  the  tnlu^  to  remain  in  the  wound 
three  to  seven  days,  taking  eare  that  tlie  Idadder  is  well  irrigated  several 
times  daily,  and  applying  such  topical  treatment  as  may  be  necessary. 
Tlie  tube  is  retained  in  the  wound  l>y  means  of  a  ligature  whicli  passes 
through  its  edges  and  the  wound  around  the  tube  is  carefully  packed 
widi  ioditfuTin  gauze,  over  which  are  phiced  layers  of  al)M»rbeut  eottuu 
aiul  gauze,  which  are  held  in  place  by  a  retentive  bandage.  The 
eatheter  is  eonnectuil  by  ineans  of  a  glass  cou]ding  to  a  hmg  India- 
riiljl>er  tube  (ealihre  oi>  F.),  whieb  passes  to  a  large  brittle  suspended 
to  the  side  of  tlic  bed,  which  should  always  be  half  filled  with  1  :  20 
carh(  >l  ic-aei<  1  sob  it  io  j  i . 

During  the  progress  of  the  eu.-c  it  is  most  important  that  tlie  peri- 
neal wound  should  lie  carefully  iJispccte<l  and  kejjt  in  a  healthy  condi- 
tion. If  indolent  granulations  apj>car  ihey  should  at  once  be  cauterized 
with  tlie  sfilitl  stick  of  nitnite  of  silver, 

Now-a-days,  with  our  more  perfected  technie  and  antiseptic  meas- 
ures, it  is  very  rare  to  sec  any  I>ad  results  fiillow  external  urethrotomy. 
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Tlitre  may  be  a  very  j^liglit  ami  ephemenil  rUv  in  temperature,  Imt 
(mly  ill  very  bad  old  caM's  with  vesieal  and  rerml  romplieations  do  we 
see  urinary  fever  and  sepsis ;  ami  tbese  ermiplieations  are  much  rarer 
than  they  Avere  iu  fnrmer  (hiy,^,  Hem*irHiage  is,  ns  a  rule,  iuire(juent 
after  till!?  oju'ratiiiu,  iis  perfurmed  now-a-tlayer,  tiud  is  readily  eorit rolled 
by  the  pressure  exerted  by  paeking  the  wouml  quite  tightly, 

Syme's  O iteration. — What  is  known  as  Syme^s  ojieration  is  prae- 
tieally  the  oue  already  deseriljed,  except  that  the  instrument  used  in  tlie 
urethra  is  Synie's  staff.  This  instniment  is  gnioved  for  Iialf  an  ineb  at 
tbe  distal  part  of  its  straitrbt  portion  whieb  is  joined  l»y  the  curved  part, 
whieb  is  alsf>  grooved.  This  curved  portion  at  its  eomnieneement  is  of 
size  No.  8  F.^  and  at  its  tip  it  is  4  Frtneh  iu  calibre.  This,  long,  thin 
curve  makeg  tbe  instrument  very  diflieult  to  properly  intnxUiee  into 
very  tight  strictnres,  even  in  skilled  hands,  and  it  bas  been  knnwn  to 
cause  death  ijy  mnking  false  passages.  8o,  while  it  is  well  to  be 
familiar  with  Syme's  staff  on  account  of  its  history,  it  is  not  well  to 
emjdiiy  it  now  tliat  we  have  the  tnnnelled  eatbeters  ami  liliforms. 

External  llRETHmrroMY  without  a  Guide  through  the 
STJti€TVjiE.—  WfHrlitoifse^g  Operation, — When  the  patic^nt  is  fully  |ire- 
pared  and  etherized  a  last  attempt  sbouhl  bi*  made  to  pass  a  filiform. 
Tbirf  iailing  we  operate  without  the  aid  of  a  guide. 

Fio.  58. 


Wlieelbouee'B  statf. 

The  steps  In  the  operation  are  as  follows  :  The  patient  being  in  the 
lithotomy  position  tlie  Wher  Ibouse  staff  is  gently  intntduced  down  to  the 
stricture  with  the  groove  hn^king  toward  the  surface  titid  is  there  held  by 
an  assistant.  (See  Fig.  5H.)  ThesurgcHHi  makes  a  carefid  dissection  in  the 
perineum  nntil  tbe  urethra  is  reached  and  it  is  tlien  opened  on  the  groove 
of  the  staff,  not  upon  its  point.  The  edgt«  of  the  urethra  art:'  then  reti-aeteil 
6o  tliat  ihe  canal  la  clearly  exposed,  Tbe  etaff  is  then  slightly  withdrawn 
and  turned  so  that  its  button  is  hixiked  into  the  upper  angle  of  the 
wound  which  is  then  further  put  on  tbe  stretch.  Tbe  surgeon  then  bas 
a  view  of  tlie  parts  in  front  of  tbe  stricture,  and  he  may  be  able  at  once 
to  intnxhiee  tbe  grooved  probe  oi*  tbe  gorget  into  its  orifice,  or  he  may 
have  to  make  repeated  attempts  to  reach  tbe  bladder.  \A'hen  the 
instrument  has  traveised  tbe  stricture  (as  shown  hy  its  freedom  of 
movement  in  the  blad<ler)  an  incision  on  tbe  npp^'r  and  hiwer  wall  of 
the  canal  is  made  l>y  means  of  a  prol>e-|Mnnted  lustonry  and  all  bands 
and  nbstnietions  are  divided.  Tlie  canal  is  then  well  dilated  by  the 
forefinger  of  the  operator,  who  satisfies  himself  that  be  bas  free  access  tu 
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tlie  i)liid(ler-cavity.  The  !?ubscH]ueat  gteps  of  tlie  npunitHui  are  the  saoie 
as  thrxse  followed  in  the  Giniley  iipemtion. 

External  ITrethrotomy  without  a  Guide  (Cock's  Opera- 
tion OR  Peiuneai.  HEtTKiN). — For  the  very  worst  and  most  desiR*mt<j 
elasj*  of  case::*  in  whieh,  either  as  a  result  of  ehronie  strieture  or  of  ti*au- 
matism  with  great  swelling  of  the  perineum  and  ^erotum,  the  urethra 
anterior  to  the  triangular  ligjmient  has  Ix^m  obliterated,  or  in  whieh  the 
strieturc  is  inipassalile  to  ini^trunieutSj  tlie  operatitJU  known  as  Cock's 
o|>erationj  perineal  section^  and  extcTual  urethrotomy  without  a  gnide 
may  be  necessary. 

The  i>atieut  is  prepared,  etherized^  and  placed  in  tlie  lithotomy  posi- 
tion* The  left  foretiuger  of  the  surge^m  is  introdneed  into  the  reetum 
and  itfi  tip  is  held  firmly  against  the  apex  of  the  prostjite.  With  the 
right  hand  a  double-edged  knife  is  phmged  into  the  perineum  in  the 
median  line  al>out  an  ineh  anterior  to  the  anus  and  is  earricHi  turwanl 
without  any  cessation  above  and  in  the  direction  of  the  finger-tip.  By 
an  iipward  and  downwanl  niovenient  this  verticLd  incision  may  be  made 
sntKciently  large  so  that  wlien  the  bladder  has  been  entered  through  the 
membninous  urethni,  a  probe  may  be  iotroduced  which  will  act  as  a 
gnide  ft>r  a  goodIy-size<l  gum-elastic  or  soft-rubbfT  catheter  which  is 
passed  into  that  vistnis  and  is  then  firmly  retained.  By  means  of  tre- 
rpicnt  irrigations  with  hot  boric  solution  the  bladder  is  mueli  benefited, 
and  the  urethra  may  also  thus  be  treated.  In  a  few  days  the  swelling 
in  the  perineum  will  have  materially  snl»sided,  and  systematic  explora- 
tion of  the  urethra  may  th*>u  l»e  attejnpti'd, 

RtrTRfXiRADE  Cathkteiuxation. — In  tho^  bad  cases  of  laceration 
and  rnpture  of  the  urethra  and  mucli  damage  to  the  perineum  with  or 
wilhout  fracture  of  the  pelvis,  in  which  it  is  imjMissii)le  to  find  the 
proximal  end  of  the  canal,  it  may  be  necessary  to  resort  to  retrograde 
catheterization.  This  operation  is  performed  as  frliows  :  The  [larts  hav- 
ing been  rendered  surgically  clean,  a  suprapubic  ineisiijn  is  made  suf- 
hciently  large  to  allow  the  passage  of  the  index  finger  by  whicli  the 
internal  vesical  orilice  is  liK^ated.  Then  a  giim-elastic  catheter  or  bougie 
is  guided  through  the  Idadder  into  the  uretlini  and  passed  out  of  the 
proximal  end  of  the  ruptured  canal  in  the  perineum.  Having  thus 
located  the  proximal  end  it  is  usually  easy  to  pass  the  instrument 
through  tlie  distal  portion  of  the  urethni.  The  end  of  the  catheter  is 
then  cut  oS  at  right  angles  and  retained  in  the  urethra  for  the  [uirpose 
of  draining  the  bladder.  Under  these  circumstances  the  surgeon,  if  lie 
sees  fit,  can  use  the  lx>ugie  or  catheter  as  a  guide,  and  can  thru  approx* 
imate  and  suture  the  torn  ends  t»f  the  urethra  together  and  thus  jircvent 
the  tbrmatiou  of  a  tmunuitic  stricture,  or  he  may  allow  the  wound  Ui 
granulate  and  heal ;  it  is  necessarj'  to  drain  the  bladder  as  is  done  in 
external  urethri>tomv. 
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Method  of  Performing  Perineal  Section  without  a  Guide, 
ADVOCATED  BY  C.  L.  GiBSON. — The  parts  are  rendered  surgically  clean 
and  the  patient  is  placed  in  the  lithotomy  position.  Thorough  prelimi- 
nary irrigation  and  cleansing  of  the  rectum  are  most  essential.  A  suit- 
able speculum  is  introduced,  and  tlue  prostate  is  transfixed  internally 
from  the  rectum,  preferably  by  a  large,  sharp  hook,  which  is  driven 
firmly  through  the  prostatic  tissue.  The  speculum  is  now  withdrawn, 
leaving  the  liook  in  situ.  Median  perineal  section  is  then  performed, 
the  incision  being  extended  down  to  the  ordinary  depth  of  the  urethra. 
The  left  forefinger  is  now  introduced  into  the  wound.  As  the  assistant 
executes  a  series  of  gentle  tugs  on  the  hook,  one  readily  receives  the  sen- 
sation of  the  intermittent  tension  of  the  urethra  in  response  to  the  trac- 
tion on  the  prostate.  Keeping  the  forefinger  in  place,  the  surgeon  w  ith 
the  other  hand  directs  the  bistoury  into  that  portion  of  the  deep  urethra 
which  is  thus  rendered  prominent;  the  probe-pointed  director  readily 
glides  alongside  the  knife  into  the  lumen  of  the  urethra,  and  following 
it  the  small  metal  catheter  will  demonstrate  the  successful  access  to  the 
bladder.  The  performance  of  these  various  steps  requires  only  a  minute 
oi  twt>. 

It  may  be  remarked  that  in  the  hands  of  an  experienced  surgeon  this 
procedure  may  prove  effective ;  but  it  should  never  be  adopted  without 
the  most  careful  antisepsis,  and  never  by  a  novice. 

Rupture  or  Divulsion. — Tliis  is  to-day  i)ractically  an  obsolete 
operation.  It  is  a  dangerous,  inexact,  and  unsurgical  procedure,  and 
its  performance  would  be  in  total  violation  of  the  present  trend  of 
thought  and  experience  in  genito-iirinary  surgery  which  teaches  that 
damage,  even  slight,  to  the  genito-urinary  tract  must  be  sedulously 
avoided. 

Electrolysis. — The  old  method  of  electrolytic  treatment  of  strict- 
ure need  only  be  mentioned  to  be  condemned.  A  moment's  thought  of 
the  pathological  condition  to  be  treated  in  stricture  of  the  urethra,  and 
of  the  mode  of  action  of  this  electrochemical  method  of  decomposition, 
will  convince  any  one  of  its  futility,  even  harmfulness,  if  thoroughly 
used.  The  aim  of  this  treatment  is  to  decompose  the  newly-formed 
morbid  tissue  and  to  produce  its  absorption  by  means  of  a  metal  bulb 
affixed  to  a  flexible  bougie  through  which  the  current  is  passed.  Now, 
electrolysis  has  not  an  electro-affinity  for  the  stricture-tissue,  leaving  the 
mucous  membrane  unaffected,  but,  on  the  contrary,  acts  upon  this  mem- 
brane and  destroys  it;  and  whenever  the  mucous  membrane  lining  a 
stricture  is  destroyed  there  is  a  grave  probability  that  the  urethra  will 
be  obliterated. 

It  is  probable  in  many  cases  in  which  some  surgeons  have  claimed 
beneficial  results  from  electrolysis  that  this  agent  did  not  exert  its  pecu- 
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liar  tlecompo^iiiig  puwer,  but  siniplj  acted  as  a  ^^tiinulaiit,  wliich  may 
have,  aided  by  other  measures,  tended  to  cause  the  absorption  of  gome 
soft  stricture  tissue. 

Within  recent  years  attention  lia-s  l>een  railed  to  the  favoralde 
results  obtained  by  Fort's  electrolyser  in  the  class  of  cases  for  which 
Maisonncuve's  operation  is  indicated.  The  electrolyser  resembles  in 
a  general  way  Maisonnenve's  uretlnx*tome  when  the  filiform  guide  has 
been  attached  and  the  knife  has  lieen  pu^lird  down  the  groovcnl  ^tatf. 
It  iTally  consists  of  two  nearly  equal  parts,  the  distal  one  being  the 
filiform  guide  and  tlie  proximal  ime  lieing  a  fine,  soft  bougie  (calibre 
about  6  or  8  Freneli  scale),  through  the  whole  length  of  which  there  is 
a  thin,  metallic  wire,  Thi«  wire,  just  Iwfore  the  junction  of  the  prox- 
imal with  the  flexible  distal  portion,  is  bent  so  as  to  form  an  obtuse 
ciuiicai  project i(jn,  which  resenddes  the  blade  of  Maisonncnvc^s  instru- 
ment, Ttiis  |datinnm  blade,  tlierefore,  is  the  active  agent  in  the  oper- 
ation. The  filiform  guide  is  passed  dovni  the  urethra  until  the  elec- 
trolytic blade  (as  we  may  csdl  it)  rests  on  the  face  of  the  stricture.  The 
instrument  is  then  eouuectcd  with  the  negative  pole  of  a  continuous 
current  battery  and  the  jK>sitive  i>ole,  which  is  flat  and  of  the  size  of 
one's  [ndnij  is  placed  near  the  jwuis,  either  on  a  thigfi  or  on  the  lower 
part  of  the  abdomen.  Tlie  current  is  then  turned  on.  This  should  Ije, 
in  general,  of  a  strength  of  ten  milliami>^res,  as  shown  by  aQ  attached 
gsdvanometer.  During  the  operation,  the  electrolytic  blade  remains 
coiit,  and  is  gently  pusficd  <!owiiward  l>y  t!ic  surgeon,  and  in  many  cases 
traverses  the  strietured  tissue  in  less  than  a  minute  ;  but  in  very  firm, 
dense,  and  quite  long  strictures,  two  or  three  minutes  may  elapse  before 
the  operation  is  complete.  In  eases  in  which  there  are  several  strictures 
seatcil  at  a  distance  tVom  each  other,  more  time  is  cfuisumed.  Haste, 
however,  is  not  at  all  essential  in  these  eases;  indeed,  it  seems  that  a 
more  lasting  effect  is  produced  if  the  blade  is  allowed  to  traverse  the 
tissues  very  slowly.  In  this  way,  in  all  probability,  a  more  i>otential 
action  is  pnjduced.  In  all  cases,  copious  irrigations  with  warm  lx*ric 
Sidutions  shfudd  he  used,  both  before  ami  after  the  operation.  On  the 
withdrawal  of  tlie  instrument,  the  evidence  of  the  electrolytic  action  is 
seen  in  the  little  mass  of  disintegrated,  perhaps  slightly  effervescent, 
tissuf^  which  comes  away  with  it.  In  geneml,  it  may  be  stated  tlmt  the 
operation  l<.  nearly  paitdess  ;  some  patients  make  an  outcry  from  fear, 
while  others  eoiuplain  <if  a  slight  stal>bing  sensation*  There  may  be  no 
hemorrhage  at  all,  or  the  flow^  of  blood  may  Ix?  slight;  it  never  is  snf- 
ficii-nt  to  C4iuse  any  uneasiness. 

The  electrolyst^-r  is  useful,  in  that  it  decomposes  a  segment  of  the 
etenosed  urethral  canal,  and  then  by  destruction  of  tissue,  gives  more 
reliid'  than  the  tlu'n  incision  nf  MaisMuneuve's  blade,  and  it  does  this 
with  precision.     Added  tn  this,  there  need  be  no  septic  complications. 
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In  cases  of  very  long  firm  strictures  and  those  in  which  the  lesion 
consists  of  copious  inodular  masses,  it  will  be  frequently  found  that  the 
electrolyser  will  fail  to  traverse  them. 

Urethrectomy. — This  operation  may  be  employed  in  some  severe 
cases  of  traumatic  and  inodular  stricture,  which  cannot  be  cured  by 
external  urethrotomy.  In  some  cases  the  stricture  mass  is  excised  and 
the  cut  ends  of  the  urethra  are  approximated  and  sutured,  this  coapta- 
tion being  impossible  it  may  be  necessary  to  pass  and  retain  a  catheter 
and  allow  the  wound  to  cicatrize.  In  this  event  recontraction  almost 
inevitably  occurs. 

After  resection  of  the  damaged  urethra  the  attempt  may  be  made  to 
restore  it  by  means  of  the  transplantation  of  mucous  membrane  and  the 
formation  of  a  partially  new  canal.  Up  to  the  present  time  this  oper- 
ation has  not  been  followed  by  conspicuously  good  results. 

Retention  of  Urine. — In  the  declining  stage  of  acute  gonorrhoea, 
usually  as  the  result  of  alcoholic  excesses,  catching  cold,  great  exertion, 
and  perhaps  of  sexual  excesses,  retention  of  urine  may  occur  due  to 
great  swelling  of  the  urethral  mucous  membrane  and  of  spasm  of  the 
compressor  urethrse  muscle.  In  some  cases  of  gonorrhoeal  congestion 
of  the  prostate  the  lumen  of  the  urethra  is  so  compressed  that  urinary 
retention  occurs.  This  condition  may  also  follow  openitions  on  the 
perineum,  testes,  cord,  rectum,  and  anus. 

In  cases  of  stricture  of  the  urethra  owing  to  cold,  various  excesses, 
and  perhaps  to  rough  and  unskilful  instrumentation,  retention  of  urine 
may  be  produced.  In  the  treatment  of  retention  due  to  gonorrhoea, 
after  thoroughly  cleansing  the  glans  penis  the  surgeon  should  take  a 
well-lubricated  No.  18  or  20  F.  flexible  blunt  or  olivary  catheter  and 
slowly  pass  it  to^vard  the  bladder.  If  at  the  bulb  or  posterior  to  it  he 
meets  an  obstruction,  he  should  not  use  violence  and  he  should  not  be 
in  a  hurry.  Gently  pressing  the  end  of  the  catheter  against  the  obstruc- 
tion, he  holds  it  there  and  waits,  and  usually  in  a  few  minutes  it  will 
slowly  pass  into  the  bladder.  If  this  is  not  accomplished  at  once,  the 
patient  may  be  placed  in  a  hot  bath,  and  ten  or  fifteen  drops  of  laudanum 
well  diluted  in  water  may  be  given  to  him.  As  a  rule,  this  course  will 
be  followed  by  the  passage  of  the  catheter  and  the  ])atient's  relief.  In 
these' cases  the  posterior  urethra  is  in  all  probability  invaded,  and  the 
urethral  trouble  will  not  be  materially  made  worse  even  if  it  is  neces- 
sary to  pass  the  catheter  several  times.  In  all  cases  irrigations  with 
hot  boric  solution  may  be  used  in  the  bladder  and  urethra,  and  by  them 
the  inflammation  may  be  checked. 

In  older  subjects  retention  usually  results  from  urethral  stricture. 
Having  ascertained  the  patient's  history,  the  surgeon  passes  to  the  face 
of  the  obstruction  a  flexible  gum-elastic  catheter  about  20  F.     By  this 


Thorn psoD's  retention  cath- 
eter, when  sikilfully  handled, 
sometime.^  poMliicej^  brill  uint 
results  in  the  relief  of  retent  km. 
(See  Fig.  59.)  Unskilfully  ustnl, 
it  is  a  dangerous  in^trunlent. 
Bumsteatl's  retention  eatlieter, 
which  has  a  French  filiform  flex- 
ible gui^Ie,  may  l>e  kept  ready 
for  use,  since  by  it  the  surgt^m 
may  sometimes  reach  the  blad- 
der when  he  luv^  ahnost  begun 
to  despair.  (See  Fig.  GO.)  Fur 
the  use  of  filiforms  in  retention 
dne  to  stricture  tlie  reader  is 
refemnl  to  the  section  thenar >n. 
(Si'ep.  189.)  Having  trjiver^tMl 
the  strietiire  with  the  filiform^ 
it  can  1h;  tlie  means  of  guiding 
a  small  (iriuley  Inmielled  cathe- 
ter into  the*  bladder,  by  which 
the  urine  may  be  drawn  offV 
{Sev  Fig.  GL)^ 
.   I  At  til  is  time,  if  expe<lient, 

^^  external    nrethmtomy    may    lie 

^^^  Jl  p*^rff»rnied,  or  the  stricture  may 

^^^B  ^k  l>e  dilated  by  the  successive  in- 

^^^V  ^B  troduetion  of  tunnelled  sounds 

T  ^Y  *^*f  increasing  calibre.     In  cases 

X  J.  *>f  i^tricture  retention  it  is  r»ften 

*  "^  lieneflcial  to  cniplnv  !iot  baths, 

!Uai  It  limy  iw  *ttaciie<i  (*>    itoriejs  of  o|jinm  and  l>elladonna. 

Ally  fiUforiQ  bougivi  em-  .  ^ 

ploye^J  with  iiicbian  in-  ASPIRATION,— In    Very    UF- 

smiineiit*,  gent  ceases  of  retention  of  urine 

frc»m  stricture,  particularly  in  middle-agetl  and  cKlerly  men,  or  of  pros- 
tatic Ijypcrtropliy  in  which  the  surges »n  faila  to  reach  the  Idadder  with  a 
csatheter,  it  may  be  necessarv^  t<:>  draw  otf  the  nrine  by  means  of  suprapubic 


catbuUrr,  witb  mul- 
leable  allver  probe* 
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aspiration.     (See  Fig.  62.)      For  this  puqx»<e  Hayden's  aspinuor  is  a 
simple  and  ideal  instrument. 

Fig.  61. 


I     b    ^^ 


G.  TIEMANN  t^CO. 

TnnneUed  catheter  ftalT,  showing  the  conductor  in  the  terminal  canal  and  the  stylet  a  little 

withdrawn. 

Fio.  62. 


Hayden's  atipimtor  and  trocar. 

In  performing  aspiration  it  is  important  that  the  piil>es  should  be 
shaved  and  rendered  surgically  clean.  Then  the  instrument  should 
be  tested  before  use,  and  it  should  be  made  certain  that  the  needle  is 
pervious.  It  is  then  sterilized.  The  area  of  operation  is  about  one 
inch  above  the  upper  margin  of  the  symphysis  pubis,  and  at  most  one 
inch  on  each  side  of  the  median  line.  In  this  restricted  field,  \i  proper 
care  and  caution  are  exercised,  many  punctures  may  be  made,  and  by 
them  sufficient  time  may  be  gained  to  allow  the  urethra  and  prostate  to 
lose  much  of  their  engorgement  and  to  permit  the  passage  of  catheters. 
In  many  cases  as  many  as  four  punctures  of  the  bladder  daily  for  six 
and  eight  days  may  be  made  with  local  benefit  and  without  any  untoward 
symptom  whatever.  After  the  witlidrawal  of  the  urine  a  small  (luan- 
tity  of  warm  boric  solution  may  be  injected  into  the  bladder. 

On  the  withdrawal  of  the  aspirating  needle  suction  should  be  kept 
up  until  its  point  is  well  out  of  the  wound.  Otherwis(»,  some  of  the 
urine  (and  it  is  usually  of  septic  character)  may  escape  into  the  cellular 
tissues  and  produce  an  abscess. 

In  very  rare  cases  the  upward  growth  of  tlu?  i)rostate  is  such  that  it 
shuts  off  the  bladder  from  approach  above  the  i)uIk»s,  in  wliich  (»vent  the 
aspirating  needle  cannot  reach  the  vesical  cavity. 

The  points  of  puncture  may  be  painted  with  icKloformizcKl  collodion. 

It  is  necessary  here  to  warn  the  operator  not  to  fully  <'mpty  the 
bladder  in  elderly  and  old  men  who  are  suffering  from  retention  du(! 
either  to  stricture  or  prostatic  hypertrophy.  At  th(»  first  attempt  at 
relief  if  the  bladder  is  very  full  and  protulKTant,  about  a  pint  of  urine 
may  be  drawn  off,  and  before  the  catheter  is  withdrawn  half  a  |)iiit  of 
warm  boric-acid  solution  should  be  injected  into  the  bhtchhfr.     When  tlio 
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distressing  symptoms  are  ugain  Iclt,  a  similar  withdrawal  and  an  iiiji'O- 
tion  should  be  made.  In  tliis  way  in  the  course  of  twenty-four  f»r 
thirty -six  houi^s  the  patit-ut  can  be  mudi  relieved.  In  old  .strieture  and 
prostatic  eases  there  is  always  a  certain  aniuuiU  of  residual  urine  ;  eonse- 
qiiently  it  is  the  surgeoii*s  duty  to  ascertain  its  quantity,  and  always 
after  the  final  eathcterism  for  relief  of  ivtentiou  to  leave  a  simihir  amount 
of  boric-ai'id  solution  in  tlie  bladder.  Failure  to  carry  out  this  cautirms 
and  slow  metliod  of  cathetcrisni  may  result  in  serions  bladder  and  kith*ey 
lesions,  and  perhaps  in  death.  When  all  urine  is  suddenly  dmwn  from 
the  bladder  In  those  eases  where  there  lias  been  more  or  less  intense 
vesical,  uretiiral,  and  kidney  congestion,  the  vessels  at  first  bccouic  sml- 
derdy  exsangniuate<l ;  then,  when  the  circulation  is  re-establish c*d,  hem- 
orrliage  occurs  into  the  kidneys  and  bladder,  an<l  deatli  ensues. 

Extravasation  of  Uiunk. — ^As  a  result  of  violent  straining  efforts 
in  some  eases  of  very  tight  strictures  the  urethral  walls,  which  have 
become  thirnied  and  abnormally  weak,  give  way,  and  the  urine  then 
gushes  into  the  surrounding  connective  tissue.  This  is  the  sud<len  and  • 
more  eominnii  ihrni  of  extnivasjition.  In  contradistinction  to  it  there 
is  a  slow  or  gnidual  form  of  the  accident,  which  Ix'gins  in  a  limited 
manner  as  a  small  abscess,  probably  of  follicular  origin »  whieli  slowly 
increases  until  an  opening  is  turniellcd  by  wtiich  the  urine  inuy  slowly 
or  gmilually  ese^ipe  into  the  surrounding  ti.-^snes.  In  tlus  latn-r  event 
the  escaping  urine  mny  become  walled  in  by  inflammatory  exndatiiui, 
and  a  hnrd  or  fluctuating  lump  may  be  felt  usually  in  the  perineum. 

Rupture  of  the  urethra  may  occur  (1)  in  the  ctuirse  of  the  penis  as 
far  back  as  the  anterior  layer  of  the  triangular  ligtanu*ut.  It  may  ru]>t- 
ure  (2)  in  its  mendu'anous  portion,  between  the  layers  of  the  triangular 
ligiunenf,  and  (3)  behind  tlu*  triangidar  ligament,  either  at  the  junction 
of  the  nu*ml>ranons  and  prostatic  urethra  or  in  the  prostatie  urctlira 
itself.  The  dirertion  of  the  extravasjition  varies  according  to  the  part 
of  the  urethra  which  is  the  seat  t*f  ni|tture. 

Rupture  of  tlu'  pendulous  urethra,  which  is  rather  rare  and  due 
either  to  stricture  i>r  im|>aeted  ealcidus,  causes  much  swelling  of  the 
orgun.  Tlie  fibrous  covering  investing  the  corpus  spongiosnni,  which 
consists  of  fascia  derived  fnmi  the  suspensory  ligament  of  the  penis  and 
from  the  deep  perim-al  fascia,  nuiy  remain  intact,  and  then  the  swelling 
pushes  down  to  the  i\>ot  of  the  penis  aiul  the  scrotum  ;  at  this  fil>rons 
investment  may  be  rnjjturcd,  in  which  case  there  is  mtich  extravasatiim  into 
the  connective  tiasue  of  tlie  \Hinh  itself  and  also  into  the  scrotal  tissues. 

When  rupture  takes  jdace  just  anterior  to  the  triangular  ligament, 
the  nrino  is  prevented  by  this  dense  stricture  from  escaping  into  llie 
pelvic  cavity.  It  cannot  diU'use  its4.-lf  down  the  thighs,  Ijcc^usc  the 
deep  perineal  fa-^eia  is  firmly  atlhcreut  to  the  isehiopubic  line;  ccmse- 
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quentlvy  it  takes  the  easy  coiir««  and  asoeIKi^  up  the  h^-pogastrinni 
between  the  pubic  «pine  and  the  sj-mphy-is.  The  extravasation  may 
in  severe  cases  reach  as  far  up  as  die  umbilicus. 

Extravasations  between  the  two  layers  of  the  triangular  ligament 
in  the  membranous  urethra  may  be  due  to  stricture,  traumatism,  im- 
pacted calculus,  and  careless  urethrotomy.  In  these  cases  suppuration 
and  sloughing  are  prone  to  occur  more  or  loss  promptly.  The  urine 
forms  for  itself  a  sinus  usually  anteriorly  and  sometimes  directed  kick- 
ward.  In  the  first  case  the  morbid  swelling  shows  itself  in  the  jK^ri- 
neum  and  scrotum,  and  in  the  second  in  the  pelvis,  where  it  may  Ik* 
detected  as  a  boggy  mass  by  means  of  the  finger  in  the  rectum.  Extrav- 
asation in  the  prostatic  urethra  may  result  from  operations  on  the  pnx**- 
tate  urethra,  fracture  of  the  pelvis,  imjxicted  calculus,  and  strictun* 
anterior  to  this  region. 

When  the  extravasation  occurs  behind  the  jK)sterior  layer  of  the  trian- 
gular ligament,  the  urine  may  gush  or  leak  out  down  the  n»ctovesioal 
space  and  points  in  the  perineum  anterior  to  or  at  the  sides  of  the  anus  ; 
or  it  may  ascend  through  the  pelvic  fascia  near  the  puboprostatic  liga- 
ment, and  then  diffuse  itself  through  the  prevesical  space.  In  these 
cases  much  information  may  be  obtained  by  digital  examination  of  the 
rectum,  by  which  doughy  swellings  around  and  to  the  sides  of  the  pros- 
tate and  in  the  rectovesical  space  may  Ik?  made  out. 

The  syiliptoins  of  extravasation  of  urine  are  genemlly  well  markt^d. 
Extravasations  anterior  to  the  triangular  ligament  usually  j)resi»nt  HUeh 
marked  features  that  they  are  promptly  recognized.  The  synipton»s  of 
rupture  into  the  membranous  urethra  may  at  first  be  mild,  but  thev 
grow  worse  as  the  urine  tunnels  for  itself  a  passage  and  allows  of 
copious  extravasation. 

Extravasations  behind  the  triangular  ligament  may  be  attmdrd  by 
marked  symptoms  when  the  gush  of  urine  is  j)ronipt  and  coinouH.  In 
some  cases,  however,  the  extravasation  takes  phuu?  (juit<*  slowly,  nnd 
then  the  symptoms  may  not  be  well  marked  and  are  not  a|)|»nTintri|  lor 
a  day  or  more. 

Usually  a  patient  suffering  from  extravasation  stafps  tlinl  Im*  fill 
something  give  way,  and  experienced  a  sensation  of  nli*  f,  Inil  In* 
wonders  why  his  urine  does  not  flow  away  normally.  \'<rv  momm 
systemic  symptoms  set  in.  The  pati(?nt  eoin|>lainH  of  ^niit  wmhiHi^^' 
and  depression,  nausea,  fever,  and  iHfrhaps  cliills.  TImii  if  !►«  noiiii  ij 
that  the  scrotum  is  more  or  less,  even  enorniously,  diKf<ii<l<<L  himI  ilmt 
the  swelling  extends  up  to  the  liyi><»gji^triiirn,  |»'rlia)H  fo  i\w  innliilirMl 
r^on,  or  laterally  in  the  iliac  region.  The  -kin  tliin  Kiroru'  ^  h-nt'  mimI 
erysipelatous,  and  to  the  finger-ti|)?*  giv-^  iIm-  -*  n-jition  of  rm(»li\' » npi 
tous  crackling.     The  bright-re<l  line  rapidly  l;*''orii< -•  Hm-I;v,  |»mi|iII  h, 
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atid  even  gnngremnis.     Sloughs  of  skin  may  ttnne  a\va\\  and  in  t^nie  cases 
the  whole  scrotum  is  destn)ye<J,  leaving  the  testielcj?  bare. 

Unless  relieved  by  o{K^nition,  patients  siiffering  from  extravnsition 
go  on  iVorn  l>ad  to  worse.  Xau.^ea,  vomiting,  total  anorexia,  mild  dc* 
liriunij  high  fever,  and  a  .small  wiry  pnbe  are  the  ehief  symptoms.  The 
patient  becomes  more  feeble,  and  has  a  dry,  pa  relied  tongue,  his  mut- 
tering delirium  increases,  and  he  perishes  in  coma  from  unemia  and 
septictemia. 

It  is  very  prol>:ible  that  the  condition  of  the  urine  has  much  to  do 
with  the  course  and  gravity  of  extnivasjition.  If  this  fhutl  is  in  an 
aseptie  eoiulition,  it  is  much  less  d(»strnetive  (and  it  is  claimed  by  some 
not  at  all  destructive)  to  the  tissues.  Consequently,  necrosis  and  itd 
coneomitiint,  septicaemia,  may  not  occur,  partieularly  if  prompt  relief  is 
given  by  the  knife.  Unfortunately,  in  the  majority  of  e;tses  in  wliieli 
the  urethra,  is  the  seat  of  tight  stricture,  the  walls  behind  it  are  mneh 
damaged  and  the  bladder  is  deeply  atfeeted.  The  urine »  as  a  result,  is 
largely  mixed  with  pus,  and  is  poisonons  to  tissues  with  which  it  may 
come  in  contact 

Treatmexit*^ — It  is  most  important  in  all  eases  of  extnivasation  to 
perform  external  urcthr*ttiimy  promptly  (sre  pp.  212,  vi  ^^7.),  and 
in  I:  roth  ice  a  perineal  tulie,  and  irrigate  and  dm  in  ttjc  bladder.  Wht^n 
the  {wnis  is  much  swollen,  several  longitmlinal  incisions  (about  2  or  3 
indies  long)  siirmld  l>e  made  well  d(*wn  in  the  ennneetive  tissues.  Then 
all  sloughs  should  be  tnirefully  removed,  and  the  [larts  should  be  f redely 
an<l  constantly  irrigated  with  hot  sublimate  solution  1  :  50fMX  and  hot 
saline  solutions.  In  like  manner,  if  necessary,  «lecp  incisions  sljould 
be  made  into  the  scrotum »  the  perineum,  or  the  anterior  abdominal 
walls,  and  the  wounds  sh(ndil  be  as^'ptieally  treated,  care  being  taken 
that  all  sloughs  ami  gangrenous  tissue  are  rcmnved  and  the  parts 
ivndered  as  elean  as  possilile.  In  most  cases  much  bcjiefit  will  fallow 
the  careful  squ(*eKi ng  and  pressing  of  the  tissues  by  the  finger-tips,  by 
which  means  morliid  secretitms  may  be  removed. 

In  the  rather  nire  event  *»f  extravasati^vn  into  the  prevesieal  space 
it  will  lie  necessary  to  make  a  free  suprapubic  ineision  tb rough  the 
anterior  abdrmiinal  wall  in  order  to  irrigate  the  parts  thoroughly  and 
fretpieiitly  and  drain  them.  All  these  wounds  must  be  carefully  packed 
with  ioiloform  or  sterile  gauw,  which  should  be  hehl  in  place  by  layers 
of  sterilized  cotton  and  gauze  and  a  retention-liandage.  It  is  very 
important  that  the  dressings  of  these  jiattents  shall  be  c^arefuUy  watched 
and  frequently  renewiHl,  and  that  their  i)eds  shall  lie  kept  in  a  state  of 
ehanliness.  liy  means  of  great  care  and  attention  the  fetid  and 
ammouiacal  discharge  may  soon  disapiK^ar^  and  the  sloughs  will  sepa- 
rate and  leave  a  healthv  surface. 
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We  are  generally  called  upon  tx>  sustain  the  sinking  |X)wers  of  life  by 
the  free  exhibition  of  nourishment  and  stimulants,  such  as  beef-tea, 
brandy,  milk-punch,  carbonate  of  ammonia,  quinine,  strychnine,  etc. 
Opium  is  of  much  value  when  there  is  much  pain  or  nervous  irritability. 

In  cases  of  shock  it  may  be  well  to  inject  hot  normal  salt  solution 
into  the  median  basilic  vein,  or  into  the  rectum,  or  subcutaneously. 

Urethral  Fever,  or  Urinary  Infection. 

Following  operations  upon  the  urethra  and  bladder  for  stricture, 
cystitis,  vesical  neoplasms,  calculus,  retention,  and  prostatic  hyper- 
trophy, particularly  in  chronic  cases  of  young  men,  in  men  approach- 
ing middle  age,  and  in  old  men,  certain  febrile  disturbances  of  mild  or 
severe  character,  and  septic  infectious  conditions  arc  sometimes  observed, 
which  have  been  variously  called  urethral  fever,  urinary  fever,  catheter 
fever,  urinary  poisoning,  and  urinary  infection. 

After  such  simple  operations  on  the  urethra  as  the  gentle  passage  of 
a  bougie  or  catheter,  incision  of  the  meatus,  and  even  the  introduction 
of  the  meatus  sound,  some  patients  become  faint,  pale,  and  may  lose 
consciousness.  This  condition  is  simply  a  mild  form  of  shock,  and  is 
analogous  to  the  fainting  spells  following  blows  on  the  testes  or  cord  or 
the  subcutaneous  ligature  of  the  spermatic  veins.  In  some  cases  these 
symptoms  are  mild  and  very  ephemeral,  while  in  others  they  are  more 
severe  and  prolonged.  Though  these  conditions  are  generally  con- 
sidered under  the  head  of  urinary  fever,  they  are  in  no  sense  related  to 
that  condition.     They  are  simply  the  evidence  of  reflex  nervous  action. 

After  instrumental  operation  on  the  urethra  patients  may  have  a 
slight  rise  in  temperature,  preceded  or  perhaps  followed  by  a  chill,  which 
passes  off  and  does  not  recur.  This  condition  may  be  observed  in  some 
cases  with  the  passage  of  the  first  urine  after  urethrotomy,  tight  cath- 
eterization, or  divulsion.  This  condition  represents  the  mild  and  ephem- 
eral form  of  urethral  fever.     In  it  the  patient  is  only  mildly  sick. 

The  second  form  is  that  which  is  called  "acute  urethral  fever,"  in 
which  the  chill  is  severe  and  often  prolonged,  the  rise  in  temperature 
sudden  (104°  to  106°  Fahr.,  and  even  beyond  this),  and  in  which  the 
systemic  symptoms  are  correspondingly  severe.  In  some  cases  defer- 
vescence is  ushered  in  with  sweats.  This  condition  may  last  <me  or 
several  days,  and  it  may  recur  at  intervals.  The  patient  is  usually  a 
quite  sick  man. 

This  second  form  may  cease  or  it  may  become  chronic,  and  it  is  then 
called  "  chronic  urinary  fever."  This  is  mostly  observed  in  elderly  and 
old  men  suffering  from  stricture,  and  its  pathological  sequences  in  the 
membranous  and  prostatic  urethra,  bladder,  and  perhaps  kidney,  and 
also  in  cases  of  prostatic  hypertrophy,  calculus,  and  vesical  neoplasms. 
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The  fever  k  of  a  mild  type,  perhaps  continuous,  and  again  it  may  l>e 
intermittent.  During  it8  course  irregular  slight  chills  or  severe  rrgors 
nmy  be  expeneiic^Hl,  This  ctjudition  is  indicative  of  grave  trouble  of 
the  wliole  urinary  tract,  and  it  tcndri  to  undermine  the  patient'«  health. 
Persons  thus  affected  lose  flesh,  become  sallow,  sufiFer  severely  from  dys- 
pepsia, and  gradually  lo.se  ground,  until  they  die  either  tmm  uraemia  or 
septicieniia, 

lu  most  t>f  the  very  severe  cases  there  is  suppression  of  urine. 

Urinary  infection  with  fulminating  lethal  symptoms  has  sometimes 
been  ol>served.  In  a  classical  case  in  medical  literature  a  man  broken 
in  health  and  suffering  from  tight  stricture^  who  was  aUbcterizcd  with- 
out violence,  pain,  or  bleeding,  was  seized  immediately  after  the  opera* 
tion  with  a  severe  rigor,  jiiissed  into  syncope,  and  died  in  a  few  nun- 
utes»  In  another  classical  c;ise  the  stricture  in  the  i»endulous  urctlira 
was  long  and  tight*  It  had  been  mildly  dilated,  and  six  and  a  half  hours 
after  the  passage  of  a  small  sound  the  man  suddenly  collapsed  and  died. 

The  underlying  primary  cause  of  urinary  fever  is  some  intlammatorv 
fix?us  in  the  uredira  and  bladder.  When  this  condition  is  well  marked 
and  ehrontc,  and  the  urethra  and  bhi<lder  are  decidedly  aff'ected  and  the 
urine  is  septic,  then  the  patient  is  liable  to  urinary  infection.  If  the 
pathological  changes  are  as  yet  not  far  advanceil,  the  results  of  instru- 
mental manipulation  in  disturbing  them  are  mild  and  show  themselves 
by  tlic  cpbcmeral  ibnu  of  fever.  When  the  changes  are  moi-e  chmnic 
and  ih'cp-seatcd,  the  tissues  react  moi'C  violently  antl  the  fever  is  mort* 
severe. 

In  the  grave  ordr^r  of  cases  there  is  always  coexist  Jug  renal  inijiair- 
ment.  Now,  on  this  patholugical  basis  as  a  result  of  danuige,  even  mild, 
done  in  ojM?ration,  certain  microbes  seem  to  luxuriate,  and  they  secrete 
the  poison  which  gives  rise  to  the  inflammatory  and  septic  phenomena 
already  described.  An  attentive  reading  of  the  residts  of  the  various 
investigators  seems  to  show  that  the  chief  morbiJic  agent  in  urinary 
poisoning  is  the  bacterium  coli  c^jmmuue.  We  cannot  say  definitely 
where  this  microbe  breeds  and  has  its  being— whether  it  is  tn  the 
affected  tissues  or  in  the  urine,  probably  in  the  latter^  ami  [K^rliaps  in 
both.  It  seems  certain  that  without  tissue-disturbance  and  trauma  this 
micro-orgjinism  may  remain  dormant,  but  that  wIm'U  the  condition 
of  the  tissues  has  become  altcird  by  loss  of  epithelium  and  other 
unknown  states,  it  becomes  hostile  and  protluces  urinary  jwiisoning. 

In  many  patients  this  microbe  seems  to  hibernate,  and  does  not 
become  jmtbugenie  even  when  there  is  nuich  tissue  dauiage  (they  seem 
in  a  measure  immune  to  its  action),  while  in  otliers  the  slightest  trauma 
seems  to  be  the  stiirting-point  of  its  virulence  and  its  ivildflre-lifce  spread. 
Perhaps  in  some  patit^uts  the  vitality  of  the  microbe  is  weak,  and  it  is 
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imperfect  in  its  development.  It  is  a  significant  fact  that  in  all  very 
grave  cases  there  is  more  or  less  presumptive  or  conclusive  evidence  of 
renal  derangement.  The  urethral  and  vesical  disturbances  then  seem 
(how  we  cannot  exactly  say)  to  react  promptly  on  the  kidneys,  and  as  a 
result  we  have  the  mixed  conditions  of  urinary  infection  and  of  uneraia, 
and  more  or  less,  even  total,  suppression  of  urine. 

While  we  can  thus  speak  with  considerable  certainty  as  to  the  pres- 
ence, nature,  and  pathological  action  of  the  bacterium  coli  commune,  we 
are  as  yet  in  the  dark  as  to  the  r6le  of  the  pathological  action  of  the 
pyogenic  microbes  which  are  also  found  in  pathological  urine  and  in  the 
genito-urinary  tract. 

The  practical  lesson  to  be  learned  from  all  these  researches  is  to  do  as 
little  violence  to  urethral  and  vesical  tissues  as  possible,  and  to  be  thor- 
ough in  the  matter  of  asepsis  and  antisepsis.  It  can  be  readily  seen 
that  drugs  taken  internally  cannot  efficiently  act  u}X)n  the  morbid  con- 
ditions of  the  tissues  or  on  the  microbes  and  their  ]K)isons  contained  in 
the  urine. 

Treatment. — The  essential  point  in  the  treatment  of  all  cases  of 
lesions  of  the  urethra,  prostate,  and  bladder  is  to  be  so  thorough  in  the 
matter  of  antisepsis  that  urinary  infection  will  not  occur.  To  this  end 
all  operations  on  these  parts  should  be  attended  with  much  care  in  the 
matter  of  thorough  drainage,  and  frequent  and  copious  irrigations  with 
hot  saturated  boric  or  bichloride  solutions,  1  :  5000,  should  be  made. 

The  ephemeral  chills  and  fever  sometimes  observed  may  require  little 
or  no  treatment  beyond  rest  in  bed,  diluent  drinks,  with  perhaps  salol, 
quinine,  and  opium.  In  all  these  cases  instrumentation  or  operation  in 
the  urethra  or  bladder  should  be  accompanie<l  with  careful  antiseptic 
irrigation.  This  applies  to  operations  for  stricture,  and  on  the  prostate 
and  the  bladder.  In  cases  of  chronic  cystitis  and  hypertrophy  of  the 
prostate,  in  which  fever  is  observed,  the  frequent  and  careful  with- 
drawal of  the  urine  by  means  of  a  sterilized  catheter,  and  the  thorough 
irrigation  of  the  urethra  and  bladder  with  antiseptic  solutions,  are  abso- 
lutely necessary.  In  many  cases  of  prostatic  hypertrophy  the  occur- 
rence of  fever  may  be  avoided  by  the  judicious  use  of  the  catheter, 
which  prevents  the  damage  to  the  prostate  and  urethra  that  sometimes 
occur  in  the  straining  incident  to  urination.  In  some  of  these  cases 
the  avoidance  of  the  passage  of  the  urine  over  the  urethra,  which  is 
obtained  by  the  use  of  the  catheter,  undoubtedly  tends  to  prevent  or 
lessen  the  tendency  to  local  infection  and  its  resulting  fever.  When  the 
kidneys  are  coincidentally  involved  and  the  urine  is  albuminous  and 
bloody^  and  in  cases  where  suppression  of  urine  occurs,  it  is  necessarj- 
to  resort  promptly  to  hot-air  baths  and  to  cups  over  the  kidneys,  and  to 
administer  internally  tincture  of  digitalis,  sweet  spirits  of  nitre,  and 
dioretin,  and  to  give  the  patient  plenty  of  pure  water  to  drink. 
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Wlien  there  is  temleiicy  to  shock  anil  syncope,  hot  normal  &alt  8olu- 
tioti  may  be  injected  into  the  Diedian  bujsiUc  vein,  or  subcutaneously,  or 
into  the  rectunK 


Stricture  of  the  Uretlira  m  the  Female. 

TUU  h  t\  nithtT  mre  afiWiion  aiKl  is  usually  the  result  of  tranmatism 
during^  eliild-hirth,  of  clironic  goiiorrhtpaj  of  cicatrization  of  chan- 
croidal or  8yj>hilitic  ulcers,  and  [jcrhaps  it  may  he  due  to  urethral  cal- 
culus and  to  damage  of  the  parts  t^nstaincd  in  the  removal  of  vesical 
calculi,  <»ar uncles,  and  neoplasms.  The  parts  usually  involved  are  the 
internal  vesical  orifit-e  and  the  tissues  at  and  near  tlie  meatus,  the 
middle  portion  of  the  canal  generally  liein^  unaffected.  These  strict- 
uvvH  are  tormed  of  dense  fibrous  tissue  whose  tendency  is  to  contract 
gradually  and  h'sstni  tlie  cidihre  t»f  the  canal,  until  in  some  instances  it 
\h  scarcely  i>ervious. 

The  symptonis  are  well  marked  in  proportion  to  the  development  of 
tlie  stricture.  As  tlic  iiuuen  of  the  urethra  becomes  smaller,  the  diffi- 
culty in  urination  increases  nntil  it  may  in  the  end  be  almost  wholly 
n-tardrd.  lr»  wtrnu'n  as  in  men  with  urethral  stricture,  more  or  less 
compK'tt'  retention  nmy  result  from  exposure  to  cold,  fatigue,  and  to 
alcohol ic  and  sexual  excesses. 

It  is  mre  to  observe  vesical  and  renal  complications  in  women  as 
the  result  of  stricture. 

Diagnosis. — The  diagnosis  of  urethral  stricture  in  women  18  usually 
very  easy.  In  some  cases  a  nodular  condition  of  the  canal  may  be 
made  out  by  the  finger-tip  in  the  vagina  pressed  against  tlic  hnvcr  wall 
of  thp  uretlmi.  When  the  stricture  is  very  small  and  tight,  it  may  only 
be  possible  to  pass  a  probe  through  it  into  the  bladder.  In  other  cases 
olivary  Ixiugies  of  varions  size  may  be  tried,  until  one  is  passed  by 
wliirh  the  calilrre  of  the  strict un^  may  be  determined. 

Treatment. — In  all  cases  it  is  necessary  after  careful  antisepsis  to 
make  a  free  incision  on  the  upjier  and  lower  wall  of  the  uretlira,  and 
then  to  pass  every  few  days  a  t\ill-sized  meatns-sonnd  in  the  siime 
manner  as  is  done  in  the   male. 

In  some  crises  the  stricture  may  be  so  small  that  it  is  necesstiry  to 
incise  it  with  a  Gouley's  iK^akwl  bistoury,  wliile  in  others  the  straight 
blunt  bistoury  will  work  well. 

In  some  cases  pnimpt  rtdief  of  the  stricture  may  follow  urethrotomy 
performed  with  the  ^Slaisoimenvr-Fluhrcr  instrument.  If  in  these  cases 
the  hla<l<Icr  has  btHnnne  aifected,  it  will  he  necessary  to  use  hot  Ix^ric 
irri^iitions  followetl  by  dilute  nitmte-of-tiilver  solutions  and  suitable 
internal  medic^ition. 
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CHAPTER   XI. 

APFECTIONS  OF  THE  PENIS, 

PHIMOSIS. 

Phim(:>sis  is  that  eoiidition  of  tho  prepuce  which  prevents  its  rotrac- 
tioii  and  the  expOi^are  of  the  glans.     It  may  be  congeuitiil  or  acquired. 

Oongemtal  PMmosis, 

The  morbid  structural  conditions  giving  rise  to  congenital  phiiUDj^is 
are — first,  the  narrowing,  sometimes  entire  occlusioiij  of  the  preputial 
orifice  ;  seeonil,  a  stniightuess  an<l  uurrovvnes?;  of  ihi^  prepuce  itself;  and 
thirtl,  shortness  of  the  fnenuiu.  To  these  may  he  added,  in  the  aeijuircd 
fi»rm,  redundance  of  the  prepuce.  The  orifice  of  the  prepuce  may  be 
as  small  as  a  pin's  head,  when  it  may  oifer  an  impediment  to  urination 
and  prevent  inspection  (*f  the  meatus, 

and  as  large  as  the  diameter  of  a  ^^^'  ^* 

pea.  (See  Fig.  63,)  Not  infre<piently 
patients  whi>  have  not  snifered  from 
phimosis  in  their  youth  do  so  later, 
owing  to  the  growth  n[  the  glans 
penis  and  to  the  concTiuiitant  imper-  \ 
feet  development  of  the  prepuce.  \ 

In  most  c-^ses  of  congenital  phi- 
mosis there  are  adlicsions  lietween 
the  mucous  membrane  and  the  glans. 
These  may  Ix*  thin^  small,  but  au- 
nierous  and  easily  l>roken  up,  or  they 
may  be  extensive  and  firm,  even  to 

the  complete  adlierenee  of  the  whole  "^nr       "  ■MT^ ^T!^—'" 

prepuce  and  the  glans.  ^  ^^HlB^^^^^^v  } 

(_ Vingenital  phimfjsis  gives  rise  to 
Imlanitis,  heat,  itching,  even  |>ain, 
in  ttie  liead  of  the  penis,  and  a  con* 
sequent  erethism  of  the  genitals,  with  frequent  erectionSj  symptoms 
pointing  to  stone  in  the  Idaddrr,  lascivious  dreams,  seminal  emissions, 
and  incontinence  of  urim%  especially  at  night.  Such  subjects  are  often 
addicted  to  masturbation.  As  they  grow  older  tliere  is  in  many  an 
arrest  of  development  of  the  j>cnis.     When  puberty  is  reached  anv  or 

229 


Congenitnl  phlmoais  in  the  infant. 


230 


AFFECTIONS  OF  THE  PENI& 


all  of  the  foregoing  symptoms  may  exist^  and  such  subjects  often  com- 
plain of  Urn  ei^eedy  ejacuktions  and  a  not  satisfactory  and  complete 
enjt»ynieiU  of  sexual  intercourse. 

In  early  life,  as  i-emote  etlects  uf  phimosis^  it  has  been  conclusively 
shown  that  nervous  disturbances,  iucounliuatiun  of  the  musch^s  oi'  hic^j- 
motion  and  of  speechj  hyperfesthesiaj  amblyopia,  and  hypochondriasis 
have  lieen  prothiced. 

It  must  be  remembered,  liowever,  that  there  are  many  crises  of  phi- 
mosis which  are  not  attended  by  any  of  the  foregoing  symptoms,  direct 
or  remote.  At  puberty  and  later,  however,  ]>!iiniosis  always  gives  rise 
to  nu pleasant  symptoms  of  varying  degrees  of  severity,  sncli  as  balanitis 
and  interference  with  erections  and  the  sexuid  act.  At  this  jteriod,  par- 
ticularly, it  is  a  prolific  cause  of  masturbation  and  of  a  morbid  desire 
for  coitus. 

In  some  erases  of  congenital  phimosis  plates  and  masses  of  smegma 
form  umler   the  prepuce,  which  is  bulge<l  out  by  them.      Sometimes 

these  sniegma-masses  are  so 
firm  in  structure  that  they 
are  mistaken  for  cidcnii. 
Tlicy  nuiy  remain  in  an  in- 
dolent condition  fur  yeai^> 
and  may  give  rise  to  no  symp- 
toms. 


Fui,  fi4. 


^/. 


N 


Fhi.  55. 


Small ric.vH  itf  preputial  uHlke,  witli  fil»roi«l  fraiium. 

Chronic  Inflammatory  Phimosis. 
There  is  a  condition  of  tlu^  |>eiiis  in  which  patients  suffer  much  dis- 
comfort until  relieved  by  o]>eration*  It  is  admirably  sliown  in  Figs.  64 
and  ilf}.  This  conilition  consists  in  smallness  of  the  preputial  nrifice, 
small ness  as  to  wilibre,  and  shortness  of  the  [>rcpuccj  t<^gether  with  a 
short  fibrous  fnenum.  In  these  cases  all  the  unpleasant  symptoms  of 
phimosis  arc  present,  and  a  chnuiic  rebellious  balanitis  is  an  important 
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factor*     UsMally,  in  such  rases,  the  gkiis  remains  stunted  mid  small 
lu  circiimlLTeneo  and  length,  as  is  well  shown  in  the  figure. 

The  morbid  process  in  phimosis  of  all  forms  may  be  simply  inflam- 
inatory  cedenia,  or  this  condition  plus  simple  or  specific  cell-in  filtration. 


Acquired  FMinosis. 

Acijuired  or  accidentid  phimosis  may  exist  in  a  prepuce  normally 
rather  small,  but  ciipable  of  thorough  retraction,  or  in  one  which  in  the 
normal  state  passes  reiidily  backward  and  forward  over  the  glans.  The 
causes  of  it  are  want  of  cleanliness,  the  decomjiosition  of  diabetic  urine, 
excessive  venery,  perhaps  increased  by  the  abuse  of  stimulants^  gonor- 
rhrea,  herpes  preputial  is,  eczema,  chancroids,  and  hard  chancres,  Tran- 
niatisni  and  compression  of  tightly-fitting  pantakM>ns  are  also  causes. 


Fio.  6(1 


Fm.  Cu. 


:'^?i. 


4v. 


Gonofrhfeftl  phimusiA. 


PhJmofifi  with  ilie  pouting  chin. 


The  symptoms  vary  in  severity  and  in  the  natnre  of  their  concomitants 
aectjrdiog  to  the  cause. 

Phimosis  resulting  from  uncleanliness  and  excessive  venery  presents 
nodiing  chameteristie.  The  prepuce  is  red  and  inflamed,  anrl  there  fs 
more  or  less  bahinitis.  It  is  usually  an  ephemeral  trouble  and  readily 
amenable  to  loeid  remedies. 
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QoBorrhceal  Phimosis. 

Phimosis  complicating  froTiorrhcpn  18  often  a  troitblesiome  concomitant, 
since  it  interferes  so  mncli  with  the  treatment  of  that  aftectioii.  There 
are  commonly  much  redness  and  swelling,  which  often  produce  curious 
deformities  of  the  organ,  as  shown  in  Fig*  66,  in  wliich  tlie  prepnce  is 
much  swollen.  In  some  tmses  the  penis  is  enrvetl  npward,  in  others 
downward,  and  sometimes  laterally.  Sometimes  the  intensity  of  the 
inflammation  is  seated  in  tlic  prepuce  near  the  fnenum,  which  heconies 
swollen  and  turned  inward,  giving  the  appearance  of  a  jK)ating  ehin, 
(See  Fig.  fi7.)  Tlien,  again,  the  whole  extent  of  the  foreskin  may  l»e 
involved,  in  w^hich  case  the  distal  end  of  the  penis  becomes  greatly 
sw^dlen  and  comes  to  resemble  a  miniature  Indiiin  ciuh.  In  all  of  these 
cases  there  is  a  purulent  urethral  discharge.  Phimoi^is  caused  by  herpes 
progenitalis  presents  redness  and  a-dema  of  tlie  distal  end  of  the 
I>enis,  together  with  vesicles. 

(iangrene  is  a  rather  uncommon  complication  of  the  sim]jle  forms  n( 
inflammatory  phimosis,  excepting  w^hen  due  to  traumatism  and  diabetes. 
It  is  not  verj^  rare  in  the  severer  forms. 


Fia  08. 


Cicatricial  Phimosis. 

Cicatricial  phimosis  belongs  to  the  category  of  the  accpiired  affec- 
tions.    Cicatrices  frequently  follow  fissures  and  uleeratitm  which  have 

been  prodiK^d  by  forcible  retraction. 
A  librniit  preputial  ring  is  not  uncom- 
monly seen  in  c^ses  of  phi m otic  pre- 
puce. Chronic  balanitis  also,  in  some 
cases  of  long  and  somewhat  phimotic 
jUTpnce,  causes  a  condition  of  cicatriza- 
tion of  its  outer  preputial  layer  which 
much  intensifies  the  phimosis.  Such 
is  the  stenosis  of  the  preputial  orifice 
in  some  of  these  cases  that  circumcision 
alone  will  relieve  the  patients  of  their 
discomfort  and  su fieri ng.  Recurrent 
heri>es  preputial  is  may  cause  stenosis 
of  the  orifice,  either  from  sears  or  in* 
filtration.  It  is  somewhat  remarkable 
that  in  some  cases  of  phimosis,  where 
retraction  has  been  impossible  through- 
out life,  little  if  any  suflTcring  has  been  prrRlucetl.  In  Fig.  08  is 
shown  a  phimotic  pre]>uee  with  a  firm  fVbnius  ring  at  the  orifice,  the 
development  nf  twenty-five  yenrs.     In  this  ease  there  was  no  sufiering 


Fibroid  rliigRt  projmilal  oriflco. 
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or  discomfort,  and  the  developmont  of  the  fibroid  tissue  was  so  aphleg- 
masic  that  it  was  not  appreciable  to  the  patient. 

From  puberty  to  old  age  recurrent  balanitis,  even  in  persons  having 
roomy  foreskins  and  of  cleanly  habits,  sometimes  leads  to  increase  and 
induration  of  the  subpreputial  connective  tissue,  and  converts  that 
appendage  into  a  rather  resistant,  incxtensible  cylinder,  which  is  with 
difficulty  retracted.  In  some  cases  the  subpreputial  connective  tissue 
is  converted  into  flat,  firm  plates  of  tissue,  which  prevent  retraction 
and  favor  inflammation. 

Phimosis  from  Obesity. 

In  elderly  men,  as  they  advance  in  age  and  obesity,  the  integimient 
of  the  penis  often  becomes  redundant  and  lax.  As  time  goes  on,  the 
prepuce  becomes  much  elongated  and  extends  well  down  beyond  the  end 
of  the  glans.  The  organ  then,  in  many  cases,  becomes  a  source  of  dis- 
comfort. The  inner  layer  of  the  prepuce  becomes  hyperaemic,  and  the 
urine  and  smegma  readily  decompose  and  cause  irritation,  ^vith  burning 
sensations. 

Phimosis  from  Intraprepntial  Lesions. 

The  initial  lesion  of  syphilis,  when  seated  on  the  inner  leaf  of  the 
prepuce  at  the  fraenum  and  in  the  sulcus,  very  frequently  in  the  lower 
classes  produces  phimosis,  caused  usually  by  want  of  care  and  unclean- 
liness.  The  distal  portion  of  the  penis  becomes  much  swollen,  and  in 
typical  cases  the  inflammation  is  of  a  low  grade.  Then  the  organ  at 
the  preputial  portion  is  of  a  deep  bluish-red,  not  hot  or  painful.  In 
some  cases  the  induration  may  be  made  out  by  palpation,  but  usually 
as  the  phimosis  develops  the  sclerotic  mass  or  nodule  is  so  masked  by  the 
surrounding  oedema  that  it  cannot  be  recognized.  Usually  the  condi- 
tion remains  rather  aphlegmasic.  The  indurated  tissues  continue  to 
have  the  bluish-red  color,  without  heat  or  pain,  and  the  condition  is 
further  complicated  with  typical  enlargement  of  the  inguinal  ganglia. 
In  some  cases  pus,  and  in  others  seropus,  escapes  from  the  preputial 
orifice. 

In  other  cases,  however,  the  initial  lesion  under  the  prepuce  in  phi- 
mosis becomes  inflamed,  and  then  the  condition  resembles  chancroidal 
phimosis.  In  many  of  these  cases  chancroids  form  at  the  free  end  of 
the  prepuce,  and  a  mistake  in  diagnosis  is  then  very  liable  to  be  made. 
In  such  cases  the  history  and  the  condition  of  the  inguinal  ganglia  may 
afford  aid  in  the  recognition  of  the  real  condition  of  affairs.  Chronic 
indurating  oedema,  complicating  chancres,  and  secondary  lesions,  may 
cause  phimosis. 
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Treatments — lu  all  aisen  of  congenital  phimosis  circumcision  should 
\h*  [H'viuvmvd  lit  UM  curly  an  age  as  [Histsiblc.  Efforts  made  to  expand 
tlu*  pn'piitiul  orifice  in  young  cliiklrcn  arc  usually  painful  and  producse 
only  u  partial  and  teniponiry  relief. 

In  <"ases  c»f  inHiiniiiiatMry  pliinio.'^is  the  patient  should  assume  the 
reciunljcnt  position  and  ahonid  purtiike  of  a  light  diet.  The  preputial 
C4ivrty  in  tlic  heiglit  of  tlic  inflaniination  should  he  well  irrigated  several 
timcB  a  day  with  very  warm  lead-water^  and  in  the  intervals  the  penis 
may  he  well  wrapiK-d  with  ahsorhcnt  gauze,  which  is  siiturattd  with  the 
fiamo  lotiiin.  In  u  tVw  days  bichloritlc  irrigations,  1  :2Q00,  may  be 
employed. 

Art  Htmti  art  n^raction  of  the  pre|niee  is  possible,  lint  i»r  old  linen  or 
abm>rb4'nt  C(»tt4in  soaked  in  lend-und-Dpium  wash  must  be  placed  between 
it  and  t(j4"  glans,  arnl  treatment  follnwed  as  given  in  tlie  sei*tion  on 
Huljinitis, 

Phimosis  from  gfinorrhtra  neeils  active  and  continuous  treatment,  in 
addiliou  to  that  of  the  acntc  stage  of  the  discharge,  lutraprcpntial 
irrigations,  very  hot,  fretpieutly  made,  and  large  in  ipiautity,  of  bichlor- 
ide solution  1  to  201K)  or  IIW{\  or  t>f  a  saturated  boric-acid  solution,  or 
of  a  1  per  cent,  carbolic  solution,  should  be  employciL  The  p4?nis 
should  be  kept  in  an  elevated  position  ;  care  nuist  be  taken  to  ciitch  and 
remove  the  discharge. 


Tilt;    OPKRATION   OF  CmCUMClfilON. 

Circumcision  should  be  pc^rformtsl  as  sr^on  as  possible  in  cases  of 
cltn^uie  phimosis,  cicatricial  pliimosis^  and  (ihimosis  compliciitLiJ  l»y 
intraprcpntial  vegetations. 

In  ]K*rJormiug  the  opt^nitiou  of  circumcision  it  is  necessary  to 
rememher  that  the  (irepucc  is  composed  of  two  layers,  se[mnU4.Hl  by 
a  cellular  tissue  of  such  lax  texture  as  to  admit  of  an  almost  indefinite 
amourjt  of  mcitiou  Ijctwecn  thcn^.  The  internal  or  mucous  layer  is 
firudy  attached  to  the  penis  posterior  to  the  corona  gland  is,  and  hence 
is  iuL-apaljIe  of  being  drawn  f(U*war<l  to  any  great  extent  in  fnmt  of 
the  glaus.  The  external  or  intcgumcntal  layer,  on  the  contrary,  is  con- 
tinuous with  the  flaccid  skiu  of  the  body  of  tlic  |>enis,  and  nuiy  be 
grea  1 1  y  e  1  o  n  ga  t  ed , 

Previous  to  the  operation  of  circumcision  the  }>enis  should  be  care- 
fully examined  by  the  surgeon  with  a  view  of  acfjuaiuting  hims<df  with 
the  Ci>n format icm  of  the  parts  and  of  detcrniiniug  the  amount  of  tissue 
to  be  taken  away.  If  i-ctraction  of  the  prepuce  is  possible,  it  is  import- 
ant to  study  the  size,  shape,  and  relations  of  the  fra*mmi,  and  the  calibtx* 
of  the  cutaneous  sheath  at  the  part  where  it  encircles  the  glans.  Then 
it  is  necessary  to  inspect  the  raphe  closely,  in  order  to  see  whether  it 
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runs  direct ly  in  the  median  line,  or  whether  it  deviates,  as  it  Bometimea 
doeSj  to  one  side  i»r  tlie  nther  ttiward  the  end  of  the  prepuee, 

I  pi-ieter  the  following  ojK'ration  for  its  simplicity  and  excellency  of 
results.  The  patient  having  been  prepared  and  placed  on  the  operating- 
table,  the  prepuce  is  dntwii  well  forward j  and  t lie  clamp  or  forceps  (Fig. 
69)  is  applied,  not  in  a  vertical  direction  at  right  angles  with  the  long 

Fio,  m. 
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axis  of  the  penis,  hut  in  an  oblique  position,  following  the  line  of  ol>- 
liquity  of  the  glaus»  When  the  clamp  is  on,  it  is  necessary  to  examine 
the  skin  of  the  penis  to  see  that  too  much  of  the  tii^ues  will  not  be  t^kea 
away,  and  that  the  orj^nan  in  erection  will  not  be  interftTcd  with  or 
ilrawu  backwartl.  While  the  elanip  is  atljustetl,  cocaine  amesthesia  may 
In*  produced  by  the  fr allowing  siuiple  prcK^Cilurc  :  A  syringe  being  filled 
with  8  per  cent,  mnriate-of-eocaine  solution,  its  nccillc,  an  inch  and  a 
half  long  J  is  intrfKluccd  between  the  two  layers  of  the  prepuce  on  one 
Slide  oblitjuely,  in  conformity  with  the  blades  of  the  forceps.  When 
thp  needle  has  traversed  the  whole  of  one  side  of  the  include*!  prepuce, 
a  tew  ilrops  of  the  cf>caine  solntirm  are  injected,  and  as  tlie  needle  is 
sbiwly  witliilrawn,  the  tin  id  is  left  in  its  track.  Then  tlie  same  proced* 
ure  is  followed  on  tlie  other  side  of  the  prepuce.  The  parts  are  then 
left  lilimt'  for  a  few  minutes,  iu  order  that  aniesthc^sia  may  be  pr<Khiced. 
After  the  lapse  of  about  five  minutes  the  blades  of  the  forceps  are 
slightly  separated,  and  thus  kept  for  a  few  minutes,  in  which  time  the 
immediate  tissue  Ijchind  the  foiTCps  Idades  will  become  anesthetized. 
Then  the  clamp  is  again  put  on  firmly.  By  this  procedure  we  avoid 
the  unpleasaut,  even  daugerons,  symptoms  of  cocaine  intoxication  and 
poisoning.  Traction  on  the  distal  end  of  the  prepuce  by  a  Irgatnre  or 
forceps  IS  now  made,  and  a  straight  bistoury  is  introcbiecHl  through  the 
miildle  of  the  prepnce,  the  flat  of  the  Ivlade  resting  on  the  chimp.  An 
outward  cut  is  then  made»  and  a  second  inwanl  cut  removes  the  cutane- 
ous layer  of  the  prepuce.  S<>me  cocaine  solution  is  now  poured  over 
the  bleeiling  surfjice.  The  surgeon  tticn  retracts  the  mucous  layer  of 
the  prepuce,  and  ascertains  its  length  aud  the  condition  of  the  fnennm. 
The  parts  having  become  aniFsthetizetl,  a  ligature  is  run  through  the 
mucous  layer,  and  traction  is  made  by  it,  and  the  forceps  is  applietl  in 
the  same  oblique  manner  to  this  pnrt.  The  sccouil  incision  is  then 
made  in  precisely  the  same  manner  as  the  first  was.     It  is  generally 
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neces.«ary  to  crowd  the  glans  backward  somewhat,  but  the  4?urgeon 
should  always  make  allowance  that  oQe*thirJ  or  oue-half  of  an  iucli  of 
the  mucous  layer  of  the  prepuce  ghall  be  lefl^^  and  that  vk^  much  of  tlie 
fraenuni  ^hall  be  spared.  ^Vhen  trni  niuch  of  the  mucous  layer  is  taken 
away,  and  when  the  frtenum  is  nearly^  if  not  all,  ahhitetl,  a  Irad  result 
is  always  obtained,  and  the  patient  may  experience  much  disoi>mfort  for 
the  rest  of  his  life.  The  ineist^d  mucous  ami  cutainxnis  layers  are  tlien 
ctKiptcil,  and  before  the  sutures  are  put  in  the  .surgeon  should  study  the 
conformation  of  the  part^  with  a  view  to  future  syminetry.  In  genend, 
the  rapht^  and  the  fneuum  are  in  distinct  anatomieal  continuation,  and 
then  tlie  surgeon  in  his  suturing  simply  foUows  these  natural  land- 
marks. If,  however,  there  is  a  deviation  of  tlie  raph^  from  the  middle 
line,  this  must  be  considered,  and  the  line  of  union  so  phieed  that  a 
natural  arrangement  of  the  parts  will  be  produeetl  after  healing.  There 
is  usually  more  or  less  hemorrhage,  but  this  very  nirely  gives  any 
trouble*  WTien  the  edges  are  properly  coapted  the  sut tires  of  tine  silk 
or  catgut  shoidd  be  j>at  in  at  a  distance  of  a  sixth  of  an  inch  from  the 
margin  <d"  the  wound,  well  through  the  whole  tliickness  of  the  skin  and 
mucous  membrane.  These  suture^i  should  be  placed  alxvut  one-sixth  or 
one-eighth  f»f  an  inch  apart,  so  that  no  connective  tissue  will  be  exposed 
between  the  cut  edges.  By  these  quite  ntunerous  sutures  all  blee<ling 
is  prevented  and  prompt  healing  is  pi*oduccd.  Whenever  the  stitures 
are  placed  far  apart,  the  raw  submucous  connective  tissue  pushes  up 
between  the  two  cut  surfaces,  and  the  pnx*ess  of  healing  is  materially 
prolonged.  Tlie  jmrts  are  then  dusted  with  iodofi»rni  or  aristol,  and 
well  and  sufficiently  firmly  bandaged  with  absorbent  gauze.  The  first 
drcssiug  mav,  owing  to  noting,  have  to  be  removed  on  the  third  or 
fourth  ilay,  and  tlicn  replnced  by  a  similar  one.  If  the  <lressing  look.? 
clean  and  tlie  patient  is  comfortable  (there  being  no  itching,  smarting, 
or  utieasiness  in  the  penis),  the  first  dressing  may  remain  on  sevenil 
days.  When  thorough  antisepsis  is  practised,  [Tcrfcct  union  may  result 
in  a  few  days,  particularly  if  the  patient  Ciin  remain  in  the  recumbent 
position  and  if  medication  to  prevent  erections  has  been  administeri'd. 
Erections  sometimes  materially  delay  union.  The  sutures  may  then  Ix* 
removed,  and  a  dresstug  a|>plied  for  a  few  days.  Usually  tAvo  or  thrive 
dresi^ings  are  sufficient.  After  the  oijcration  the  parts  may  be  more  or 
less  sensitive  for  a  time,  but  they  gradually  adapt  themselves  to  their 
altered  condition. 

In  some  cases  of  urgency  it  may  be  necessary  to  perform  ciixnimcis- 
ion,  and  the  pn>pcr  instruments  may  not  be  at  hand.  In  this  event  the 
following  simjde  operation  may  be  jierfornied  ;  The  parts  Ijcing  jirop- 
erly  cleansed  and  shaved,  the  prepuce  is  dniwn  forward  (if  retnictible) 
over  the  ghuis  ;  then,  by  means  of  a  pair  of  scissors  with  long  blades, 
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an  i  no  Is  ion  is  made  in  the  middle  lint'  on  tlit3  dormim  of  the  penis.  The 
prepnce  then  appears  like  two  dog's  eai's,  which  must  be  cut  off  with 
tile  scissors^  following  the  line  of  ohtiqnity  of  the  glans.  In  this  oper- 
ation it  i<  iietHi'Siiar)"  to  be  aire  fid  that  the  two  incisions  of  the  dog*s 
ears  are  c^yni  met  Heal,  that  too  nmch  tissue  is  not  taken  away,  and  tiiat 
the  fnennm  is  left  intact.  The  parts  are  then  sutured,  the  same  care 
being  taken  as  has  already  been  pointed  out.  The  dressing  is  the  same 
as  tliat  of  tlie  first  operation, 

PAEAPHIMOSIS. 

Paraphimosis  is  that  eondition  in  which  the  prepnce,  retracted  behind 
the  corona,  cannot  be  pushed  forward  over  the  ghins. 

It  is  fonm!  in  young  l>i>ys  wlio,  jK^rhaps  from  cnriosity  and  with  some 
forc^;,  have  retract<'<l  the  p!*epne(?  for  the  first  time.  It  also  t>ceurs  in 
young  subjects  as  a  resnlt  of  masturbation.  In  these  cases  the  yonng 
boy  usniiUy  cK*mplains  of  pain  qnite  early,  and  reduction  is  commonly 
not  attcndccl  with  ditlieulty. 

Faraj)iiimusis  occurs  in  older  persons  who  have  a  long  foreskin  and 
narrow  preputial  orifice ;  in  those  who  have  a  long,  straight,  and  more 
or  Ipss  tiglit  ftjreskin  ;  in  patients  who  have  a  short  frajnum  ;  in  those 
who  have  short  and  rather  tight  tbreskius  habitually  worn  over,  and 
only  partially  covering,  the  glans  ;  in  those  having  short,  not  abundant, 
foreskins  worn  behind  the  glans;  and,  finally,  in  those  whose  foreskin 
IS  in  jM^rteet  proportion  to  the  glans» 

Causes. — The  causes  of  ]mraphimosis  are,  primarily,  the  more  or 
less  developed  malformations ;  secondly,  inflammation  causing  constrio- 
tion,  balanitis,  excessive  coitus,  jx^rhaps  increased  by  alcoholic  excess ; 
coitus  with  a  woman  having  a  small  vulvar  oritice  ;  trauruatism,  gt>nor- 
rhn?a,  eczema,  lymphangitis  ;  the  retraction  of  a  phimotic  prepuce  the 
seat  of  intrapreputial  vegetations  ;  chancnnds  and  hanl  chancres.  It 
is  seen  in  all  tirades  of  mihluess,  in  wliieh  it  is  redueiljle,  and  in  all 
stages  of  severity,  in  which  nHlnction  is  moi\?  or  less  difficult  and  even 
iinpossjlilc  without  operatioti  or  incision. 

Tlie  mechanism  of  paraphimosis  is  very  simple.  Retraction  of  the 
tight  preputial  orifice  behind  the  glans  leaves  a  fold  or  ring  of  muctma 
membmne  just  behind  and  eoutiunous  with  it,  aud  which  ceases  at  a 
mt»re  ar  less  deep  furrow,  aud  beyond  tliis  furrow  is  a  swollen  ring  or 
fold  of  integument.  The  ring  of  mucous  membrane  is  the  inner  surface 
of  the  prepuce  ;  the  furrow  is  formed  by  the  orifice  of  the  prepuce,  at 
the  b<ittom  of  which  it  acts  as  a  cfmstrieting  ring,  while  the  cutaneous 
iVild  or  ring  beyond  is  the  external  layer  of  the  prepuce.  In  this  con- 
dition inflammation  begins  and  increases.  The  glans  becomes  swollen 
and  red,  even  juirplish,  in  color;  the  mucous  collar  of  the  penis  becomes 
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red,  wtleriiatouy,  and  pntfl-d  out  like  a  liladder  ;  the  constricting  preputial 
ring  stmuguktes  tlic  parts  more  and  more  as  tbey  become  .swollen  ;  and 

the  cutaneous  ring  or  collar  beyond 
it  also  l)ecoraes  more  red  and  tede- 
.;^i!i^^  matous.     In  such  a  case,  if  relief 

V'*''"^  is  not  obtained,  tlie  condition  of 

affairs  bee^omes  wor^e.  Besides  the 
engorged  glans,  the  chief  swelling 
is  seated  under  and  just  behind  it 
on  each  j^ide  of  the  fnennm.  Wlien 
seen  quite  early  thi.^  ehin-like  pro- 
tru.^ion  of  mucous  membrane  is 
found  to  be  tilled  with  serous  eflfii- 
sion.  (See  Fig.  70.)  As  time 
goes  on,  this  is  replaced  by  filjrin- 
ous  and  ceUular  exudation,  and 
this  chin-like  Wly  Ijei-onies  h;ird 
and  resisting,  Coincidently  with 
this  the  strangulation  of  the  glans 
is  greater  ;  the  nvucou^i- membrane 
pad  belli nd  it  is  more  red,  swollen, 
and  infiltrated  ;  the  constricting 
ring  is  eorrc^spondingly  smaller; 
the  cutaneous  riJig  of  prepuce  behind  it  more  swollen.  In  this  state 
the  penis  often  l>eeomes  twisted  in  spiral  and  other  peculiar  forms, 
curved  nearly  at  a  right  angle,  and  sometimes  distended  to  the  point 
of  strangulation  (Fig.  71).  In  conditions  thus  seemingly  de^^perate 
the  parts  may  remain,  and  Ixx^ome  permanently  fixed  Uy  eell-exuda- 
tion*  Generally,  however^  nature  intervenes,  if  art  is  withheld,  and 
the  constrieting  ring  is  attacked  by  ulceration  or  gtingrene ;  in  which 
case  a  longitudinal  hsstiiv  forms  along  the  dorsum  in  the  mucous  layer 
of  the  prepuce,  and  a  corresponding  nue  in  the  cutaneous  portion. 
Tliesc  increase,  fuse,  involve  the  preputial  ring,  and  end  by  forming  an 
ulcer  seated  transversely  to  the  axis  nf  the  penis  and  behind  the  glans. 
Constriction  is  then  ended,  the  patient's  sufferings  are  relieved,  but 
much  oxlcnui  and  engorgement  may  remain* 

In  somewhat  exceptional  and  anomalous  cases  there  arc  two  jwints 
of  st ra ugu la t inn — the  one  at  the  preputial  oritiee  or  ring,  the  other  in 
the  mucous  membrane  at  the  base  of  the  comna  glandis»  and  largely 
due  to  the  excessive  engorgement  of  the  part.  Then  in  other  cases  the 
retraction  of  the  prepuce  is  inc^jmplete,  and  the  orifice  or  ring  only 
slips  bark  behind,  and  not  much  beyond,  the  corona,  where  it  is  finnly 
held,  and  is  with  difficulty  retlneed  except  by  operation* 
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Gangrene,  howtnvr,  may  uct:ar  under  tht^o  ciivumsUtiices  iimi  may 
suit  in  tlie  destruction  of  mom  or  less  of  the;  integument  or  glans, 
may  involve  the  nrethraj  may  perforate  a  bloud-vessel,  can?^^  inten.se 
suppurative  inflammation,  aud  lend  to  lymphangitis.     (See  Fig.  71.) 


Fio.  71. 


m 


rarapbimosis  with  gani^nc. 

In  the  parapliimosis  dtu^  to  the  initial  lesinn  tlie  parts  are  hard  aud 
brawny,  and  tlie  proeess  is  of  a  snbaeute  nature.  In  tlie  paraphimosis 
t!omp!ieatiug  ehaueroifls  we  have  the  simple  eonditiou  plus  nuieli  nleera- 
lion,  inflammation,  and  swelling.  In  these  latter  cases,  if  not  treated 
promptly,  there  may  lie  destruetion  of  tissue  of  greater  or  less  extent. 
Then^  may  therefoiie  be  resultijig  deformity  in  these  severe  forms  of 
paraphimosis. 

Prognosis. — The  prognosis  of  |Kiraphirnosis  depends  entirely  upon 
the  stage  of  tlie  trouble  when  first  seen.  If  the  surgeon  is  consnltixl 
early,  reduction  can  lie  accomplished  without  difliculty,     If  later,  when 
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straiipilation  has  laken  pluoo,  various  ^L'<|iiL*la^  from  ilii-  dinvul  iiIcit  or 
gangrenoiis  8}X)t  to  more  extended  gangrene  and  destruction  of  the 
intoiroment  mid  perhaps  portions  of  the  glans  and  urethra,  may 
occur. 

Treatment. — The  first  procedure  necessary  in  a  case  of  jmniphimosis 
is  to  wash  the  pt^nrs  t!ioro!ighly  wiili  soap  and  water,  and  after  drying 
the  parts  to  irrigate  tht»ni  thonnigldy  with  warm  bichktride  solution, 
1  :  20(K),  Then  the  parts  liaving  been  coeainizcd,  reduction  should  be 
attempted,  and  in  case  of  its  faihire  an  opi^nition  is  necessary.  Previous 
to  attempting  rednctidn  a  little  olive  oil  or  vaseliin^  may  be  smeared  in 


VnTtiithiiinmis ;  j>euU  curve*!  neurly  tit  ii  ri^^tti  angle. 

the  balanopreputial  furrow,  but  not  on  the  glans,  since  it  then  oinses  the 
operator's  lingers  to  slip. 

It  sliould  be  clearly  borne  in  mind  that  in  those  cases  in  which  the 
mucous  membrane  of  the  region  of  the  frseuuni  is  translucent  and  miicli 
serum  is  seen  (see  Fig.  70),  nudtiple  punctures^  followed  by  gentle 
pressure  by  the  hand  around  the  bead  of  the  penis,  will  always  be 
followed  by  benefit  and  the  prompt  reduction  of  the  parts. 

Seveml  methods  of  reduction  may  be  employed.  A  simple  plan  is 
to  make  a  ring  of  the  forefinger  and  lbund>  of  the  left  hand,  which 
firmly  encircles  the  penis  behind  llie  constriction;  at  the  same  time 
that  this  hand  is  drawn  forward,  tlie  glans,  grasped  by  the  tingcrs  of 
the  right  hand,  and  at  the  same  time  compressed  and  elongated,  is 
pushed  backward,  and  rerluetion  may  folk^w.  Another  method  is  to 
take  the  penis  behind  the  constriction  l>etwetm  tlie  index-  and  middle- 
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fiTi^€*rr5  of  liHth  haiitls,  smd,  making  very  firm  traction  while  the  thiimhs 
cn»wil  down  upon  it»  kiiwid  and  pre88  the  dorsum  ami  l>ase  of  the  glans 
backward.     (See  Fig,  73.) 

In  many  eiises  inei8ion  of  tlie  eoni^trietlnflf  hand  is  snflifient  to  relieve 
tlio  parts.  Sinee  in  ni<Kst  eascvs  this  is  seated  in  the  tnrnnvs  already 
deBcriheil,  a  curved  bistoury  may  be  intrmlneed  on  the  flat  surface  on 
the  i^dandular  slile  <d'  the  constriction,  well  d<iwn  under  and  thron^h  it, 
taking  cure  nr>t  to  wonnd  the  corpora  cavernosa.  If  tlie  swelling  is  such 
that  the  cnrved  histnnry  eannot  be  intrmluced  beneath  the  baud,  a 
straight  nne  may  be  used.  This  shouhl  be  introduced  at  right  angle??  to 
the  penis  at  the  outer  edge  of  the  constrietion,  and  a  number  of  firm  hnt 
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not  deep  cuts  should  be  made,  the  ojierator  being  slow  and  deliberate 
in  his  movements  with  the  jwunt  of  the  instrument  until  the  liand  is 
felt  to  give  way. 

In  some  cases  it  is  neeei^^ary  to  incise  the  mucous  niemhrane  and  skin 
in  the  line  witfi  the  incisions  alrea<Iy  s|M)ken  of.  When  this  is  iloucj  it 
is  well  to  impiirc  as  to  the  natural  length  of  tlie  pi-epuce,  and  to  make 
the  incisions  in  conformity  with  the  factn  ascertained.  Another  rule  is 
to  take  the  length  nf  the  glans  as  the  guide,  and  make  the  incision  as 
long  :is  tliat.  As  a  result  of  this  procedure  the  patient  subsequently 
has  the  so-called  dog*s-<.'ar  pre(»uce,  which  requires  a  further  operation 
to  complete  the  eii*cumcisi<aK 

When  the  coustriction  exists  just  behind  the  glans^  it  is  sometimes 
with  ditfieulty  made  out,  and  much  eare  must  be  observed  to  cut  it 
alone. 

10 
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Oases  of  chronic  paraphiniosi?^  in  which  cicatricial  adhesion  has 
taken  place  require  lon^  and  patient  treatment.  The  parts  should  be 
Hoaked  in  hut  water  two  or  three  times  a  day,  and  then  the  segmpot 
belli  lit  I  the  ^lans  tnay  be  compressed  for  several  hours  a  day  by  a  rubber 
banilage.  When  absorption  ha.s  gone  cm  to  such  an  extent  that  move- 
ment, even  slight,  of  the  prepuce  over  the  corpora  cavernosa  is  possible, 
it  h  well  to  free  the  cutiineoiis  ring*like  end  of  the  prepuce  and  the 
mncous  end  of  it,  which  are  at  the  constricting  furrow,  either  hv  gentle 
dissection  or  by  tearing  apart  with  a  bhint  instrument.  Then,  when 
these  jmrts  are  looseneJ^  a  longitudinal  iueigion  of  nearly  or  pi>ssibly  an 
inch  long  is  made  into  each  of  these  segments  of  the  prepuce.  Then, 
after  one  or  more  attempts,  reduction  will  usually  follow  and  the  typical 
dog^s  ears  will  be  seen.  Tlie  case  then  requires  cleanliness,  and  later 
on  ablation  of  the  lateral  portions  of  the  prepuce. 


BALAKITIS. 

The  term  balanitis  may  be  applied  to  inflammation  of  the  mucous 
membrane  of  the  glans,  or  of  the  prepuce,  or  to  both  conditions 
combined. 

Simple  Forms. 

This  affecti  jn  is  most  commonly  seen  in  persons  having  some  abnor- 
mality of  the  prepuce,  such  as  smallness  of  its  orifice,  straightness, 
tigfituess,  and  redundancy,  and  shortness  of  the  fnenum.  It  is  also 
8ix?n  in  persons  having  a  normal  penis  and  in  those  whase  prepuce  is 
very  short*  In  most  cases  it  shows  a  teutlency  to  relapse,  and  one 
attack  predisposes  towani  subsequent  ones.  It  exists  in  an  acute  and  a 
chronic  form,  and  in  all  <legrees  from  mild  to  ver^^  severe.  The  syni|i- 
toms  vary  aeeording  to  the  severity  of  the  case.  In  some  there  La  a 
modenitc  itching  sensation ;  in  others,  a  burning  pain  of  various 
degrees^ 

In  it«  most  simple  form  balanitis  presents  a  very  red,  sumewhat 
thickened  surface,  covered  with  a  milky  seert*tion  emitting  a  [>eneti'at- 
ing  and  offensive  odor.     This  condition  is  very  amenable  to  treatment. 

Balanitis  in  a  iiHire  advanced  form  presents  well-marked  features. 
The  glans  and  prepuce  are  swollen,  and  when  the  latter  is  retracted  a 
mottlicl  suriaee  of  shining  whiteness,  broken  by  deejnred  superfieial 
ami  irregular *excoriations,  is  seen.  In  this  case  in  some  purls  the 
epithelium  still  remains,  and,  having  been  macerated  by  the  secretions, 
presents  the  whilish^pearly  look  spoken  of,  while  in  otlicr  parts  it  is 
cast  olfj  and  as  a  result  the  red  exct»riated  jKitehes  are  h'ft. 

In  other  cases  upon  retracting  the  prepuce  it  is  found  that  the  glans 
or  it«  covering,  or  both,  are  the  seat  of  redness  and  swelling,  and  that 
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their  surface  is  covered  with  minute,  closely-packed  vesicles,  which  v\\\y- 
ture  promptly  and  give  rise  to  excoriations. 

The  foregoing,  which  we  may  call  the  simple  forms  of  balanitis,  may 
be  promptly  cured  by  appropriate  treatment.  But  should,  for  any 
reason,  the  irritating  cause  persist,  a  more  severe  form  of  the  affection 
results.  With  the  increase  of  the  redness  and  swelling  the  excoriations 
give  rise  to  exulceration,  which  may  be  superficial  and  covered  with 
thin,  soft,  greenish  crusts,  and  which  is  called  "  exulcerated  balanitis." 
Under  unfavorable  circumstances  these  superficial  lesions  of  continuity 
may  become  transformed  into  deeper  ulcers,  very  often  indistinguish- 
able from  chancroids. 

Simple  balanitis  sometimes  assumes  a  very  severe  form,  particularly 
in  uncleanly  persons  and  in  those  who  have  been  intemperately  treated 
by  caustic  applications.  The  penis,  particularly  at  the  glans.  Incomes 
very  much  swollen,  very  red,  and  perhaps  the  seat  of  ulceration.  In 
some  cases  the  whole  penis  is  involved.  In  this  stage  the  affection  may 
be  mistaken  for  cancer. 

Chronic  Balanitis. 

In  contradistinction  to  the  foregoing  acute  forms  of  balanitis  there 
is  the  chronic  form.  In  general,  chronic  balanitis  is  seen  in  persons 
beyond  thirty  years  of  age.  It  begins  upon  the  glans  and  prepuce, 
which  are  usually  in  close  coaptation,  owing  to  some  abnormality. 
The  inflammation  is  usually  of  a  subacute  character,  and  shows  decided 
exacerbations  and  remissions.  In  this  way  the  affection  extends  over 
years.  If  retraction  of  the  prepuce  is  more  or  less  possible,  a  some- 
what reddened,  thickened,  and  |)erhaps  slightly  excoriated,  surface  is 
revealed.  Owing  to  the  thickness  and  lessened  elasticity  of  the  pre- 
puce, it  rolls  back,  if  at  all,  with  difficulty,  and  in  many  instances  this 
procedure  is  wholly  prevented  by  the  development  of  a  fibroid  ring  at 
the  preputial  orifice.  Such  patients  say  that  they  have  constant  incon- 
venience with  their  penis,  have  much  difficulty  in  cleansing  the  foreskin 
and  glans,  and  have  recurrences  of  tolerably  mild  inflammation.  When 
examined  from  time  to  time  a  decided  thickening  of  the  epithelium  is 
seen,  together  with  considerable  increase  in  the  submucous  connective 
tissue.  The  parts  then  have  a  bluish-white,  milky-looking  surface, 
which  rarely  becomes  frankly  red,  owing  to  the  fact  that  the  blood- 
vessels have  been  narrowed  by  the  general  condensation  of  the  mucous 
membrane.  To  the  touch  such  a  glans  and  foreskin  feel  firm,  some- 
what like  wash-leather,  and,  as  time  goes  on,  turgescence  of  the  end 
of  the  penis  is  never  complete.  Unless  in  such  a  case  circumcision  is 
performed,  the  growth  of  the  epithelial  covering  of  the  glans  increases 
and  much  diminishes  its  size,  and  very  frequently  it  so  compresses  it 
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that   it   levels    the    e<irrma    until    it    is   continuous   iu    hue    with    the 

Not  only  are  these  c^iises  elistressinf;  in  the  discoiufort  ami  siifferinj;^ 
incident  to  the  progrcj^s  of  tlie  atfeetion,  but  they  are  also  atteniled  with 
mneh  gravity,  since  as  years  increatie  there  is  a  dc*eide<l  tendency  for 
them  to  nnth-^rgo  raali^^uant  desreiiemtion. 

CflfUSes. — In  fiiOj*t  eases  })ahinitis  Ls  due  to  uneleanliuess,  and  rc^sults 
fn>ni  the  deeouiiMKsition  of  the  epithelial  matter  wliich  is  formed  in  the 
crypts  seated  in  the  mucous  layer  of  the  prepuce.  Excess  in  c<.)itiis, 
coitus  with  a  woman  with  a  small  vulvar  orifice  iir  with  one  suffering 
from  leui'orrhiea,  and  masturlnitiun,Mre  i\v«pK*nt  causes.  The  existent-e 
of  vegetations  under  tlie  prepuce  is  a  frequent  cause  of  balanitis,  and 
the  lodgement  of  goiionrlneal  pns  in  that  position  also  causes  it,  in 
some  casrs  the  gonorrha'al  dis4.'harge  excites  inflammation  at  the  pre- 
putial orifice,  which  extends  to  tlie  prepuce  and  glans,  Chtmcroiflal 
pus  and  the  secretions  of  primary  and  secivndary  syphilitic  lesi*>u>,  and 
these  lesions  themselves,  are  also  pndific  causes  of  balanitis. 

Micro-organisms  play  an  ijnportant  i>art  in  the  development  of 
balanitis* 


Diabetic  Balanitis, 

In  rare  cases  balanitis  may  complicate  diabetes.  The  subjective 
symptoms  of  this  form  are  quite  similar  to,  but  more  intense  than, 
those  of  ordinary  balanitis.  The  patients  complain  of  severe,  even 
atrocious,  itching  and  burning  Beasations,  comparable  to  those  of 
prurittis  vulvjc,  and  the  mucous  membrane  looks  cederaatous,  and  of 
a  ct^or  midway  between  red  and  vii)let.  A  profuse  purulent  secretion 
IS  constantly  seen,  together  with  flakes  or  masses  of  smegma  and  micro- 
organisms which  look  like  croupous  exudation.  The  surface  of  the 
glans  and  prepuce  may  present  a  number  of  ulcemtions,  and  at  the 
free  Ijorder  of  the  prepuce  small  rmliating  ulcers  frequently  form.  In 
severe  chronic  cases  vegetations  appear  as  complications. 

The  conrse  of  the  disease  is  essentially  chronic^  and  as  a  result  of 
the  inflammation  and  of  the  ulcers  at  the  end  of  the  prepuce  well- 
marked  phimosis  may  be  caused.  In  very  severe  instances  the  ulcers 
lead  to  gangrene* 

In  some  eases  the  occurrence  of  balanitis  is  the  first  evidence  of  the 
existence  of  diabetes.  Whenever,  therefore,  these  conditions  pointing 
to  a  local  evidence  of  this  disease  are  observed  in  persons  who  had  pre- 
viously not  suffered  from  any  trouble  of  the  penis,  particularly  in  those 
of  midtlle  or  old  age,  tlu?  suspicion  of  diabt4es  should  be  entertained 
and  a  full  examination  made. 
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Croupous  and  Diphtheritic  Balanitis. 

This  form  of  balanitis  is  usually  a  sequela  or  complication  of 
wounds  or  of  operations  upon  the  prepuce. 

The  clinical  appearances  consist  in  redness  and  swelling  of  the 
parts^  with  superficial  excoriation,  over  which  a  whitish  membranous 
exudation  as  thick  as  writing-paper  is  seated.  Usually  the  membrane 
is  readily  stripped  off,  and  healing  will  follow  the  observance  of  cleanli- 
ness and  the  application  of  a  mild  lotion. 

Diphtheritic  balanitis  is  sometimes  observed  during  or  following 
diphtheria,  scarlatina,  measles,  variola,  typhoid  fever,  and  other  infec- 
tious diseases.  The  local  affection  usually  originates  in  simple  balanitis 
resulting  from  want  of  cleanliness  and  care  in  the  removal  of  smegma 
and  of  decomposing  urine. 

The  membrane  in  this  form  of  balanitis  resembles  that  of  diph- 
theria of  the  mucous  membranes.  It  is  of  a  yellowish  or  dirty 
grayish-white  color,  sometimes  as  thick  as  blotting-paper,  and  is  with 
difficulty  removed  from  the  underlying  parts,  from  which  hemorrhage 
may  be  caused  by^he  operation.  The  glans  and  prepuce  are  reddened 
and  swollen,  and  may  even  become  phlegmonous.  In  bad  cases  the 
inguinal  ganglia  are  swollen.  Diphtheria  sometimes  attacks  the  cir- 
cumcision-wound in  young  infants. 

Balanitis  in  Syphilitic  Subjects. 

In  the  early  stage  of  syphilis,  coincidently  with  the  erythematous  or 
papular  rash,  balanitis  is  not  uncommon  in  persons  having  long  and 
tight  foreskins,  particularly  if  they  are  careless  in  the  matter  of  cleanli- 
ness. With  the  erythematous  syphilide  one  or  more  round  or  oval 
deep-red  excoriations  are  developed,  which,  as  a  result  of  uncleanli- 
ness,  may  invade  the  whole  glans  and  prepuce.  Mild  and  ephemeral 
in  its  course  as  this  specific  balanitis  is  in  cleanly  subjects,  it  may, 
owing  to  inattention,  be  followed  by  ulceration  and  diffuse  tliickening 
of  the  parts. 

Complications. — While  balanitis  may  result  from  phimosis,  the 
latter  may  be  produced  by  balanitis.  Paraphimosis  may  also  result 
from  inflammation  of  the  prepuce  and  glans. 

Lymphangitis  of  a  mild  or  severe  type  is  not  at  all  infrequent  in 
severe  balanitis,  and  is  quite  common  when  that  affection  is  complicated 
with  chancroids  and  various  syphilitic  lesions,  also  with  gonorrhoea  and 
vegetations.  In  mild  cases  the  lymphatic  vessels  feel  like  cords  under 
the  foreskin.  In  severe  cases  the  whole  penis  becomes  of  a  deep  red 
color,  greatly  swollen,  oedematous,  and  the  seat  of  severe  pain — a  condi- 
tion incorrectly  called  "  penitis."     In  these  cases  phlegmonous  abscesses 
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niiiy  (tn-m  muk'r  tlie  skin.     Fullowing  lymphatigitis  of  Irahuiitie  origiu, 
infl:immatioii  of  the  inguinal  ganglia,  and  even  suppurating  buboes  may 

Not  infrequently,  particularly  in  uneleanly  persons  in  diabetics,  also 
in  tho-se  tlebilitated  by  di^c^ase  or  excesses,  gsiiigrcnc  of  tlie  prc|*uee  occurs 
from  balanitis.    Owing  to  the  inflammation  of  the  parta  and  swelling  of 

the  g^lans,  a  black  sjwt  forms  ulj<:>ut 
tlie  middle  of  the  prepuce,  and 
ihrongh  the  buttonhole-like  oi>en- 
ing  which  results  the  glans  pro- 
trudes.    (See  Fig.  74.) 

In  cases  r>f  reenrrent  attacks 
of  acute  balanitis  tliickeningof  the 
subnmcoiis  connective  tisssue  is  not 
at  all  nncommonjand  may  at  times 
present  points  of  resendvlancc  to 
syphilitic  or  infecting  balano-pi>s- 
til  it  is.  In  some  ca^^tes  of  acute 
balanitis  well-Jen ned,  freely  mov- 
able, flat  j>lates  of  thickened  sul>- 
miicous  tissne  of  various  sizes  and 
extent^  which  can  Ik/  readily 
grasped  between  the  thundi  and 
forcflnger,  may  be  felt. 
Diagnosis.— *In  mild  cases  the  diagnosis  of  balanitis  i3  readily  made 
upon  retraetidu  of  the  prepuce.  However,  when  there  is  difficulty  uf 
retraction,  the  case  may  be  mistaken  fur  gonnrrh^ea.  If  the  orifice  of 
the  prepuce  Is  large  enough  to  allow  inspection  of  the  meatus,  the  parti* 
can  be  carefidly  w'i[>ed,  and  then,  when  pressure  is  made  upon  the  nmler 
snrfaf*t'  <»f  the  nrethra,  if  gonorr!in?a  is  present  pus  will  exude  from  the 
meatus.  If  it  is  suspected  tliat  both  balanitis  and  gonorrhtea  are  present, 
the  meatus  may  l>e  carcfnily  plugged  with  a  little  ball  of  cotton,  and 
then  tiie  prepuce  may  br  compressed  from  behind  forward.  In  this 
way  a  correct  conchisi^ai  may  lie  reaelicd. 

Herpes  progenitalis,  especially  when,  from  any  cauBe,  aoeompanied 
w^ith  iiuich  liypenemia,  may  at  flrst  be  mistaken  fur  balanitis,  but  the 
liistory  of  the  ease  may  be  of  aid,  and  ujiou  subsidence  of  the  inflam- 
nuUion  the  sharply-limite*!  margins  of  the  vesicles  will  reveal  the  nature 
of  the  atlectiun. 

The  imist  ditiicnlt  task,  very  often,  in  the  iiiagnosis  of  bnhuiitis  is  to 
determine  whether  or  not  chancroids  or  hanl  ehaneres  hxlgetl  un<ler  the 
prepuce  are  at  the  bottom  of  the  trouble.  Chancroidal  ulcers  may  have 
been  seen  before  the  phimolic  balanitis  had  developed,  and  then  its 
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origin  is  clear.  But  in  many  cases,  from  carelessness  or  ignorance, 
patients  can  give  no  history  of  a  chancre  or  chancroid.  Subpreputial 
chancroids  are  attended  with  much  more  severe  and  rapid  inflammation 
than  simple  balanitis.  The  pus  becomes  very  copious,  less  thick  and 
creamy  than  in  simple  aflTection,  and  commonly  of  a  rusty  color.  Soon 
the  distal  end  of  the  penis  becomes  swollen,  in  shape  like  an  Indian 
club,  and  of  a  dusky-red  color  and  very  frequently  chancroids  are 
developed  by  auto-inoculation  around  the  preputial  orifice. 

Subpreputial  hard  chancres  producing  phimosis  may  be  mistaken  for 
simple  balanitis.  This  complication,  as  a  rule,  is  much  less  active  in  its 
nature  than  chancroidal  phimosis.  The  infection  increases  slowly,  usu- 
ally with  much  less  secretion  of  pus,  it  being  at  first  very  often  a  sero- 
pus.  The  fedema  increases  slowly,  is  more  aphlegmasic  or  less  red,  but 
rather  firmer.  The  diagnosis  is  usually  soon  cleared  up  by  the  develop- 
ment of  the  indurated  ganglia  in  the  groin,  and  perhaps  by  the  indura- 
tion of  the  lymphatics  and  veins  of  the  penis.  In  very  many  cases  it 
is  possible,  upon  careful  palpation,  to  determine  the  presence  of  a  well- 
defined  induration  under  the  prepuce.  It  must  be  remembered  that  sub- 
preputial vegetations  also  grow  slowly,  produce  phimotic  balanitis,  and 
feel  like  hard  chancres  under  the  prepuce.  The  secretion  accompany- 
ing them  is  profuse  and  of  a  disgusting  odor,  the  inflammatory  reaction 
is  rather  late  in  appearing,  and  the  lymphangitis  and  adenitis  are  less 
common  and  of  a  more  inflammatory  nature  than  in  the  phimotic  bala- 
nitis of  hard  chancre. 

It  is  sometimes  a  difficult  question  to  decide  whether  in  a  given  case 
phimotic  balanitis  is  caused  by  chancroids  or  vegetations,  and  sometimes 
it  can  be  done  only  after  incision  of  the  prepuce. 

Prognosis. — In  general,  the  prognosis  of  balanitis  is  good.  When 
due  to  chancroids,  besides  the  destruction  of  the  prepuce  and  glans — 
and  perhaps  of  the  urethra — which  is  so  liable  to  occur  unless  proper 
treatment  is  instituted,  chancroidal  ulceration  in  the  lymphatics  and 
chancroidal  buboes  may  result.  Hemorrhage  also  is  very  common  and 
often  very  persistent,  and  phagedena  may  be  produced.  Balanitis  from 
hard  chancres  may  result  in  more  or  less  destruction  of  the  prepuce  and 
glans,  corapriession  and  stenosis  of  the  urethra,  and  phagedena. 

Balanitis  caused  by  early  syphilitic  lesions  is  easily  cured  if  early 
recognized  and  properly  care<l  for. 

The  balanitis  of  elderly  persons,  with  its  epithelial  hyperplasia,  is  the 
source  of  great  annoyance  from  the  discomfort  produced  and  the 
hindrance  to  proper  cleanliness,  and  is  of  positive  danger  in  the 
tendency  which  it  induces  to  epitheliomatous  degeneration  of  the 
prepuce,  glans,  and  penis. 

Treatment. — Rigid  antisepsis  is  the  first  essential  in  the  treatment 


248 


AFFECTIONS  OF  THE  PENIS. 


of  Ijakuilti^.  Mild  aisfvs  jiiay  Uv  rcailily  relk'veU  liy  practising:  .scrupu- 
lous clcaiilioess  and  by  interposing  lint  or  abseirbeut  cotton  soaked  in 
bulled  or  distilled  water  between  the  prepuce  and  gtans.  Wlien  tbere  is 
much  excoriation  nitrate-of-silver  solution  (1  or  2 :  500)  ijs  often  very 
efficacious,  or  1  :  IW  al urn iniun -acetate  solution  may  be  used.  Lead- 
water  and  laudanum  may  be  applied  if  there  h  much  inflaramation. 

Solutions  of  sul|)hate  or  acetate  of  zinc  (1 :  100)  or  saturated  l>oric- 
acid  solution  are  sonu'times  very  curative.  Aromatic  wine  and  lime- 
water  may  also  be  recommended. 

In  manv  cases  dry  dressings  with  l>oric  acid,  calomel,  subnitrate  of 
bismuth,  nosophen,  aristol,  and  ortliuform,  and  a  pknlget  of  lint  or 
absorbent  cotton  are  very  beneficiah 

In  diphtheritic  balanitis  it  may  be  necessary  to  apply  strong  tincture 
of  iodine  sparingly- 

Balanitis  resulting  from  early  syphilitic  lesions  is  much  benefited  by 
the  use  of  black  or  yellow  washes^  which  are  also  beneficial  in  many 
cases  of  simple  balanitis. 

Copious  and  trcqucut  ablutions  of  the  parts  should  be  practised 
several  times  a  day,  and  when  there  is  any  tendency  to  phimosis  fre- 
quent injections  of  hot  w^atcr  slightly  alkalinizcd  by  l>onix,  or  a  mild 
solutiLm  of  abun,  or  dilute  lead-water,  or  a  solution  of  hicidoride  of 
mercury  (1  :  2000  to  6000)  or  of  carbolic  acid  (1 :  200),  sliould  fre- 
qnently  Ire  made. 

In  most  c^ses  of  el  ironic  balanitis,  particuhirly  in  elderly  men,  cir- 
cumcision IS  urgently  indicated^  since  through  it  alone  can  permanent 
relief  be  obtained. 


HERPES    FROGENITALIS. 

Herpes  progeui talis,  by  some  incorrectly  calleil  "  herpes  prepu- 
tialis,"  is  a  mildly  inflammatory  affection^,  consisting  of  one  or  more 
vesicles  or  groups  of  vesicles.  It  occurs  in  both  sexes,  and  is  perlia|>s 
quite  as  frequent  in  the  female  as  it  is  in  the  male  sex.  In  men  it 
<M^curs  most  frequently  on  the  inner  &iurface  of  the  prcpucCj  in  the  sulcus 
behind  the  cimmaj  on  each  side  of  the  fneuum,  on  the  lips  of  the 
meatus,  on  the  free  margin  of  the  prepuce,  ujM>n  the  integument  of  the 
penis,  and  upon  the  [uibic  region.  In  genenil,  the  vesicles  art*  unilater- 
ally placed,  tliougli  tliey  may  be  symmetrically  developi*d,  or  those 
fitted  on  one  half  of  tlie  organ  may  encroaeli  on  the  otlicr  half. 

In  women  licrpes  progcnitalia  (occurs  on  the  inner  asjject  of  the  labia 
raajoni,  on  all  parts  of  the  labia  minora,  on  the  vestibule  and  ]>repuee  of 
Uie  clitoris,  at  the  orifice  of  the  urethni,  and  iK.'casionally  on  the  outer 
surface  of  the  labia  niajora  and  on  the  raons  Veneris, 

Developmeiit  and  Course. — The  evolution  of  the  affection  may 
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occur  without  any  prodromal  symptoms  whatever :  sometimes  it  is  ante- 
dated by  various  neuralgic  phenomena,  but  in  most  cases  there  are 
slight  burning,  heat,  tickling,  and  itching  just  before  the  outbreak.  In 
nervous  and  chlorotic  women  an  intense  pruritus  often  begins  with,  and 
lasts  during,  the  attack.  General  morbid  states  seem  to  have  little 
influence  on  the  evolution  of  this  affection. 

The  eruption  may  consist  of  a  single  vesicle  or  it  may  consist  of  a 
group  closely  packed,  or,  again,  of  a  number  of  scattered  vesicles,  usu- 
ally following  the  course  of  a  nerve.  The  first  morbid  change  observed 
is  a  red  spot,  which  is  soon  the  seat  of  vesicles.  These  lesions  may  be 
of  the  size  of  a  pin's  head  or  of  the  diameter  of  a  line,  and  are  rounded, 
translucent  vesicles  containing  clear  serum.  When  seated  on  the  mucous 
membranes  they,  owing  to  the  succulence  of  the  parts  and  thinness  of 
the  epidermis,  soon  rupture ;  indeed,  it  is  very  rare  to  see  such  lesions 
intact.  When  seated  on  the  skin,  however,  they  may  remain  intact  for 
some  days,  and  unless  scratched  their  contents  become  turbid  and  they 
dry  into  brownish  scabs.  Rupture  of  the  vesicles  leaves  a  shallow 
exulceration  corresponding  in  size  to  that  of  the  vesicle.  Its  floor  is  at 
first  of  a  deep  rosy-red,  with  a  finely  uneven  surface,  and  its  edges 
sharply  cut  as  if  punched  out,  and  sometimes  undermined,  but  not,  as  a 
rule,  to  the  same  extent  as  in  chancroid.  When  there  is  a  group  of 
vesicles,  they  fuse  together  and  rupture,  forming  a  patch  which  has  been 
described  as  having  a  polycyclical  outline.  This  is  comparable  to  the 
outline  presented  by  two  pieces  of  three-leaf  clover  placed  base  to  base, 
which  then  has  a  festooned  margin  formed  by  segments  of  circles. 

Usually  the  vesicles  heal  in  a  few  days  ;  in  some  cases  they  are  very 
persistent,  and  in  others  they  become  ulcerated  and  indistinguishable 
from  true  chancroids.  In  this  state  their  secretion  is  sometimes  auto- 
inoculable,  and  in  some  cases  the  cause  of  buboes.  (See  section  on 
Chancroids.)  When  seated  on  an  inflamed  prepuce  and  irritated  by 
decomposed  smegma  or  gonorrhoeal  pus,  herpes  progenitalis  sometimes 
assumes  a  more  or  less  destructive  tendency.  Vesicles  may  become  cov- 
ered with  a  thin,  blackish,  very  adherent  crust,  and  thus  they  may 
remain  indolent  with  no  tendency  to  healing. 

When  fully  developed  there  is  usually  an  amelioration  or  subsidence 
of  the  itching,  heat,  or  burning,  but  somewhat  exceptionally  the  excori- 
ated surfaces  are  exquisitely  sensitive,  and  the  patient  shrinks  from  the 
slightest  touch  of  them.  Uncomplicated  cases  last  from  a  few  days  to 
two  weeks.  Untreated  cases,  particularly  in  uncleanly  subjects,  are 
sometimes  persistent  and  rebellious  to  treatment. 

In  exceptional  cases  there  are  swelling  and  pain  in  the  inguinal  gan- 
glia of  the  corresponding  side.  Sometimes,  when  the  vesicles  become 
much  inflamed  and  ulcerated,  suppurating  buboes  occur. 
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Herpes  prL>l^^oiiiiaIis  is  particul;irly  prone  to  relapse  at  longer  uv 
sh(»rter  i liter val?i.  It  is  iseen  mostly  in  young  adult  i^ubjeets,  and  it 
rarely  aeeurs  in  okl  person s» 

Etiology* — hiWiil  determining  conditions  are,  as  a  rule,  the  exciting 
eaose^  of  the  atfeetion,  Tluse  may  be  hriotly  stated  a^  any  or  all  con- 
gestions and  inflammations,  ephemend  or  long  eontinned.  of  various 
grades,  affecting  one^  several,  or  all  portions  of  tlie  gen ito-uri nary  tracts 
of  both  sexes.  Thus,  following  balaiHlis,  particularly  when  resulting 
from  phimosis,  gonorrhrea,  chancroids,  and  hard  chancres,  especially  in 
severe  instance^,  herpes  progenitalis  fretpiently  appears.  In  patients 
suffering  from  strictures  and  those  having  lesions  in  the  posterior  urethra 
herpes  Ikls  Ijcen  known  to  occur,  commonly  at  or  fn]  hi  wing  an  exacer- 
bation. Following  exjiloratory  operations  upon  the  urethra  and  bladder, 
partienlariy  when  protracted,  herpes  of  the  penis  has  been  finmd  to 
dcveh))). 

As  causes  predisposing  to  herjws  progenitalis  in  the  male,  nncleanli- 
ness  an4l  deeompvtsitinn  of  the  seljaceons  n^itter,  excessive  venery  and 
over-indulgence  in  alci>hoUcs,  hot  weather,  obesity,  and  plethoni  are  fre- 
quently noted.  The  neuropathic  condition  may  act  as  an  underlying 
predisposing  eansc. 

In  women  as  in  men,  congestions  and  influm  mat  ions  j  ephemeral  or 
h>ng  continueil,  arc  always  the  underlying  causes  of  herpes  progenitalis. 
Prostitutes  are  thftse  who  sutfer  in  greatest  number  from  this  affection, 
due,  undoubtedly,  to  the  very  frequent  irnlati<m  cif  their  genital  appa- 
ratus in  coitus.  Violence  to  the  female  genitals  in  rajjcand  from  exces- 
sive size  of  the  penis,  and  in  masturbation,  particularly  when  large  and 
firm  substitutes  for  the  ])enis  are  employed,  often  produces  lier|M»s  of  the 
parts.  A'^ulvitis,  vaginitis,  simple  ur  severe,  are  frequently  the  fore- 
runners of  the  aflFection.  Congestion  nf  the  pelvic  organs,  dymsenor- 
rhcea,  pelvic  cellulitis,  metritis,  inflammatiim  of  the  ovaries  and  tubes, 
and  endometritis  are  likewise  occii.^icuial  excitants  of  the  affection.  It 
is  also  a  frequent  torerunner  and  concomitant  affection  of  menstrnatit^n. 
During  this  eptx^h  it  frcipiently  attacks  young  girls,  young  women,  and 
even  those  of  middle  age.  The  attacks  may  ct*me  on  every  month  i>r 
there  may  be  intervals  of  freedom  of  several  months.  It  is  perhaps 
rather  more  frequent  in  sexually-inclined  and  neurasthenic  women.  As 
in  men,  so  in  women,  herpes  progenitalis  is  seen  in  early  and  late  adult 
lite,  ami  tVaind  to  relapse  in  the  same  exasperating  manner. 

It  is  probable  that  in  all  cases  of  herpes  progenitalis  disturbanc© 
occurs  in  ihe  nervous  are  which  exists  between  the  genital  aj>paratus 
and  the  spinal  con:!,  and  that  irritation  is  tninsniitted  from  the  external 
or  deep  portions  of  the  genital  apparatus  backward  to  the  spinal  nerve- 
centres,  and  from  these  conveyed  to  some  portion  or  portions  of  the 
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penis,  vulva,  or  mons  Veneris.  Clinically,  many  cases  of  herpes  pro- 
genitalis  present  features  of  similarity  to  herpes  zoster,  even  to  the  point 
of  being  coexistent  with  it 

Diagnosis. — Usually,  the  diagnosis  of  herpes  of  the  genitalia  is 
readily  made,  but  when  exulcerated  the  vesicles  may  closely  resemble 
chancroid  or  hard  chancre.  As  a  rule,  the  sensations  of  heat,  itching, 
and  burning,  the  superficial  character  of  the  lesion,  its  less  profuse 
secretion,  and  scarcely  undermined  edges  will  establish  the  diagnosis, 
which  may  be  strengthened  by  the  history  of  relapses.  Further,  the 
very  frequent  unilateral  position  and  i)eculiar  groupings  of  the  herpes 
vesicles  are  important  diagnostic  aids,  while  in  some  cases  the  arrange- 
ment of  these  lesions  in  the  course  of  a  nerve  points  undoubtedly  to 
their  nature. 

Both  in  its  solitary  and  multiform  conditions  herpes  may  resemble 
the  syphlitic  chancre  in  its  early  and  erosive  stiige  (clmncrous  erosion). 
There  are  probably  more  errors  made  by  mistaking  this  as  yet  undeveloped 
initial  lesion  for  herpes  than  there  are  about  any  other  form  of  the  hard 
chancre.  The  surface  of  the  chancrous  erosion  is  usually  of  a  deeper 
and  duller  red  color,  even  coppery,  and  its  floor  is  smooth  and  shining, 
without  any  small  granulations.  Its  areola  is  very  slight  and  of  a  dull- 
red  color,  and  there  is  a  general  absence  of  inflammation  about  the 
whole  lesion.  The  statement  has  been  made  with  much  positiveness 
that  pressure  between  the  thumb  and  forefinger  of  a  chancrous  erosion 
will  fail  to  cause  a  drop  of  serum  to  exude  from  its  surface,  while  if 
similarly  treated  a  herpetic  vesicle  gives  issue  to  repeated  drops.  This 
diagnostic  point,  in  my  judgment  should  be  interpreted  in  a  contrariwise 
direction.  Slight  pressure  of  the  chancrous  erosion,  will  cause  free 
exudation  of  serum,  while  similar  manipulation  of  herpetic  vesicles 
never  produces  more  than  a  scanty  secretion,  so  that  abundance  of 
secretion  is  at  least  presumptive  evidence  of  chancrous  erosions. 

It  is  a  good  rule  to  be  always  guarded  and  reserved  in  the  diagnosis 
of  these  minute  lesions,  particularly  in  cases  in  which  there  is  absence 
of  the  prodromal  and  accompanying  symptoms  of  herpes,  and  especially 
when  the  lesion  seems  particularly  insignificant.  This  point  cannot  be 
stated  in  a  too  impressive  manner.  It  is  these  insignificant  lesions 
which  usually  develop  into  hard  chancres.  In  like  manner,  a  clear 
history  of  antecedent  herpes  should  not  embolden  the  surgeon  to  speak 
too  confidently  of  the  simple  character  of  its  successor.  A  group  of 
chancrous  erosions  constitutes  what  is  called  the  multiple  herpetiform 
chancre,  which  is  liable  to  be  mistaken  for  a  cluster  of  herpetic  vesicles. 

Patches  of  chancrous  erosions  assume  a  round  or  oval  outline  or 
irregularly  round  or  oval  shape.  Herpes  progenitalis,  on  the  contrary, 
has  the  polycyclic  forms  with  its  festooned  and  segments-of-circles-like 
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maru:inSj  due  to  the  fnsinii  of  a  ^roup  of  ronud  vei^iele^,  Tiie  nuthiple 
herpettforni  charicre,  tiowever,  riKiy  present  for  a  few  Uayrs  a  typieiiUy 
distinct  polyeyclic  outline. 

Treatment, — The  first  indieation  is  to  remove  irritatiun  or  iiitlam- 
matioii  from  the  external  and  internal  jKirts  of  tlie  male  or  female 
genital  apj>aratns.  If  any  {ibnormalily  of  the  prepuce  exist:?  as  a  pre- 
dispx-^iiiij^  eanse,  cireumeirfiim  should  l>e  j>erfonned  a;^  early  as  pos.^ihle 
after  the  healing  of  the  lesions,  since  benefit  is  j>roduced  in  the  vast 
majority  of  rases*  Any  deep-r^eated  urethral  tronlde  or  affection  of  any 
of  the  accessory  parts  of  the  p^iital  tmct  should  receive  appropriate 
trcatTueut.  All  soirrees  of  irritation  of  the  penis  should  he  avoided, 
and  frequent  ablutions  in  hot  water  made.  Any  coexisting  dyscrasia — 
gouty,  rhcnmatic,  neurotic,  or  plethoric — should  receive  pr(>pcr  atten- 
tion.    Sexual,   alcoholic,   and   dietary  excesses  should    be    intcrdicteil, 

lu  women,  as  far  as  possibl(%  irritations,  congestions^  aud  inflamma- 
tions should  be  avoidetl  or  removed  by  appropriate  treatment,  and  the 
freiiucnt  use  of  d^Kiches  of  hot  water  slnndd  be  insisted  upvu.  The 
health  of  the  ]>atieut  should  be  considered,  and  any  deviatiou  fnmi  the 
normal  attended  to. 

In  the  matter  of  local  treatment  it  is  important  to  observe  the  most 
S4:'rupnlous  I'Icardincss  of  the  parts,  vvliieh  should  be  careful ly  washed 
twice  daily  in  s<jap  and  w^ater  aud  irrigtited  with  ljtchh>ride  solution 
(1 :  2000).  In  very  irritable  cases  immersion  of  the  penis  in  very  hot 
water  is  indieate<l.  In  these  cases  also  the  Icad-and-opium  wash  in 
very  beneficial. 

Black  and  yellow  w^ashes  and  ammatic  wine  are  very  useful  applica- 
tions, and  in  many  cases  the  red  wash  (1  prr  ceut.  snl|>hate  of  zinc  dis- 
solved in  water  arid  perfumed  with  coinpouud  spirits  of  lavender)  will 
produce  prompt  healing.  As  dry  applicaticms,  aristol,  orthoform,  xero- 
form,  antinosiue,  and  europhcn  may  be  of  service  in  many  cases. 

lu  the  somewhat  rare  cases  iu  which  thi-re  is  tendency  to  ulceration 
it  may  be  necessary  to  re8ort  to  the  application  of  iodoform.  When 
the  cast*  is  treated  on  rigid  antiseptic  lines,  the  tendency  to  ulceration 
and  iugniual  adenitis  will  be  seltioni  seen. 

VEGETATIONS. 

Vegetations  are  papillary  new-growths  formed  by  hypertrophy  of  the 
pa|jilhe,  in«*rease  in  the  epidermis  aud  capillaries^  and  hyperplasia  of 
connective  tissue. 

Vegetations  are  not,  in  the  majority  of  eases,  of  venereal  origin, 
though  their  most  frequent  sites  of  deveiopnieut  are  on  or  in  the  neigh- 
borhood of  the  genitals  of  both  sexes,  particularly  in  persous  who  have 
had  gonorrhtea,  lencorrhosa,  chancroids,  and  fiypbilis,  and  in  pregnant 
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women.  It  is  incumbent  upon  the  physician  to  be  very  careful  in  the 
employment  of  the  word  "  venereal "  as  applied  to  warts,  for  great  in- 
justice may  be  done  to  patients,  male  and  female,  in  whom  these  lesions 
may  be  present,  but  who  may  not  have  been  guilty  of  sexual  trans- 
gression. Their  growth  is  induced  and  favored  on  mucous  surfaces 
and  at  the  junction  of  the  skin  and  mucous  membrane,  and  on  thin, 
delicate  skin  by  uncleanliness,  by  the  decomposition  of  sweat  and  of 
sebaceous  matter,  and  by  the  presence  of  guuorrhoeal  and  other  kinds 
of  pus.  For  clearness  of  description,  vegetations  may  be  divided  into 
two  well-marked  classes  :  first,  the  soft,  succulent  warts  of  the  mucous 
membranes  and  mucocutaneous  junctions  ;  second,  the  harder  and  firmer 
warts  which  appear  on  the  skin,  particularly  near  the  genitals,  since 
here  the  two  factors  essential  to  their  growth — namely,  heat  and  mois- 
ture— exist. 

Soft  Vegetations. 

Vegetations,  especially  of  the  soft  kind,  are  mostly  seen  in  subjects 
of  from  twelve  years  to  adult  life,  and  in  the  male  and  female  in  about 
equal  proi)ortions.  As  age  advances  they  are  less  frequently  observed, 
and  in  middle-aged  and  old  persons  they  are  harder,  firmer,  and  sessile, 
less  vascular,  and  fewer  in  numbers,  most  commonly  resembling  the 
chronic  seed-warts  of  the  hands. 

Vegetations  begin  as  minute  reddened  erosions  of  the  mucous  mem- 
brane, which  very  soon  come  to  look  like  pinhead-sized,  rosy-red,  finely- 
granular  papules.  In  tliis  state  they  may  be  mistaken  for  incipient  hard 
chancres.  From  this  insignificant-looking  lesion  growths  even  of  vast 
size  spring.  When  the  parts  are  moist  and  little  attention  is  paid  to 
cleanliness,  they  grow  rai)idly  and  exuberantly,  but  where  the  parts  are 
drie<l  they  grow  slowly  and  show  less  tendency  to  peripheral  develop- 
ment. The  close  coaptation  of  parts,  with  their  greater  inaccessibility 
to  care  and  their  increased  secretions,  also  favors  rapid  growth.  The 
pinhead-sized  warts  already  described  grow  in  height  and  in  breadth  and 
form  vegetations  of  various  shapes.  They  may  be  rounded  and  sessile 
or  pedunculated  or  Indian-club-  and  mushroom-shai>ed,  in  which  condi- 
tions they  vary  in  size  from  that  of  a  i)ea  to  that  of  a  raspberry.  Or, 
instead  of  growing  in  breadth,  when  from  the  formation  of  the  parts 
they  are  subjected  to  lateral  pressure,  they  grow  to  a  length  of  an  inch 
and  more,  and  separated  they  look  like  so  many  thin  red  spears  with 
smooth  red  sides  jutting  out  and  nidiating  in  various  directions. 

Moderately  developed  vegetations  in  the  coronal  sulcus  and  on  the 
inner  layer  of  the  prepuce  are  well  shown  in  Fig.  75. 

The  exuberant  development  of  warts  of  the  sessile  and  pedunculated 
or  club-shai)ed  forms  may  result  in  new  growths  of  enormous  size  which 
are  called  fungating  masses  and  cauliflower  excrescences.     (See  Fig.  76.) 


ExuberiiQt  waiiH  IrvoIviiik  *h*?  inni  r  li 

the  ^In 


Various  aiiiinviri^  aiid  injurious  medmiiieal  conditions  are  sometimes 
causcj  hv  vegetations  in  l)oth  mule  and  female.  Men  having  the  v^ari- 
oiH  malformations  of  the  pirpuee,  snch  as  small n*^;^^  nf  the  orifice, 
Btniitness  and  tightness  and  redundancy,  and  those  in  wlinm  the  frsenum 
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is  short,  upon  the  development  of  warts  on  these  parts  are  very  liable 
to  phimosis.  This  complicated  condition  is  often  accompanied  by  much 
inflammatory  action,  with  a  copious  flow  of  pus.  Warts  thus  concealeil 
under  the  prepuce,  the  conditions  being  so  favorable,  grow  rapidly, 
sometimes  pushing  forward  and  out  of  the  preputial  orifice,  and  again 
they  press  upward,  causing  gangrene  and  perforation  of  the  prepuce. 

When  seated  about  the  frsenum  they  first  cause  difficulties  in  retract- 
ing the  foreskin,  and  later  on  phimosis  or  paraphimosis. 

In  women  vegetations  at  the  meatus  and  in  the  vestibule  very  often 
give  rise  to  irritation,  often  severe  in  character,  spasmodic  pains,  burn- 
ing, and  a  discharge,  and  sometimes  a  frequent  desire  to  pass  water,  and 
they  may  act  as  an  impediment  to  urination.  In  the  vulva  and  around 
the  introitus  vaginae,  besides  these  inflammatory  accompaniments,  when 
small  they  interfere  with  the  introduction  of  specula  and  with  coitus, 
and  when  excessively  large,  even  to  the  size  of  an  egg  or  an  orange, 
they  impede  urination  and  effectually  block  up  the  vaginal  orifice. 
Cure  of  such  cases  often  involves  partial  stenosis  of  the  orifice. 

In  women  warts  about  the  vulva  sometimes  lead  to  great  hypertrophy 
and  disfigurement  of  the  parts. 

Corneous  Vegetations. 

The  hard  or  corneous  warts  of  the  skin  may  exist  alone  or  follow  the 
successive  crops  of  soft  ones  which  begin  on  mucous  surfaces.  They 
consist  of  small  red,  sometimes  dirty-brown,  sessile,  rounded  or  pointed 
tumors,  quite  firm  in  structure,  of  an  area  of  a  line  or  more,  and  of  a 
height  of  two  or  more  lines.  The  features  are  usually  very  striking 
and  in  marked  contrast  to  condylomata  of  syphilis.  In  structure  they 
are  similar  to  the  soft  ones,  exce])t  that,  owing  to  the  nature  of  the  skin, 
their  epidermal  covering  is  thicker,  their  papillae  shorter,  and  the  con- 
nective tissue  more  condensed.  They  occur  on  the  penis,  on  the  scrotum, 
in  the  crural  folds,  and  about  the  anus  in  the  male,  and  on  the  labia 
majora,  inner  surface  of  the  thighs,  on  the  perineum,  and  about  the  anus 
in  women.  Like  those  of  the  soft  variety,  they  increase  in  great 
numbers,  though  more  slowly.  On  coaptcd  surfaces  their  epithelial 
covering  may  be  rubbed  off^,  and  they  then  give  issue  to  a  sticky,  fetid 
secretion,  which,  mixed  with  sebum  and  sweat,  is  sometimes  copious. 
Their  further  course  is  influenced  by  the  conditions  which  surround 
them.  If  the  parts  are  the  seat  of  heat  and  moisture,  especially  if  the 
patient  is  uncleanly,  they  grow  and  multiply  luxuriantly ;  but  if  they 
occur  on  exposed  surfaces,  and  particularly  if  they  are  carefully  cleansed 
or  dusted  with  absorbent  powders,  they  may  remain  quiescent  indefi- 
nitely. In  like  manner,  the  soft  warts,  when  seated  on  parts  which  can 
be  kept  dry  and  are  either  exposed  to  the  air  or  to  the  action  of  absorb- 
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Herpes  pmgeriitidis  is  particuhirly  pnnie  to  ri-kipse  at  longer  or 
shorter  interval?.  It  is  ij^een  mostly  in  young  adult  subjects,  aod  it 
nxrely  tHTurs  in  oltl  jK-rsuns. 

Etiolo^. — Lm^al  dotormiiiin*^  conditions  are,  tLS  a  ride,  the  exciting 
causes  «jf  llie  affectiun.  These  may  in^  l»riefly  stated  as  any  or  all  con- 
gestions and  inflammations,  ephemcnd  or  long  continued,  of  various 
grades,  affecting  one,  sevenil,  or  all  pcirtions  of  the  gen iti^-nri nary  tracts 
of  htith  sQxvii,  Thus,  follciwing  balanitis,  purlieularly  when  resulting 
from  phimosis,  gf>norrhcea,  chancroids,  and  hard  ehaneres,  especially  id 
severe  instance^,  herpes  progenitahs  frequently  ap|)ears.  In  patients 
suffering  from  strictures  and  those  having  lesions  in  the  posterior  urethra 
herpes  has  been  known  to  occur,  commonly  at  or  following  an  exacer- 
haticnK  Following  exploratory  operations  upon  the  urethra  and  bladder, 
particularly  when  protnieted,  herpes  of  the  jienis  has  Iwen  foumi  to 
develo|>. 

As  causes  predisjK^ising  to  herpes  progenitalis  in  the  male,  iincleanli- 
iiciis  aud  decijui  posit  ion  of  the  selmceons  matter,  excessive  venery  and 
over-indulgence  in  alcoliolics,  hot  weather,  oljcsity,  siud  pleihom  are  fre- 
queutly  noted.  The  neuropathic  condition  may  act  a-s  an  underlying 
predisposing  cause. 

In  women  as  in  men,  congestions  and  inflanimatious,  ephcmend  or 
long  ciintimied,  are  always  the  underlying  causes  of  herpe-s  progenitalis. 
Prostitutes  are  those  who  suffer  in  greatest  number  from  this  affeetion, 
due,  undoubtetlly,  to  the  very  frequent  irritation  of  their  genital  appii- 
ratus  in  coitus.  Violence  to  the  female  genitals  in  rape  aud  from  exces- 
sive size  of  the  jwnis,  and  in  masturbation,  pirticularly  when  large  and 
firm  substitutes  for  the  penis  are  employed,  often  produces  her|»es  of  the 
parts.  Vulvitis,  vagiuitis^  simple  or  severr%  are  frc^quently  the  fore- 
run ner^  of  the  affection.  Congest i^ui  of  the  {xdvie  organs,  dy^rast^nor- 
rluca,  pelvic  cellulitis,  metritis,  inflammation  of  the  ovaries  and  tu!>es, 
aud  endometritis  are  likew^ise  i>ccasional  excitants  of  the  affection.  It 
IS  also  a  frequent  forerunner  and  concomitant  affection  of  menstruatiiui. 
During  this  epoch  it  frequently  attacks  young  girls,  yoimg  women,  and 
even  those  of  middle  age.  The  attacks  may  come  on  every  month  or 
there  may  be  intervals  of  freedom  of  scvem!  months.  It  is  perhaps 
rather  more  frequent  in  sexually-inclined  and  neurasthenic  women.  As 
in  nieu^  so  in  women,  lierpes  progeni talis  is  s(*en  in  early  and  late  adult 
lite,  aud  found  to  relapse  in  tlic  same  cxaspenitiug  manner. 

It  is  probalde  that  in  all  cases  of  hcrjjes  progenitalis  disturbance 
i»ccurs  iu  the  nervous  arc  which  exists  between  the  genital  appanitns 
and  the  spinal  cord,  and  that  irritation  is  transmitted  from  the  external 
or  deep  portions  of  the  genital  apparatus  backward  to  the  spinal  nerve- 
centres,  and  from  these  conveyed  to  some  portion  or  [wirtions  of  the 
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penis,  vulva,  or  mons  Veneris.  Clinically,  many  cases  of  herpes  pro- 
genitalis  present  features  of  similarity  to  herpes  zoster,  even  to  the  point 
of  being  coexistent  with  it. 

Diagnosis. — Usually,  the  diagnosis  of  herpes  of  the  genitalia  is 
readily  made,  but  when  exulcerated  the  vesicles  may  closely  resemble 
chancroid  or  hard  chancre.  As  a  rule,  the  sensations  of  heat,  itching, 
and  burning,  the  superficial  character  of  the  lesion,  its  less  profuse 
secretion,  and  scarcely  undermined  edges  will  establish  the  diagnosis, 
which  may  be  strengthened  by  the  history  of  relapses.  Further,  the 
very  frequent  unilateral  position  and  peculiar  groupings  of  the  herpes 
vesicles  are  important  diagnostic  aids,  while  in  some  cases  the  arrange- 
ment of  these  lesions  in  the  course  of  a  nerve  points  undoubtedly  to 
their  nature. 

Both  in  its  solitary  and  multiform  conditions  herpes  may  resemble 
the  syphlitic  chancre  in  its  early  and  erosive  stage  (chancrous  erosion). 
There  are  probably  more  errors  made  by  mistaking  this  as  yet  undeveloped 
initial  lesion  for  herpes  than  there  are  about  any  other  form  of  the  hard 
chancre.  The  surface  of  the  chancrous  erosion  is  usually  of  a  deeper 
and  duller  red  color,  even  coppery,  and  its  floor  is  smooth  and  shining, 
without  any  small  granulations.  Its  areola  is  very  slight  and  of  a  dull- 
red  color,  and  there  is  a  general  absence  of  inflammation  about  the 
whole  lesion.  The  statement  has  been  made  with  much  positiveness 
that  pressure  between  the  thumb  and  forefinger  of  a  chancrous  erosion 
will  fail  to  cause  a  drop  of  serum  to  exude  from  its  surface,  while  if 
similarly  treated  a  herpetic  vesicle  gives  issue  to  repeated  drops.  This 
diagnostic  point,  in  my  judgment  should  be  interpreted  in  a  contrariwise 
direction.  Slight  pressure  of  the  chancrous  erosion,  will  cause  free 
exudation  of  serum,  while  similar  manipulation  of  herpetic  vesicles 
never  produces  more  than  a  scanty  secretion,  so  that  abundance  of 
secretion  is  at  least  presumptive  evidence  of  chancrous  erosions. 

It  is  a  good  rule  to  be  always  guarded  and  reserved  in  the  diagnosis 
of  these  minute  lesions,  particularly  in  cases  in  which  there  is  absence 
of  the  prodromal  and  accompanying  symptoms  of  herj)es,  and  especially 
when  the  lesion  seems  particularly  insignificant.  This  i>oint  cannot  be 
stated  in  a  too  impressive  manner.  It  is  these  insignificant  lesions 
which  usually  develop  into  hard  chancres.  In  like  manner,  a  clear 
history  of  antecedent  herpes  should  not  embolden  the  surgeon  to  speak 
too  confidently  of  the  simple  character  of  its  successor.  A  group  of 
chancrous  erosions  constitutes  what  is  called  the  multiple  herpetiform 
chancre,  which  is  liable  to  be  mistaken  for  a  cluster  of  herpetic  vesicles. 

Patches  of  chancrous  erosions  assume  a  round  or  oval  outline  or 
irregularly  round  or  oval  shape.  Herpes  progeni talis,  on  the  contrary, 
has  the  polycyclic  forms  with  its  festooned  and  segments-of-circles-like 
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mar^'m:^,  due  tt>  the  fusion  of  a  group  of  round  vo^k^les,  Tlie  multiple 
hi:'r|>etiforin  ehaiicrc^  however,  may  prej^eiit  for  a  few  days  a  typieally 
distinct  polycyclic  outline. 

Treatment. —Tlie  first  inJieatinn  is  to  remove  irritation  or  inflam- 
mation from  tlie  external  and  internal  part^  of  tlie  inide  or  female 
genital  apparatus.  If  any  abnormality  of  the  prepnce  exists  as  a  pre- 
disjMisiug  eause,  cirenmcision  should  he  performed  as  early  as  p«)ssihle 
after  the  healing  of  the  lesions,  since  IxMiefit  i.s  produced  in  tlie  vast 
majority  of  eases.  Any  deep-seated  uretlinil  tronhle  or  affeetion  of  any 
of  the  accessory  partes  of  tlie  genital  tract  Sihould  receive  appropriate 
treatment.  All  sources  of  irritation  of  the  i)enis  should  he  avoitled, 
and  frei|ueut  ablutions  in  hot  water  made.  Any  coexisting  dyse-rasia — 
gouty,  rheumatic,  neurotic,  or  pletlioric — should  reeeive  pr<jjK»r  atten- 
tion.    Siwual,  ah'ijholie,   ami   dietary  excesses  should    he    interdicted. 

In  women,  as  far  as  possible,  irritations,  congestif>ns,  and  inflamma- 
tions should  be  avoidefl  or  rcruoved  by  appropriate  treatment,  and  the 
fre<pient  use  of  douches  of  hot  water  should  be  insisted  njjou.  The 
health  ivi'  the  patient  shonld  be  considered,  and  any  deviation  frctni  the 
normal  attended  to. 

In  the  matter  of  local  treatment  it  is  imjK)rtant  to  oliserve  the  most 
scrupulous  cleanliness  of  the  parts,  which  shuuhl  be  carefully  washed 
twice  daily  in  simp  and  water  and  irrigiited  with  biehh^ride  solution 
(1 :20<)()).  In  very  irritable  i^ses  immersion  of  the  penis  in  very  hot 
water  is  in<lieated.  In  these  eases  also  tlje  lead-aiid-i>piuni  wash  is 
very  henetii-ial. 

Black  luitl  yellow  washes  and  aromatic  wine  are  very  useful  applica- 
tions, a?id  in  many  eases  the  red  wash  {1  ptT  cent,  snlpliate  of  zine  dis- 
solved in  water  and  perfumed  with  Ciinipound  spirits  of  lavender)  will 
pffHluee  prompt  healing.  As  dry  applications,  aristol,  orthoform,  xero- 
form»  antiiK^sine,  and  europlien  may  he  of  service  in  many  cases. 

In  the  somewhat  rare  cases  in  which  there  is  tendency  to  tileeration 
it  may  he  neeessjiry  to  resort  to  the  application  of  iodoform.  When 
the  case  is  treated  on  rigid  antiseptic  liues^  the  tendency  to  ulceration 
and  inguinal  adenitis  will  be  seldom  seen. 


VEGETATIONS. 

Vegetations  are  papillary  new-growths  turnved  hy  hypertmphy  of  the 
jKi[>ilhe,  increase  in  the  epidermis  and  capillaries,  and  hyperplasia  of 
connective  tissue. 

Vegt^tations  are  not,  in  tlie  majority  of  eases,  of  venereal  origin, 
though  their  most  fretpient  sites  of  development  are  on  or  in  the  neigh- 
borhood of  the  genitals  of  both  sexes^  particularly  in  iK*rsons  who  have 
had  gonorrhoea,  leueorrlui^aj  ehancroidsj  and  syphilis^  and  in  pregnaot 
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women.  It  is  incumbent  upon  the  physician  to  be  very  careful  in  the 
employment  of  the  word  "  venereal "  as  applied  to  warts,  for  great  in- 
justice may  be  done  to  patients,  male  and  female,  in  whom  these  lesions 
may  be  present,  but  who  may  not  have  been  guilty  of  sexual  trans- 
gression. Their  growth  is  induced  and  favored  on  mucous  surfaces 
and  at  the  junction  of  the  skin  and  mucous  membrane,  and  on  thin, 
delicate  skin  by  uncleanliness,  by  the  decomposition  of  sweat  and  of 
sebaceous  matter,  and  by  the  presence  of  gonorrhoeal  and  other  kinds 
of  pus.  For  clearness  of  description,  vegetations  may  be  divided  into 
two  well-marked  classes :  first,  the  soft,  succulent  warts  of  the  mucous 
membranes  and  mucocutaneous  junctions  ;  second,  the  harder  and  firmer 
warts  which  appear  on  the  skin,  particularly  near  the  genitals,  since 
here  the  two  factors  essential  to  their  growth — namely,  heat  and  mois- 
ture—exist. 

Soft  Vegetations. 

Vegetations,  especially  of  the  soft  kind,  are  mostly  seen  in  subjects 
of  from  twelve  years  to  adult  life,  and  in  the  male  and  female  in  about 
equal  proportions.  As  age  advances  they  are  less  frequently  observed, 
and  in  middle-aged  and  old  persons  they  are  hanlcr,  firmer,  and  sessile, 
less  vascular,  and  fewer  in  numbers,  most  commonly  resembling  the 
chronic  seed-warts  of  the  hands. 

Vegetations  begin  as  minute  reddened  erosions  of  the  mucous  mem- 
brane, which  very  soon  come  to  look  like  pinlicad-sizcd,  rosy-red,  finely- 
granular  papules.  In  this  state  they  may  be  mistaken  for  incipient  hard 
chancres.  From  this  insignificant-looking  lesion  growths  even  of  vast 
size  spring.  When  the  parts  are  moist  and  little  attention  is  paid  to 
cleanliness,  they  grow  rapidly  and  exuberantly,  but  where  the  parts  are 
dried  they  grow  slowly  and  show  less  tendency  to  peripheral  develop- 
ment. The  close  coaptation  of  parts,  with  their  greater  inaccessibility 
to  care  and  their  increased  secretions,  also  favors  rapid  growth.  The 
pinhead-sized  warts  already  described  grow  in  height  and  in  breadth  and 
form  vegetations  of  various  shapes.  They  may  be  rounded  and  sessile 
or  pedunculated  or  Indian-club-  and  mushroom-shaped,  in  which  condi- 
tions they  vary  in  size  from  that  of  a  \ycii  to  that  of  a  raspberry.  Or, 
instead  of  growing  in  breadth,  when  from  the  formation  of  the  parts 
they  are  subjected  to  lateral  pressure,  they  grow  to  a  length  of  an  inch 
and  more,  and  separated  they  look  like  so  many  thin  red  spears  with 
smooth  red  sides  jutting  out  and  radiating  in  various  directions. 

Moderately  developed  vegetations  in  the  coronal  sulcus  and  on  the 
inner  layer  of  the  prepuce  are  well  shown  in  Fig.  75. 

The  exuberant  development  of  warts  of  the  sessile  and  i)edunculated 
or  club-sha{)ed  forms  may  result  in  new  growths  of  enormous  size  which 
are  called  fungating  masses  and  cauliflower  excrescences.     (See  Fig.  7G.) 


EYUbemnt  wurt*  ltiv<*lvinjj  tht-  inner  l»ycr  of  the  prepuco,  the  autcut,  And  Ihc  greater  t^^itioa  of 
the  gliius  (cnuUUowir  aj>i>fiimuet?i, 

ViiriousaiinoyinLr  and  injiirioiis  meebaiiicnil  conditions  arc  scuuetinies 

cansinl  hv  ve^tations  in  bcith  niiilo  and  IVniaU\     Men  having  the  vari- 

HIS  maltVirmations  of   (lie  pmpnee,  snch  as  ^niallne^i^  of   the  orifice, 

tniitne88  and  ti^ditness  and  nilnnthuTov,  and  those  in  whom  the  fr«enum 
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is  short,  upon  the  development  of  warts  on  these  parts  are  very  liable 
to  phimosis.  This  complicated  condition  is  often  accompanied  by  much 
inflammatory  action,  with  a  copious  flow  of  pus.  Warts  thus  concealed 
under  the  prepuce,  the  conditions  being  so  favorable,  grow  rapidly, 
sometimes  pushing  forward  and  out  of  the  preputial  orifice,  and  again 
they  press  upward,  causing  gangrene  and  {perforation  of  the  prepuce. 

When  seated  about  the  frsenum  they  first  cause  difficulties  in  retract- 
ing the  foreskin,  and  later  on  phimosis  or  paraphimosis. 

In  women  vegetations  at  the  meatus  and  in  the  vestibule  very  often 
give  rise  to  irritation,  often  severe  in  character,  spasmodic  pains,  burn- 
ing, and  a  discharge,  and  sometimes  a  frequent  desire  to  pass  water,  and 
they  may  act  as  an  impediment  to  urination.  In  the  vulva  and  around 
the  introitus  vaginae,  besides  these  inflammatory  accompaniments,  when 
small  they  interfere  with  the  introduction  of  specula  and  with  coitus, 
and  when  excessively  large,  even  to  the  size  of  an  egg  or  an  orange, 
they  impede  urination  and  effectually  block  up  the  vaginal  orifice. 
Cure  of  such  cases  often  involves  partial  stenosis  of  the  orifice. 

In  women  warts  about  the  vulva  sometimes  lead  to  great  hypertrophy 
and  disfigurement  of  the  parts. 

Corneous  Vegetations. 

The  hard  or  corneous  warts  of  the  skin  may  exist  alone  or  follow  the 
successive  crops  of  soft  ones  which  begin  on  mucous  surfaces.  They 
consist  of  small  red,  sometimes  dirty-brown,  sessile,  rounded  or  pointed 
tumors,  quite  firm  in  structure,  of  an  area  of  a  line  or  more,  and  of  a 
height  of  two  or  more  lines.  The  features  are  usually  very  striking 
and  in  marked  contrast  to  condylomata  of  syphilis.  In  structure  they 
are  similar  to  the  soft  ones,  except  that,  owing  to  the  nature  of  the  skin, 
their  epidermal  covering  is  thicker,  their  papillae  shorter,  and  the  con- 
nective tissue  more  condensed.  They  occur  on  the  penis,  on  the  scrotum, 
in  the  crural  folds,  and  about  the  anus  in  the  male,  and  on  the  labia 
majora,  inner  surface  of  the  thighs,  on  the  perineum,  and  about  the  anus 
in  women.  Like  those  of  the  soft  variety,  they  increase  in  great 
numbers,  though  more  slowly.  On  coapted  surfaces  their  epithelial 
covering  may  be  rubbed  off",  and  they  then  give  issue  to  a  sticky,  fetid 
secretion,  which,  mixed  with  sebum  and  sweat,  is  sometimes  copious. 
Their  further  course  is  influenced  by  the  conditions  which  surround 
them.  If  the  parts  are  the  seat  of  heat  and  moisture,  especially  if  the 
patient  is  uncleanly,  they  grow  and  multiply  luxuriantly;  but  if  they 
occur  on  exposed  surfaces,  and  particularly  if  they  are  carefully  cleansed 
or  dusted  with  absorbent  powders,  they  may  remain  quiescent  indefi- 
nitely. In  like  manner,  the  soft  warts,  when  seated  on  parts  which  can 
be  kept  dry  and  are  either  exposed  to  the  air  or  to  the  action  of  absorb- 
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The  ct>lor  of  vegetations  varies  in  different  snhjeets  and  at  different 
tiincs.  They  nuiy  l>e  of  tlie  dee]>  nnl  r*f  tlie  eock's  eonib,  ^r  nf  i\  ]>rir- 
plish  red,  and  wiien  rather  small  tliey  may  be  l>ut  slightly  more  pink 


Fio.  75, 


iSua  young  vcgt'Utioiia  In  the  eoronal  sulcus  iinrt  near  friRntjiii. 

than  the  mueon.s  memhrane  ujwn  which  they  are  seated  ;  tivt|iiently 
they  are  of  a  ^niy  or  dirty-gray  eolor.  Their  i^urface  is  covered  witli 
minute  mamniillated  warty  elevations  reHemljIing  those  of  the  straw- 
berry or  ras))hurry.     (See  Fig^.  7(j,) 

Fio,  7*1 


Exuberant  Wftrtv  InTotrlD^  the  inner  layer  of  Ihe  prepuce^  the  sulcus,  mud  the  greftter  portion  of 
the  ijlanii  ^clltJlit^owL■^apf>e«^aIlccl. 

Various  annoy hi^  and  injnrioiis  ineehanieal  eoiidilions  are  sometimes 
ctiused  by  vegi'tations  in  both  male  and  female.  Men  liaving  the  van- 
OILS  malformations  of  the  jirepnee,  sueli  as  smallncss  of  the  orifiee^ 
stniitncss  and  tightness  and  rednndancv,  and  thuse  In  whom  the  fnenum 
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origin  is  clear.  But  in  many  cases,  from  carelessness  or  ignorance, 
patients  can  give  no  history  of  a  chancre  or  chancroid.  Subpreputial 
chancroids  are  attended  with  much  more  severe  and  rapid  inflammation 
than  simple  balanitis.  The  pus  becomes  very  copious,  less  thick  and 
creamy  than  in  simple  affection,  and  commonly  of  a  rusty  color.  Soon 
the  distal  end  of  the  penis  becomes  swollen,  in  shape  like  an  Indian 
club,  and  of  a  dusky-red  color  and  very  frequently  chancroids  are 
developed  by  auto-inoculation  around  the  preputial  orifice. 

Subpreputial  hard  chancres  producing  phimosis  may  be  mistaken  for 
simple  balanitis.  This  complication,  as  a  rule,  is  much  less  active  in  its 
nature  than  chancroidal  phimosis.  The  infection  increases  slowly,  usu- 
ally with  much  less  secretion  of  pus,  it  being  at  first  very  often  a  sero- 
pus.  The  oedema  increases  slowly,  is  more  aphlogmasic  or  less  red,  but 
rather  firmer.  The  diagnosis  is  usually  soon  cleared  up  by  the  develop- 
ment of  the  indurated  ganglia  in  the  groin,  and  perhaps  by  the  indura- 
tion of  the  lymphatics  and  veins  of  the  penis.  In  very  many  cases  it 
is  possible,  upon  careful  palpation,  to  determine  the  presence  of  a  well- 
defined  induration  under  the  prepuce.  It  must  be  remembered  that  sub- 
preputial vegetations  also  grow  slowly,  produce  phimotic  balanitis,  and 
feel  like  hard  chancres  under  the  prepuce.  The  secretion  accompany- 
ing them  is  profuse  and  of  a  disgusting  odor,  the  inflammatory  reaction 
is  rather  late  in  appearing,  and  the  lymphangitis  and  adenitis  are  less 
common  and  of  a  more  inflammatory  nature  than  in  the  phimotic  bala- 
nitis of  hard  chancre. 

It  is  sometimes  a  difficult  question  to  decide  whether  in  a  given  case 
phimotic  balanitis  is  caused  by  chancroids  or  vegetations,  and  sometimes 
it  can  be  done  only  after  incision  of  the  prepuce. 

Prognosis. — In  general,  the  prognosis  of  balanitis  is  good.  When 
due  to  chancroids,  besides  the  destruction  of  the  prepuce  and  glans — 
and  perhaps  of  the  urethra — which  is  so  liable  to  occur  unless  proper 
treatment  is  instituted,  chancroidal  ulceration  in  the  lymphatics  and 
chancroidal  buboes  may  result.  Hemorrhage  also  is  very  common  and 
often  very  persistent,  and  phagedena  may  be  produced.  Balanitis  from 
hard  chancres  may  result  in  more  or  less  destruction  of  the  prepuce  and 
glans,  compression  and  stenosis  of  the  urethra,  and  phagedena. 

Balanitis  caused  by  early  syphilitic  lesions  is  easily  cured  if  early 
recognized  and  properly  cared  for. 

The  balanitis  of  elderly  persons,  with  its  epithelial  hyperplasia,  is  the 
source  of  great  annoyance  from  the  discomfort  produced  and  the 
hindrance  to  proper  cleanliness,  and  is  of  positive  danger  in  the 
tendency  which  it  induces  to  epitheliomatous  degeneration  of  the 
prepuce,  glans,  and  penis. 

Treatment.— Rigid  antisepsis  is  the  first  essential  in  the  treatment 
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parv,  jmrticulsirly  in   timse   in    whidi   tluTO  is  ii  uretliral   fi>tTilii   in  the 
boily  ul"  the  peiii^s.     In  other  easels  removal  of  the  maiss  oi'  hypertro- 
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Hephiiutiabis  cif  Uitr  penis. 

phied  tisj^iic  may  be  practij^ed,  the  ineisinns  being  made  aeetmling  to  the 
t4>|K'»£rniphy  of  tlie  parts  with  a  view  of  gettinju:  8iieh  flap.s  as  will  after 
healing  give  a  tolenibly  syiTinietrieal  organ.  It  is  the  unaninifjus 
opinion  of  opcnitors  that  e\Tn  if  flaps  are  taken  from  the  hyjx^rtrophied 
tisane,  they  do  not  fi»rm  tlie  foens  of  new  development* 

Wljen  the  serutal  mass  beeomes  very  large  and  nnwieldy  it  should 
be  r«?mnved,  exeepting  such  an  amount  of  tissue  as  may  be  required  to 
cover  the  testes* 

BENIGN  NEW-GROWTHS. 

The  penis  is  sometimes  the  s^jat  of  a  variety  of  new -growths,  which 
pr<»diiee  little  if  any  deformity  and  rarely  require  surgical  intervention. 

Milia  are  not  infreqneutly  found  in  the  cutaneous  investment  of  the 
organ.     Tliey  retpnre  no  treat mejit. 

Sebaceous  Tumors. ^ — These  new-growths  are  not  very  uncom- 
monly fountl  scattered  over  the  ticnitnui,  and  in  some  instance's  a  few 
may  be  seatcil  in  the  integument  of  the  peois.  When  by  reiUH)n  of  their 
size  they  are  <il>jcetionable,  they  may  be  (after  projK^r  sterilization  of  the 
parts)  removed  hx  ineisiun  and  emieleation. 

Erectile  Tumors, — In  exceptional  cases  ntevi  are  found  on  the  penis. 
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most  commonly  on  the  ^lans.  The  new-growth  consists  usually  of  the 
flat  form  of  naevus  and  consists  of  a  patch,  bluish  or  purplish  in  color — 
the  so  called  port-wine  mark.  In  some  rare  cases  a  tuberous  growth  of 
more  or  less  extent  and  elevation  is  found,  and  in  very  exceptional 
instances  the  glans  is  the  seat  of  well-marked  vascular  hypertrophy. 
As  a  rule,  no  treatment  is  required  for  these  cases.  Exceptionally  elec- 
trolysis may  be  required  to  cause  the  excessive  growth  of  vessels  to 
diminish  and  wither. 

A  varicose  condition  of  the  large  veins  of  the  integument  of  the 
penis  is  sometimes  observed,  but  it  is  rarely  of  such  marked  develop- 
ment as  to  require  a  surgical  operation. 

Fatty  Tumor. — In  very  rare  instances  a  fatty  tumor  has  been  found 
in  the  integument  of  the  penis.  Such  cases  should  be  treated  on  general 
surgical  principles. 

FRACTURE. 

This  accident  is  quite  uncommon,  and  generally  occurs  in  coitus  and 
exceptionally  during  sleep.  It  may  be  complete,  the  cavernous  bodies 
and  spongy  body  being  totally  broken  or  incomplete,  in  which  condition 
one  cavernous  body  or  the  spongy  body  alone  may  be  fractured. 

The  first  symptom  is  a  sudden  stabbing  pain,  and  then  swelling  of 
the  organ  rapidly  supervenes.  When  the  corj)ora  cavernosa  are  in- 
volved, the  swelling  is  on  the  dorsum  and  sides  of  the  penis,  and, 
according  to  the  amount  of  extravasation  of  blood,  is  large  or  small. 
Pain,  distention,  and  unwieldiness  are  prominent  symptoms.  In  some 
cases  the  fractured  ends  have  been  found,  and  on  motion  crepitation  has 
been  produced. 

Fracture  of  the  corpus  spongiosum  may  occur  as  the  result  of  a  blow 
on  the  penis  when  curved  in  chordee ;  it  more  commonly,  however,  is 
the  result  of  violent  efforts  in  coitus,  sometimes  in  the  bridal  bed,  but 
generally  as  an  incident  in  a  drunken  debauch.  In  the  cases  of  fracture 
of  the  sjwngy  body,  the  parts  rapidly  swell,  owing  to  the  escape  of 
blood,  and  unless  prevented  by  the  prompt  use  of  the  catheter,  extrava- 
sation of  urine  occurs,  in  which  event  the  penis  becomes  greatly  swollen 
from  the  base  to  the  glans.  In  cases  of  urethral  rupture  retention  of 
urine  is  a  frequent  and  troublesome  symptom. 

Jn  some  unrelieved  cases  fever  and  even  pyaemia  may  be  observed, 
and  abscesses,  destructive  ulceration,  and  gangrene  may  occur  and  lead 
to  the  development  of  urethral  fistulae. 

Fracture  of  the  penis  is  observed  in  old  and  young  subjects.  In 
advanced  life  the  sheath  of  the  corpora  cavernosa  is  sometimes  more 
condensed  and  brittle  than  normal,  and  it  is  then  more  liable  to 
fracture. 


268 


AFFECTfOXS  OF  THE  PENIS. 


fudind  in  sclerotic  phitesr?  ;  Imt  llu/ir  drtails  are  so  unsatisfacti>ry  in  many 
partieiiliirs  that  no  accurate  conolasions  can  be  drawn  from  tlieir  j^tudies. 
This  ranch  may  be  stiid — namely,  that  no  evidence  of  malignancy  is 
found  in  the  development  and  course  of  the  majority  of  cases.  It  must 
be  rt*nicnil>ered  that  operations  bii-setl  on  a  diagnosis  of  cancer  in  these 
cases  are  wholly  unwarranted  in  the  pre^nt  state  of  our  knowledge. 

Prognosis*— This  is  very  unsatisfactory  ii^ince  there  are  no  autheuti- 
catcd  cases  on  record  in  which  improvement  or  involution  of  the 
sclerosis  has  been  observed. 

Treatment. — Little  e4in  be  done  for  this  affwtion.  Mitst  patients 
desire  at  least  to  make  an  effort  to  remove  their  disability.  In  this 
spirit  miltl  blisters,  mercurial  inunctions,  applications  of  iodine  and 
ichthycd,  and  the  use  of  the  constant  current  may  be  tried,  and  for  a 
time  iodide  of  potassium  may  be  given  internally.  Such,  hfjwever,  is 
the  uueertaiuty  of  ultimate  favorable  results  that  one  is  not  warranted 
in  causing  these  patients  inconvenience  or  suffering. 


PRIAPISM. 

While  in  the  normal  state  erections  last  only  a  short  time,  in  certain 
morbid  conditions  they  are,  on  the  cfmtrary,  of  [u^olouged  duration,  and 
constitute  a  ctmdition  to  which  the  term  priapism  is  applied. 

In  onms  of  true  priapism  the  ei'ections  are  painful,  persistent,  and 
irreducible,  and  are  unaccompanied  by  sexual  desire.  Much  latitude 
has  been  accorded  to  the  term  priapism,  since  under  it  have  been  classed 
several  orders  of  cases  which  reiiUy  are  only  instances  of  slightly  pro- 
longed and  racHlcnitely  painful  (  reetion,  due  to  an  obvious  cause.  We 
may  divide  this  affection  into  the  following  classes: 

L  Priapism  observed  in  infants  and  children,  induced  by  reflex 
action  in  cases  of  long,  tight,  adiicrent  prepuce,  of  stone  in  the  bbdder 
or  prostatic  urethra,  and  of  w(U*ms  in  the  rectum. 

2,  Priaprism  iti  adnlt  subjc*cts,  symptomatic  of  stone  in  the  bladder, 
stone  in  the  prostatic  urethra,  stricture,  cystitis,  and  observcNJ  during 
retention.  In  these  cases  the  uneasy  or  paiTiful  sensation  is  felt  in  the 
glans  penis,  while  the  body  of  the  organ  usually  is  only  moderately  con- 
gested and  sometimes  curved  downward  or  laterally.  This  condition 
disapjK^ars  upon  removal  of  the  cause. 

3.  Priapism  symptomatii^  of  gonorrhani,  with  perhap  involvement 
of  the  e<jrpus  spongiosum  and  downward  curvature.  This  condition  is 
pninful  and  tmnsitory,  and  may  occur  sevend  limes  during  tlie  night* 
In  crises  of  downward  curvature  of  the  |X'nis,  due  to  inllaunnatory 
engorgement  oi'  the  cv>rpus  sjwngiosum  and  spasm  of  the  musculature 
of  the  urethni,  the  term  chordee  is  applied. 
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4.  Priapism  due  to  ingestion  of  eantharides,  which  is  a  form  that  is 
seldom  or  never  seen  now,  since  this  drug  is  so  rarely  used  in  medicine. 

5.  Essential  priapism. 

It  is  unnecessary  here  to  consider  the  first  four  forms  of  so-called 
priapism,  as  they  are  merely  examples  of  intercurrent  symptoms,  usually 
of  short  duration,  of  well-known  morbid  or  structural  conditions,  and, 
as  a  rule,  are  relieved  by  operation  or  medical  treatment. 

We  may  divide  essential  priapism  into  four  varieties  : 

1.  Priapism  caused  by  injury  to  the  s])inal  cord  (either  high  up  or 
low  down),  and  by  blows  or  violence  inflicted  upon  the  perineum ; 

2.  Priapism  which  is  a  symptom  of  cerebral  or  descending  spinal- 
cord  disease ; 

3.  Priaprism  which  occurs  after  alcoholic  and  sexual  excesses ;  and 

4.  Priapism  which  comes  on  a  person  in  ill  health,  in  whom  it  is 
difficult  to  obtain  data  as  to  local  injury  and  causation,  and  in  which 
cases  there  is  now  a  tendency  to  look  upon  leukremia  as  the  etiological 
factor. 

Priapism  after  Spinal  Injury. 

In  this  form  of  priapism  the  traumatism  has  been  found  as  high  up 
as  the  cervical  and  as  low  down  a,s  the  lumbar  and  sacral  region. 
When  the  injury  is  in  the  cervical  region  it  is  probable  that  irritation 
of  the  nerves  which  pass  down  the  cord  to  the  sexual  centre  is  the 
cause  of  the  trouble,  and  that  the  priapism  is  due  to  excitation  com- 
municated to  the  erigentes.  When  the  damage  is  inflicted  low  down 
it  is  probable  that  the  sexual  centre  is  so  irritated  that  it  is  thrown 
into  a  state  of  chronic  excitation,  which  shows  itself  in  the  engorge- 
ment of  the  penis.  The  course  of  these  cases  depends  u\k)U  the 
extent  and  severity  of  the  injury ;  in  some  the  integrity  of  the  parts 
is  restored  and  the  priapism  ceases.  In  others,  death  occurs  sooner  or 
later. 

Priapism  in  Cerebral  and  Descending  Spinal  Disease. 

There  are  a  few  recorded  cases  of  this  kind,  and  our  knowledge  of 
the  subject  is  very  unsatisfactory.  Cases  of  priapism  coexistent  with 
cerebnil  and  spinal  congestion,  spinal  syphilis,  and  locomotor  ataxia 
have  been  reported. 

Priapism  due  to  Sexual  and  Alcoholic  Excess. 

The  greater  number  of  cases  of  ])riapism  may  be  denominated 
alcoholico-erotic  cases,  since  the  trouble  usually  has  its  origin  in  a 
drunken  sexual  debauch.  As  a  rule,  the  greater  number  of  those  who 
suffer  from  this  form  are  young  and  vigorous  men,  although  medical 


27i) 


AFFKCTIONS  OF  THE  PENIS. 


anuals  show  that  men  in  luitKUe  anil  advanced  life  furtii.'sli  a  rnuilerate 
contingent 

The  mode  of  onset  in  cashes  of  erotic  priapism  differs.  In  some 
cases  there  U  lor  a  time  increased  frequency  of  erection.^,  which  are 
premonitory  and  Ixst  a  few  or  many  minutes;  in  others,  after  gexual 
interconrrie,  the  rigidity  of  the  iM^iiis  remains  and  beeomei?  per^^istent ; 
while  in  still  others  the  patietit,  on  awakening  from  his  de1>anch,  findg 
that  lie  is  sntrering  fmni  priapism.  In  most  eases  when  the  up[»ortnnity 
exists,  thei^e  patients  endeavor  to  relieve  themselves  by  coitus,  and  they 
always  fail.  In  exceptional  cases  orgasm  and  emission,  without 
pleasurable  sensations,  occnr ;  but,  as  a  nde,  there  is  no  sexual  desire, 
and  ejaculation  is  not  protluced.  In  fact,  it  is  stated  tluit  in  several 
caj^es  the  snifering  of  the  patient  was  materially  in<*reased  by  coitus. 

During  attacks  of  priapism  the  state  of  the  penis  ha<  been  found  to 
present  several  variations  in  ditferent  crises.  In  its  most  severe  form 
the  organ  becomes  much  enlarged,  tense,  and  com|mmblc  to  cartilage  in 
rigitlity,  and  the  scat  f>f  severe  pain.  The  glans  may  be  double  in  size, 
miicli  distcmled,  anil  glistening,  as  if  it  would  burst.  The  corj>ora 
cavc^ruitsn  are  very  dense  and  nnyiehling  to  pressure  in  their  whole 
h'uglfi,  including  tlieir  crura.  The  corpus  s]M)Ugiosnm  is  likewise  hard 
and  riwoilcn,  and  its  bulbous  expansi<in  is  in  a  similar  condition. 

In  some  cases  the  perineal  muscles  e^in  be  felt  as  dense  fibrous  bands, 
and  the  dorsal  vein  of  the  penis  seems  mrn^h  distended  and  feels  like  a 
wliipconl. 

In  many  of  these  eases  attentive  examination  reveals  wry  painful 
spits  or  jK^rhaps  nodules  in  the  cor]>ora  c^^ivcrnosa,  particularly  toward 
their  root  or  in  the  crura.  Tlien,  ag-ain,  digital  pressure  on  the  bulb 
ami  over  the  perineal  muscles  may  canst*  an  agony  of  pain.  Spasm  »:*f 
the  ere  master  muscles  may  be  present,  and  the  testes  then  are  drawn 
hireibly  up  to  the  inlernal  ring.  This  symptom  may  be  wanting*  In 
some  cases  there  is  j>ain  in  the  lower  part  of  tlie  back  ami  along  the 
course  of  the  spermatic  eonls.  Redness  and  swx^ling  of  the  [trepuce 
may  be  observiHl  as  compli(*ations.  As  a  ndc,  the  integument  of  the 
jK'uis  retains  its  normal  eolor. 

In  this  pronounced  couilitimi  the  sufierings  of  the  {mtient  are  very 
severe,  and  many  autlnjrs  apply  the  term  atr«.Jcious  to  tlie  |>iiin  which  is 
.seated  in  the  virile  organ.  The  patients  fear  the  least  touch  of  their 
linen  or  of  the  bedclothes,  unci  jarring  ui"  the  beil  or  heavy  st<ps  in  llie 
room  cause  them  agonizing  sutferiug.  They  draw  up  their  legs  iipan 
the  abdomen  in  order  to  protect  the  iienis  from  the  slightest  ttnicli. 
This  orgtm  may  lie  rigid  ag;un^t  the  alj+Jomen,  or  it  may  l)e  more  or 
less  erect  and  at  a  right  angle  with  the  body  in  the  horizontal  j>osition. 
Very  soon  tliese  patients  beemiic  niu(*h  worried  and  ajiprehensive,  and 
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their  faces  give  evidence  of  anxiety  and  suffering.  In  these  cases  uri- 
nation may  be  accomplished  either  with  little  difficulty,  or  the  act  may 
be  painful,  slow,  and  halting,  with  a  small  sputtermg  stream,  or  the 
patient  may  have  to  assume  the  knee-elbow  position  in  order  to  expel 
the  urine  from  the  bladder. 

The  atrociously  painful  symptoms  are  usually  spasmodic  in  char- 
acter, but  the  attacks  may  be  very  frequent  and  much  prolonged,  in 
which  event  insomnia,  nervous  exhaustion,  and  general  prostration 
supervene.  In  this  way  the  man  suffers  from  day  to  day,  sometimes 
experiencing  verj'  little  amelioration  of  his  condition  for  days  or  weeks. 
In  many  cases,  however,  there  are  intervals  of  comparative  freedom 
from  suffering,  in  which  the  hypcnesthesia  and  turgidity  of  the  organ 
are  somewhat  diminished  and  the  patient  may  liave  some  much-needed 
sleep. 

The  duration  of  severe  priapism  may  be  from  two  or  three  to  six 
consecutive  weeks,  and  even  longer. 

There  is  usually  no  fever,  particularly  in  young,  robust  men,  but  in 
older  subjects  having  leukaemia  or  visceral  lesions  pyrexia  may  be 
observed. 

In  contrast  to  the  foregoing  very  severe  forms  of  priapism  we  observe 
cases  in  which  the  organ  is  less  tense  and  distended,  and  in  which  the 
mental  and  physicxil  suffering  is  not  very  severe.  In  somewhat  excep- 
tional cases  the  patients  suffer  but  little  pain,  and  the  discomfort  exper- 
ienced in  the  turgidity  of  the  organ  is  the  chief  symptom. 

It  is  not  the  rule  to  find  priapism  involving  the  corfwra  cavernosa 
and  corpus  spongiosum  at  the  same  time.  Some  cases  have  been 
observed  in  which  the  gluns  and  the  whole  corpus  spongiosum  have  been 
lax  and  extensible ;  others  in  which  the  turgescenee  of  one  cavernous 
body  was  very  severe  while  it^  mate  was  more  supple,  and  others,  again, 
in  which  the  rigidity  was  unequally  felt  in  the  length  of  the  corpora 
cavernosa. 

While,  as  a  rule,  the  invasion  of  this  trouble  is  prompt,  even  sudden, 
and  severe,  its  involution  is  always  slow  and  often  halting,  and  attended 
with  disheartening  relapses.  The  first  sign  of  improvement  is  the  dim- 
inished rigidity  of  the  organ,  which  soon  becomes  less  painful,  and  thus 
the  case  progresses  until  the  normal  state  is  reached.  In  that  happy 
event  the  patient  cannot  be  said  to  be  entirely  out  of  danger,  for  the 
reason  that  recurrences  may  follow  at  short  or  long  intervals,  particu- 
larly if  the  patient  is  guilty  of  sexual  or  alcoholic  indulgence  or  excess, 
is  subjected  to  wet  or  cold,  or  is  constrained  to  undergo  severe  bodily 
exertion. 

From  the  records  of  the  various  published  cases,  the  inference  seems 
to  be  warranted  that  in  about  one-half  of  the  cases  the  patient  is  left 


272 


AFFECTIONS  OF  THE  PEMS. 


impoteiiL  It  vvfuil^l  be  iiii\visi%  Imwevor,  to  t*lato  tliis  as  a  rule  or 
law,  since  tht*  publication  of  ca,scs  usually  follows  quite  promptly  upon 
their  occurrence.  It  may  be  tlmt  pcnuMiicJit  imp(>tent^e  is  indoccHl, 
or  the  condition  may  be  of  temjiomry  ilnration.  In  young  anil  vigor- 
ous men  it  is  to  be  presumed  that  their  virility  will  later  on  be 
re-established. 

Etiology. — While  the  etiolotry  of  this  form  of  priapism  cannot  be 
clearly  stated,  certain  suggestions  may  be  made  as  to  it*  cjinsation.  In 
some  cases  there  is  strong  evidence  that  damage  has  been  done  to  the 
eoqwu'a  cavernosa,  particularly  near  their  r<»ots.  This  is  shown  in  the 
tender  spots  and  the  hard  no<lulcs  left  after  involution  of  the  affection, 
Then^  again,  in  some  cases  there  is  a  probability  of  blo(xl-extnivasation 
into  the  areohe  of  the  cavernous  tissue.  \Vh*'ther  or  not  in  these  alctK 
hitlico-in*i)tie  cases  there  has  been  irritation  of  the  sexual  centre  and  of 
the  nervi  erigentes,  or  whether  there  has  been  injury  to  the  symiKithetic 
nerve,  we  cannot  say- 
In  all  probability  traumatism,  though  unrecognize<l,  is  the  essential 
cause  ill  all  eases. 

Priapism  of  Leukaemic  Origin.   (?) 

There  is  a  class  of  eases  of  priapism  in  young  men,  but  particularly 
in  men  t>f  nriddic  an<l  advanced  life,  in  which,  during  and  after  a  mr^re 
or  less  |>rolonged  peno<l  of  ill-health,  this  symptom  iijipears. 

The  clinical  history  of  this  form  is  similar  to  that  alre^ady  portrayed, 
but  in  general  there  is  an  absence  of  any  data  as  to  excesses  of  any 
kintl.  In  this  form  we  find  cases  with  the  pnmouuced  agvuu/Jng  gr*»up 
fif  symptoms  and  cases  In  which  lesser  degrees  of  pri;»pism  and  suffer- 
ing liave  been  experienced.  In  these  cases  there  is  a  history  either 
of  neurasthenia,  mental  worry  and  depressitni,  or  of  malarial  fever 
and  leukaemia,  sciatica^  hemicrania,  and  numbness  and  cramps  in  the 
muscles. 

Owing  to  the  fact  that  leuktemic  blooil-changes  and  enlai'gement  of 
the  liver  and  spleen  liave  been  t>bs(4'ved  in  nnist  of  these  cases^  st»mc 
authors  uuhesitatingly  aeeejit  leukaemia  as  the  cause  of  tJic  priapism, 
while  others  speak  less  contideutly.  While  I  am  not  prejiarcd  to  deny 
that  priapism  may  be  ctiologically  related  to  leukiemia,  I  am  free  to 
confess  that  on  the  evidence  tluis  far  snl>mittcd  this  relation  is  in  no 
maimer  made  clear,  and  the  suspicion  forces  itself  upon  one's  mind  that 
perhaps  the  occurreiice  was  a  coincidence.  The  trouble  with  the  re- 
ported ciiscs  is  that  the  antecedent  history  of  tlie  patient  has  not  been 
tlairoughly  gone  into. 

The  factj4  have  not  been  established  that  there  has  been  no  alcoholic 
or  sexual  indulgence,  or  in  some  cases  that  injury  to  the  penis  has  not 
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occurred.  Having  the  leuktemic  explanation  in  mind,  this  thought 
seems  to  have  guided  the  various  authors  in  their  estimate  and  treat- 
ment of  the  case,  and  they  have  failed  to  pursue  channels  of  investiga- 
tion which  might  reveal  some  local  injury  to  the  sexual  tract. 

Prognosis. — Few  definite  statements  can  be  made  as  to  the  prognosis 
of  priapism  of  any  form.  In  those  cases  in  which  injury  to  the  cori)ora 
cavernosa  or  thrombosis  can  be  made  out,  incisions  may  greatly  expedite 
the  cure.  The  existence  of  spinal  disease  necessitates  a  guarded  prog- 
nosis. In  very  much  run-down  neurasthenic  subjects,  in  sexual  per- 
verts, and  in  those  suffering  from  leuksemia  the  chances  are  that  the 
priapism  will  be  very  jxjrsistent,  and  when  it  disappears  that  it  will  be 
very  liable  to  undergo  relapse. 

Treatment. — In  surveying  the  results  of  treatment  of  the  cases  of 
priapism  already  published,  one  is  forced  to  the  opinion  that  nothing 
like  a  routine  method  can  be  laid  down.  Remedies  which  have  pro- 
duced more  or  less  good  in  one  man's  hands  have  failed  in  those  of 
another.  This  much,  however,  can  be  stated  with  emphasis :  Chloro- 
form narcosis  has  failed  in  every  case  in  which  it  has  been  used ;  ice 
usually  does  more  harm  than  good  ;  electricity  has  no  value,  and  may 
even  be  harmful ;  and  leeches,  to  the  number  of  sixteen  and  forty,  have 
failed  to  produce  any  amelioration  in  the  condition  of  the  penis,  and 
have  been  injurious  in  their  depletory  effects. 

My  own  preference  is  to  resort  early  to  moderate  and  tentative 
incisions  into  the  most  turgid  part,  or  into  parts  the  seat  of  continuous 
pain,  or  into  nodular  masses,  in  all  probability  the  result  of  traumatism. 
Under  antiseptic  procedures  there  is  no  longer  any  fear  of  fever,  pro- 
fuse suppuration,  or  pyaemia,  which  were  observed  in  cases  treated 
before  the  new  era  in  surgery.  With  a  clean,  incised  wound  we  need 
not  have  the  scarring,  nodulation,  or  loss  of  the  tissues  of  the  cavernous 
bodies,  which  almost  always  occurred  in  former  years. 

It  is  always  good  practice  in  priapism  to  use  iodide  of  potassium 
alone  or  in  combination  with  mercury  when  a  history  of  antecedent  or 
present  syphilis  is  elicited. 

Bromide  of  potassium,  chloral,  belladonna,  and  morphine  may  be  of 
benefit,  especially  during  paroxysms ;  lupuline,  camphor,  and  cannabis 
indica  have  been  used  with  indifferent  results,  and  the  same  may  be 
said  of  ergot  and  strychnine. 

Of  local  applications,  the  following  may  be  found  to  be  beneficial : 
hot  baths,  hot  and  cold  spinal  douches,  sponging  with  very  hot  water, 
spinal  cauterization,  anodyne  poultices,  and  }x?rhaps  ice-bags,  but  the 
last  must  be  guarde<lly  used. 

Any  ephemeral  or  systemic  disorder  should  be  appropriately  treated. 

18 
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GANGRENE. 

In  rather  rare  cases  the  peais  h  attacked  by  gangrene  which  condi- 
tion  may  also  synchronously  or  subsequently  invade  the  serotuiu  and 
perineum, 

Gtxngrene  of  the  penis  is  usually  of)serve<l  in  its  moist  form,  and, 
exceptionally,  tlry  gangrene  attacks  the  organ. 

The  part  most  eiaunionly  affected  is  the  prepuce,  and  in  many  eases 
the  lesion  is  limited  to  this  appendage  ;  hut  in  some  eases  the  whole 
tegumentary  envelope  of  the  penis  is  destrf>ye*I,  and  in  very  severe  eases 
the  glans  and  erectile  tissues  become  involved.  In  the  worst  form  of 
cases  tlie  whole  penis  t<jgethcr  with  the  scrotum  and  perineum  bwomes 
gangrenous. 

This  attection  may  be  developed  slowly  and  insidiously  without  any 
hx'al  or  general  symptoms,  and  exceptionally  its  onset  is  very  brusque 
and  its  course  rapid  and  destructive.  Gangrene  of  the  jRuris  is  first 
seen  as  a  deep- red  s]>ot  of  varying  sizes  and  as  a  quite  extensive  bluish 
mottling  of  the  skin,  ufion  which  there  may  be  bloody  blebs.  Sooner 
or  later  the  invaded  patch  becomes  of  a  purplish  color  and  ftdl  sphace- 
lation is  then  distinctly  seen.  In  favorable  rases  a  line  of  demarcation 
is  formed  at  the  junction  of  tlie  morbid  and  healthy  areas,  and  under 
treatment  the  gangrenous  tissues  slough  away  or  are  rr*niovetl. 

Gangrenes  i)f  the  penis  is  observed  in  young  but  more  commonly  in 
elderly  subjects. 

In  some  cases  balanitis,  phimosis,  and  paraphimosis  seem  to  be  the 
starting-points  of  tljc  trouble;  in  others,  chautnYnds  and  chancres  in 
preputres  the  seat  of  phimosis,  and  large  warts  seated  under  a  phi  mot  ic 
gland,  are  the  causes  of  gangrene. 

Traumatisms,  such  as  severe  blows  and  compression  of  the  organ  by 
means  of  rings  and  h*jttles  and  by  self-iniiicted  ligaturing  of  the  jmrts 
with  string,  are  sometimes  the  cause  of  gangrene  of  the  penis.  In 
some  rare  cases,  fi-acture  of  the  org;iu  and  torsion  of  it  while  erect  have 
been  known  to  l>e  lb! lowed  by  this  condition. 

Certain  systemic  conditions  seem  to  be  the  underlying  causes  of 
gangrene  of  the  penis.  These  are  diabetes,  Bright's  disease,  chronic 
alcohi>lism,  typhoid  and  typhus  fevers,  crysi|>elas,  intense  malaria,  small- 
pox, and  a  generally  vitiated  state  of  the  system.  In  all  such  aises  there 
is  usually  a  coexistent  balanitis,  and  it  is  proljable  that  uncleanlincss  is 
also  a  morbid  factor.  Cases  have  been  repirt^xl  in  which  gangrene  of 
the  jH'nis  was  siiid  to  be  due  to  tlic  ingestion  of  ergot  and  cantliarides, 
and  in  one  it  was  claimed  that  atheronui  of  tlie  arteries  of  the  penis 
was  the  essential  cause.  In  some  cases,  however,  it  is  inqiossible  to 
lix  definitely  ujwm  any  cause  which  has  so  disturlx^d  the  circidatiuu  that 
gangrene  has  resulted. 
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Prognosis. — No  general  statement  as  to  prognosis  can  be  made.  In 
the  class  of  cases  in  which  the  lesion  is  due  to  affections  of  the  prepuce 
the  destructive  action  may  be  promptly  checked  by  appropriate  treat- 
ment. In  all  patients  suffering  from  infectious,  adynamic,  and  chronic 
diseases  a  guarded  prognosis  must  be  given. 

Treatment. — Gangrene  of  the  prepuce  must  be  treated  on  the  lines 
laid  down  for  the  management  of  phimosis  and  paraphimosis  (see  pages 
230,  237).  Sufficiently  deep  incisions  should  be  made  in  the  tense  parts 
to  relieve  the  circulation,  and  this  o{>eration  should  be  followed  by  fre- 
quent and  copious  irrigations  with  hot  concentrated  boric  solution  or 
sublimate  solution  (1  :  2000).  In  the  intervals  of  irrigation  the  jwirts 
may  be  enveloped  in  moist  bichloride  gauze.  Gangrenous  patches  and 
tabs  may  be  removed  by  means  of  the  scissors.  Iodoform  and  iodoform 
gauze  may  be  employed  when  the  morbid  process  shows  signs  of  abate- 
ment. 

It  is  necessary  to  sustain  the  weakened  vital  powers  and  to  improve 
the  nutrition  of  the  patient  by  good  food  and  tonics,  and  to  treat  all 
general  morbid  conditions  according  to  indications. 

When  the  gangrene  has  extended  to  the  perineum  (in  which  cases 
micturition  is  sometimes  interfered  with  and  cauterization  is  impossible) 
and  particularly  when  it  coexists  with  stricture  of  the  urethra,  external 
urethrotomy  should  be  promptly  performed. 

CANCER. 

Cancer  of  the  penis,  according  to  the  statistics  from  reliable  sources, 
stands  seventh  in  frequency  of  all  cancers  in  the  male  sex,  and  consti- 
tutes about  5  per  cent,  of  all  cancers  in  that  sex. 

In  the  greater  number  of  cases  cancer  of  the  penis  begins  on  the  pre- 
puce, in  a  rather  smaller  proportion  of  cases  cm  the  glans,  sometimes  on 
glans  and  prepuce,  and,  again,  exceptionally,  on  the  cutaneous  sheath 
of  the  penis. 

Several  cases  have  been  reported  in  which  the  disease  began  in  the 
urethral  canal  a  few  inches  from  the  meatus  and  as  far  down  as  the  bulb. 

It  sometimes  happens  that  cancer  of  the  penis  occurs  from  extension 
of  the  disease  from  the  scrotum. 

Etiology. — Besides  that  unknown  factor — tissue-susceptibility  or 
predisposition — and  certain  unknown  conditions  (in  the  majority  of 
cases)  incident  to  age,  chronic  irritation  seems  to  be  the  chief  cause  of 
cancer  of  the  penis.  Since  phimosis  is  a  frequent  cause  of  chronic  bal- 
anitis in  which  the  irritative  process  is  active,  this  condition  takes  a 
prominent  place  in  the  etiology  of  penis-cancer.  This  form  of  new- 
growth,  however,  is  not  at  all  confined  to  cases  of  phimosis,  but  is  seen 
in  persons  with  normally  roomy  prepuces,  and  quite  rarely  in  those  having 
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little  if  any  pri^puce.     In  all   prnhahility,   the  person^il   linbits  <jf  the 
man  in  very  many  cases  huve  much  to  do  with  the  development  of  (mn- 
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organ 

aged,  it  is  fair  to  suppose  that  cancer  will  not  attack  it.  On  the  other 
hand,  uncleanliness,  with  the  resulting  harboring  of  dec«jniposed  secre- 
tions and  of  dirt,  tends  to  eanse  a  chronic  irritative  process  which  may 
(the  condition  of  the  patient's  system  favoring  it)  eventuate  in  malignant 
dt^gencration.  The  occurrence  in  the  majority  of  instances  of  penis- 
C4incer  in  men  of  the  lower  walks  of  life,  whose  care  of  the  perscjn  is 
generally  very  scimt,  seems  to  warrant  the  opinion  that  the  disease  is 
largely  due  to  the  results  of  uncleanliness. 

Clinical  observation  has  shown  that  traumatism  is  occasionally  an 
exciting  cause. 

Syphilis  can  hardly  be  considered  other  than  as  a  very  exoo[»tional 
etiological  factor  in  cancer  of  the  penis^  The  scars  of  chancroidal 
ulcers  may,  like  those  left  by  syphilitic  lesions,  clause  chmnic  irritation 
wiiich  may  lead  to  epithelioma. 

There  are  no  lacts  at  haud  to  warrant  the  assumption  that  cancer  of 
the  i>enis  may  more  or  less  remotely  originate  in  heredity. 

The  subject  of  protozoa  as  appertaining  to  cancer  is  yet  so  vaguely 
understofM:!  that  speculation  upon  it  is  deemed  inexpedient, 

Gomrse  and  Symptoms. —  In  many  cases  of  epithelioma  of  the  penis 
the  initial  symptoms  art*  vcrj*  insignificant,  and  they  may  pass  unheede+l, 
esp*^cially  by  patients  of  the  lower  walks  of  life.  Usually  intelligent 
subjects  give  a  history  of  a  mi  hi  pruritus  or  of  a  slight  Ixurning  sensa- 
tion at  the  date  of  onset  of  their  trouble.  The  truth  is,  that  the  contli- 
tion  of  the  prepuce  and  the  habits  of  the  patient  have  much  to  do  with 
the  mildness  or  intensity  of  early  symptoms. 

In  some  eases  one  or  more  fissures  or  thickened  patches  appear  either 
in  the  mucous  layer  of  the  prepuce,  usually  the  scat  of  chronic  irrita- 
tion, or  at  its  free  margin  or  in  the  convnal  sulcus.  Then  chn^nic  rebel* 
lions  ulceration  of  a  low  grade  appears,  and  the  parts  become  more  and 
more  hard  until  a  dense,  almost  ligneous^  patch  or  nodule  is  developed. 
From  this  starting-point  large  masses  of  indurated  tissue  develop,  which 
proiluce  exul>erant  lesions  and  much  detV»rmity.  In  these  eases  there  is 
no  evidence  of  warty  or  cauliflower  growth,  but  large,  irregular,  fleshy 
masses,  in  lire  interstices  of  whicli  a  curdy,  smegma -like  layer,  Ijesides 
pus  and  a  horribly  fetid  sanies,  are  se4Teted.  This  ctmdition  is  well 
shown  in  Fig,  80,  which  represents  the  ai>peamnces  preiiented  by  a 
case  of  my  own  in  which  the  new  growths  formed  a  mass  as  large  as  a 
good-sizetl  orange. 

The  most  conumm  mrKle  of  origin  of  epithelioma  of  the  jK-rjis  is  in 
warty  growths,  which  may  promptly,  or  after  the  lapse  of  months  and 
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even  yoar?4,  *legenemte  into  qvitlielioma.  Such  is  the  iiiiljility  of  vip-- 
ta  t  if  >n  s  to  u  ii  de  rgo  d  egeii  e  ra  t  i  on  in  1 1 1  a^e  o  f  ra  if  I  d  1  e  age ,  and  j  w  u"  t  io  n  1  a  r  I  y 
in  elderly  persons,  be  they  wt^ik  or  strong,  that  their  presence  should 
immediately  demand  at  the  liands  of  the  surgeon  prompt  removal  and 
treatment. 

Then,  again,  we  see  cases  in  whieh  the  patient  presents  a  little  nod- 
nle  or  a  pateh  of  haixl,  warty  growth  on  the  penis,  looking  something 
like  the  seed- warts  seen  on  Imys'  hands  and  knuckles.  He  complains 
of  little  if  any  discomfort,  perhaps  a  little  pruritus.     This  seemingly 

FlG.  80. 


CatH'ur  itt  thL^  pt*nls»  showltig  very  iMgn  fleshy  masiet. 

insignificant  lesion  grows  slowly  and  in  a  cold  manner,  and  months 
and  even  several  years  may  elapse  hefore  it  reaches  such  a  size  as  to 
become  annoying.  Then  it  may  be  cut  out,  oidy  to  reapj>ear  later  on  in 
tlie  cicatrix.  After  that^  amputation  of  the  penis  is  usually  performed. 
There  is  still  anotlier,  but  ratlicr  rare,  mode  of  invasion  and  devel- 
opment of  eancer  of  tlie  [>enis  of  which  I  have  seen  several  examples. 
In  midtUe  life  and  lieyond,  patients  sometimes  considt  the  surgeon  for  a 
chronic  mildly  scaling  affection  of  the  glaos  or  prepuce,  or  both.  The 
symptoms  attending  tliis  eouditiou  are  usually  not  well  marked,  and 
they  may  consist  only  of  occasional  slight  iieat  or  itching.  The  morbid 
areas  show  slight  thickening  of  the  tissues  and  a  constant  desquamation 
of  small  scales  or  even  lamella?.  This  affection  often  gtyea  on  in  the 
most  exasperating  manner  in  spite  of  wellHlirected  treatment,  and  even 
in  persons  whose  prepuce  is  short.  Having  existed  usually  sevenil 
years,  the  thickening  of  the  tissues  becomes  greater,  and  then  the  new 
growth  more  or  less  rapidly  dcx^elops  and  forms  large  fleshy  masses. 
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<^  f  iHimUT  uf  cft^ed  tbed]i«es^  U  lacaltsed  to  the  prepii- 

lt#| «r  iMirtioti  of  the  pent^.     The  eorpotm  eivemosi,  with 

Mii'ip  Hrm  ftb^tl|fl  ulriH-ltire,  offer  a  istriNig  bonier  to  the  omceniiis  iov»- 

cfi«H«   wlilivli  iiiny   naiiaiu  itittiec  for  years.    Coo^eqnentlj,  there  is  a 

t«  It  ^  Ml  V  h»  iiio«ti  o«Mi««(i  III  tb^  hicalijEatioii  of  the  disea^  tn  the  di^^taJ 

I  ^'  ltl4*  (witK     It  nusut'time^i  develops  fiirtber  tip  the  or^an,  itjs 

lH*4m  tHirri**d   tWix*  bv  the  Umphatics^w     It  U  rare  to  «?e 

«<f  |Ih«  Hliuli^  i»r)(ttn  tav  eaniHrr  io  the  primary  attack.     B^it 

I  nmy  iKViti*  by  liiv>iitti»  of  the  cnirpi^  ^^piingio^um,  in  which  ca^ 

ut%mk  iiMiy  Ih»  Uki^r  cm  tiivolvod.     Rix^tirrenoe  of  the  caooer  in 

I      fv  M  *      h  tti  lu  fVill  iiivolvc^ment^  the  corpora  cavernosa  no 

\     •  ^ '    I'tiii'tvr. 

A  tlH«l  HHiitiyiiitf  t^iimiiliontiiMi  in  the  low  grade  of  ulcerative  proce^ 
it'  t  .   hi  Uh>  iuti^MiiH'**  of  llu*  inaxse^  aod  on  its  surface,  and 

I  .U|\  H4td  wiM'lH'tHui,  rtttil4'rtn^  the  patient  an  object  of 

I  K  ^iiit  ih^NM'  with  whom  h*-  cinnes  in  contact. 

\\  tMpiiMdl  11^'  Ihi*  iHitHH'n>tis  gn>\vth  pain  may  becoroe  a 

i  if ,  ,.'   'M      4  iHiiijic  ***  oompri'i^iiion  of  the  urethra,  urination 

lirtltiiU  und  n«iriful.     Hemorrhage  of  greater  or 

'  ^'     '   viihijiimmt  of  the  ili8*»»se»  profound  cachexia  and 

»,  whUli  (u  Ihi'  *'ini  earr\'  oft'  the  patient. 

iHYMUnt  (jr  Iht  tl%tltUA*--lf\*  n  Kftmter  or  less  length  of  time 

(f  !\  iviiiatii  utmtlVrted.     We  have  no  reliable 

•  <  _    thf^   ilult  tkk  whirh  cancer  attacks   these 

Ilk  H\m^  i%«^^  I  hi'  imlWlit  ta  mtn  bite  in  thi^  affection,  and 

'  -   »h*  ♦UimhI  to  U»  altUckiKl.     As  a  general  rule,  the 

MdMllM  u^     <  iMid  m  Iniih  <%hU'<i»  mid  ouly  on  one  side  In  about  one- 

mm  Hf  hII  m^^^i 

\S\iiH  ^iM\Ui\  \i\  t^lHH*!'  Uh»  it^ltgliti  i»f  the  groin  and  also  of  the 

<lf**«l(  lui^Mlm*  liMidi  ittMtMt^Mv  I'tiltil^Hli  «e|Hm4ble  fri>ni  each  other,  and 

fM     i(b|«'   MmHvV  \\w  AUk,      \\wy  HMl)  rtniuiin  thu.^  for  months  or  for 

\\m\s  ik^Uii  i'lliWhttit  camvroiu*  development  may 

If  I   h\  tlu*Mi  *iiMl  Mm^I  40^y  bin*  T      'r , infurmot!  into  large  round, 
I    ^(  li'loilMbil  HMi«oi«      I'hta  t^MMn  •  i  •>  in:i>  n<main  unchanged, 
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of  secondary  infection,  and  there  is  then  prochieed  a  formidable  cancer 
in  the  groin. 

Strange  as  it  may  seem,  tertiary  metastasis  from  the  secondary  groin- 
cancer  is  the  exception  rather  than  the  rule.  It  is  rare  to  see  general 
diffusion  of  malignancy  in  cancer  of  the  penis. 

The  involvement  of  the  inguinal  ganglia  in  epithelioma  of  the  penis 
is  inevitably  followed  by  death  at  an  early  or  late  date. 

Diagnosis. — The  diagnosis  of  cancer  of  the  penis  may  be  difficult  in 
the  early  stages  of  the  growth.  The  existence  of  chronic  or  oft-recur- 
ring irritation  of  the  glans  or  prepuce,  followed  by  a  localized  warty 
growth  or  indurated  exulcerated  patch  or  nodule,  should  always  excite 
a  suspicion  of  cancer,  particularly  in  elderly  men,  and  more  especially 
when  the  existence  of  syphilis  has  been  excluded.  Then,  again,  the 
behavior  of  the  lesion  under  treatment  may  give  a  clue  as  to  its  nature, 
for  simple  processes  are  usually  amenable  to  proper  management,  while 
the  malignant  forms  go  on  unchecked  and  imcured.  Constant  exami- 
nation of  the  lymphatic  ganglia  is  necessary,  since  their  enlargement 
under  these  circumstances  will  frequently  lead  to  a  correct  diagnosis  of 
cancer.  Portions  of  the  growth  should  be  examined  with  the  micro- 
scope as  early  as  possible. 

When  seen,  as  most  cases  are,  late  in  the  development  of  cancer 
of  the  penis,  its  diagnosis  is  usually  very  easy.  The  large,  fleshy,  hard 
masses,  their  fungating  appearance,  the  distortion  produced,  and  the 
fetid  secretion,  all  point  to  cancer  of  the  penis. 

Prognosis. — This  depends  upon  the  time  at  which  the  cancer  is  seen 
and  its  nature  recognized.  If  seen  early  and  the  growth  is  small  and 
favorably  situated  for  removal,  its  ablation  may  give  to  the  patient 
future  immunity.  If  the  new-growth  is  very  large  and  if  it  has 
existed  for  several  years,  the  prognosis  is  less  favomble.  In  any  case 
the  condition  of  the  inguinal  lymphatic  ganglia  gives  the  most  reliable 
prognostic  data.  If  the  glands  are  but  slightly  enlarged  and  show  an 
indolent  tendency,  a  year  or  many  years  may  elapse  before  a  fatal  termi- 
nation results. 

Cancer  of  the  i)enis  is  so  well  localized  and  so  sharply  limited  in 
many  cases  that  the  conditions  for  its  removal  and  extirpation  are  more 
favorable  than  upon  other  regions.  Still,  the  sad  fact  stares  us  in  the 
face  that  in  the  vast  majority  of  cases  cancer  of  the  penis  almost  inev- 
itably leads  to  death. 

Recurrence  of  this  disease  in  the  stump  is  not  uncommonly  seen. 
Statistics  on  this  point,  however,  are  not  sufficiently  clear  and  reliable. 
This  accident  probably  occurs  in  about  25  per  cent,  of  all  cases. 

Pathological  Anatomy. — Cancer  of  the  i)enis  is  of  the  epithelioma- 
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tolls  vark'ty,  being  the  onliniiry  skin-enneer  involving'  R]uamnns  epi- 
thelium. 

Treatment. — According  to  the  severity  of  the  case  ampiitiition  or 
extirpat inn  of  the  [xniirt  may  be  nccx^ssary. 

Too  much  eunn^it  be  said  in  favor  *jf  an  early  and  radical  operation 
in  ca^es  of  cancer  of  tlie  penis,  since  such  a  course  gives  the  patient  a 
much  greater  inimiinity  to  subsequent  trouble* 

AmpntatioB  of  the  Ferns, 

The  patient  havini^  been  prepared  fitr  the  operation^  h  placed  on  his 
back  and  a  soft-rnliber  catheter  i^y  <|uite  firnily  tied  around  the  root  of 
tlie  penis^  in  f»rder  to  control  hemorrha^\  Thi'n  two  lon^  bonnet-pins 
are  thrust  through  the  corpora  cavemosai  sufficiently  well  bcliiud  the 
tumor  on  each  sidcj  in  an  X-like  manner,  avoiding  the  corpus  t?j>ongio- 
snni.  Before  inserting  the  pins  it  is  necessary  to  niaij*euvre  and  ma- 
nipulate a  little,  so  as  to  get  the  body  of  the  penis  Imck  about  three- 
quarters  of  an  inch  and  to  slide  the  iniegunientary  sheath  eorres|K>nd- 
ingly  forward*  Then,  traction  beiug  made  from  the  distal  and  diseased 
portion  of  the  penis  with  the  left  hand  or  liy  the  aid  of  an  tussistant, 
extension  and  steadiness  are  afforded,  and  a  circular  incision  is  made 
through  the  integument  at  the  distal  portion  of  the  penis,  taking  care 
nr>t  to  cut  tile  corpu>  spongiosum.  Then  the  corpora  cavernosa  are  cut 
through  downward  until  the  corpus  spongiosum  is  reached*  This  struc- 
ture should  l>e  carefully  dissected  out,  and  fully  one-half  or  three- 
(]narters  of  an  inch  sliould  be  left  to  j>rotnide  Im^md  the  amputated 
end  of  the  corpora  cavernosa.  We  tlien  have  the  latter  structures  as 
the  stump  proper  ;  around  it  is  the  ring  nf  integument  fidly  three- 
quarters  of  an  iucli  huiger  than  it,  and  uuderneatli  t!ic  corpus  s|>ongio- 
sum  is  intact  and  fully  half  an  inch  longer  than  the  stump.  At  this 
time  the  compression  is  mo<lenitely  relaxed,  and  all  <x>yJng  or  spurting 
vessels  are  clamped  and  ligaled,  one  by  one,  with  gut.  The  next  istep  is 
the  formation  of  the  urethral  orifice.  In  this  proeedure  we  should  be 
fuided  by  our  knowledge  of  anatomy.  If  only  one  or  two,  ur  even  three 
inehes  of  the  j>enis  arc  removed,  the  inclsieiu  intu  the  eorpus  spongiosum, 
whieh  slioulil  be  made  with  scissors,  should  be  vertieal,  for  the  reason 
that  thus  tar  the  urethra  is  a  vertical  slit.  Farther  down,  where  the 
urethi-a  is  a  transverse  slit,  the  incision  should  be  transverse.  In  the 
iirst  case  we  have  vertical,  and  in  the  second  horizontal  ov  transverse 
flaps.  Then  the  tegumentary  ring  should  be  stitched  to  the  mai^ins 
of  tlie  corpora  cavernosa  by  means  of  chise  interrupted  silk  sutures, 
leaving  the  formation  of  the  urethra  to  the  last.  Then  both  flaps  of 
the  corpus  spongiosum  must  be  stitched  with  silk,  in  c^se  they  are  verti- 
cal, to  the  corpora  cavernosaj  and  if  horizontal   the  upper  one  should  be 
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stitehfxl  tr>  tlioso  strm-tuivs  ami  the  luwer  <nn*  tn  tlie  intt'^iinirnt  Tlie 
wonnd  ifs  dres^sed  witli  i^^xLloform  and  siirrnuinlt^d  by  stfTilized  gauze 
kejvt  in  place  by  means  of  a  T-biunlage.  A  soft  riihbcr  eutheter  may 
b^?  rt'tiiiiied  in  the  ni\'tljr;i  for  n  few  days,  or  tho  iirini'  may  be  dniwn 
oti*  by  means  of  sucli  a  e:itlieter  of  a  calibre  of  about  No.  10  French. 
It  is  well  for  a  time  to  use  siippositorics  of  nior|>hlne  to  eontrt>l  ereetions. 

Tbe  patient  will  be  conlined  to  his  bed  for  about  three  weekB.  A:* 
healing  taki\s  place  in  tbe  stump  it  is  well  to  watch  tbe  new  urothnd 
oritiee  curefidly,  and.  if  nccet^sury,  to  introduce  every  few  days  a  soft 
olivary  bou^^ie  {2<]  F.),  As  a  result  of  this  oix^ration  a  good  stump  is 
left.  There  is  a  rednudaiice  of  integument  beyond  the  ends  of  tlie 
corfwra  cavernosa  wliieli  will  admit  nf  erection  of  the  latter  without 
pain  or  inconvenience.  In  many  such  cases  coitus  is  possible  after  the 
o|M'ration. 

The  patient  whose  penis  has  been  am|Hitated  should  reiK>rt  to  tbe 
irgeon  from  time  to  time,  in  order  that  he  may  see  that  the  urctbm 
reoiains  patuhius.  Should  it  be  utMi^essurv,  liy  rea^.>n  of  contraction,  tbe 
systematic  introduction  of  an  olivary  bougie  into  the  urethra  may  he 
made  every  few  days  or  a  w^eek  for  a  longer  or  shorter  period. 

Extirpation  of  the  Penis. 

This  is  aocomplished  in  the  following  manner:  The  serotimi  should 
Ik*  split  into  two  halves  in  the  whole  length  of  the  line  of  the  raph^, 
back  til  tbe  cnrpus  ^|K)ngiosym.  A  go«Ml  si>!ed  metal  t*atht*ter  or  sound 
shouhl  then  be  passed  as  far  a.s  the  triangidar  ligmiicntj  ami  the  knife 
insertetl  Wtween  the  corjiora  cavernosa  and  corpus  spongiosum*  The 
latter  structure  is  carefully  separated  as  far  back  as  the  triangular 
ligament  if  iieeess;iry — at  any  rate,  well  behind  the  disease.  The  sound 
is  then  withdniwn,  the  urethra  cut  across,  and  carefully  dissected  out. 
In  the  course  of  the  opt*ration  the  arteries  of  the  corpora  eavern4H5a  and 
the  dorsal  artery  of  the  [x^nis  are  divided,  and  it  is  necessarj^  to  Hgate 
them.  Then  an  incL^ion  is  made  anuunl  tlic  rocit  4)f  the  penis  on  each 
aide  up  to  the  central  incision  below.  The  suspensory  ligament  is  then 
cut  through,  and  tlie  cruni  of  the  forpnra  cavernosa  are  detached  from 
the  rami  of  the  pubes  by  nK\ans  of  the  jierif osteal  elevator.  If  the  hone 
id  involveil,  resection  must  l>e  |K»rformed.  The  urethra  is  now  brought 
out,  slit  lip  vertimlly,  and  stitched  to  the  lower  angle  of  the  wound  in 
the  scrotum.  If  the  tei^ticles  have  also  been  removed,  with  the  purpose 
of  obliterating  sexual  desire,  tlie  urethra  is  stitehitl  to  the  lower  angle 
of  the  perineal  wound.  The  after-treatment  recpiires  the  observance  of 
rigid  antisepsis,  the  frequent  renewal  of  dress^ings,  and  the  withdrawal 
of  the  urine  with  a  small  soft-rubl>er  catheter. 
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Extirpation  of  the  Ganglia, 

In  e%'ery  case  of  cancer  of  the  penis  the  Ingtiinal,  and  perhaps  the 
femoral,  ganglia  BhoiiM  be  thomtighly  removed,  pretenibly  at  the  time 
of  amputation  of  tlie  organ,  or  a  little  later  t»n  if  such  delay  is  impera- 
tive. The  dissection  should  be  most  thorough,  ami  care  should  be  taken 
nnt  to  wounil  the  femoral  vessels,  the  anterior  crnml  nerve,  and  the 
saphena  vein. 

Sarcoma. 

This  form  of  malignant  degeneration  of  the  penis  is  usually  second- 
ary to  the  involvement  of  other  parts;  it  may,  however,  be  primary. 
Ab  a  rule,  it  begins  in  the  tissues  of  the  cor^wra  cavernosa. 

This  new-growth  attacks  bi)th  young  and  old,  and  sometimes  seems 
tf}  follow  tmu  mat  isms.  The  clinical  features  are  the  slow,  and  some- 
times rapid,  development  of  a  tumor  without  any  }minful  sensations, 
whii'li  enlarges  and  distorts  the  i>eois.  After  removal  there  is  always 
great  danger  of  the  return  of  the  morbid  prcx^ess. 

Secondary  sarcomata  of  the  penis  are  sufficiently  common,  and  they 
present,  in  tlie  main,  symptoms  similar  to  those  of  the  primary  variety, 

Tlie  treatment  is  the  same  as  that  recommended  for  epithelioma. 

Hypospadias. 

This  condition  consists  in  a  greater  or  less  congenital  deficiency 
of  the  corpus  spongiosum  and  of  the  urethra.  When  the  urethni 
ends  at  the  base  of  the  glans  the  condition  is  called  balanic  hypos- 
padias, and  when  it  cndn  in  the  course  of  the  [>enis  between  tlie 
glans  and  the  penoscrotal  angle  it  is  called  penile  hypospadias.  A 
third  and  exceedingly  rare  form  of  this  affection  is  known  as  scrotal  or 
porineoscmtal  hypos|>adins,  in  which  the  orifice  of  the  urethra  is  found 
in  the  scrotal  sulcus  (which  may  luive  the  form  of  a  cleft  like  a  vulva) 
or  in  the  perineum.  It  is  very  rare  to  find  congenital  defects  in  the 
membranous  and  prostatic  urethra,  consequently  lu  all  cases  of  hyjK)«- 
pa<lias  the  jKitient  has  control  of  his  urine.  In  balanie  hypospadias  the 
jiatient  usually  ejects  the  urine  in  a  normal  manner,  but  in  propor- 
tion as  the  urcthnd  orifiee  is  situated  further  back  in  the  i>enis 
tiic  stream  is  weak,  and  the  patient  wets  his  under-linen  unless  he 
urirjates  in  tlie  sitting  posture. 

Treatment.— Balanic  hyjKK^patlias  usually  requires  nosurgit^l  opera- 
tion except  perhaps  when  the  urethral  orifice  is  small,  and  then  a  slight 
incision  followed  by  dilatation  will  relieve  the  parts.  In  most  cases  of 
penile  hypospadias  the  functions  of  the  penis  are  not  materially  im- 
paire*!,  hence  o|ierative  measures  are  not  necessary.     In  some  of  these 
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Extizpation  of  the  Ganglia. 

In  every  case  of  cancer  of  the  penis  the  inguinal,  and  perhaps  the 
femoral,  ganglia  should  be  thoroughly  removed,  preferably  at  the  time 
of  amputation  of  the  orgiuij  or  a  little  later  on  if  sueli  delay  is  impera- 
tive. The  dissection  should  Ije  most  thorough^  and  care  should  be  taken 
not  to  wound  the  femoral  vessels,  the  anterior  ernml  nerve,  and  the 
saphena  vein. 

Sarcoma. 

This  form  of  malignant  degeneration  of  the  penis  is  usually  second- 
ary to  the  involvement  of  otlier  parts ;  it  may,  however,  be  primary. 
As  a  rule,  it  begins  in  the  tissues  of  the  cor[Kini  cavernosa. 

Thi?  new-growth  attacks  both  young  and  old,  and  sometimes  seems 
to  follow  traumatisms.  The  clinical  features  are  the  slow,  and  s^>rae- 
times  rapid,  development  of  a  tumor  without  any  painful  sensationS| 
which  enlarges  and  distorts  the  penis.  After  removal  there  is  always 
grt^at  danger  of  the  return  of  the  morbid  prociess. 

Secondary  san-omata  of  the  penis  are  sufficiently  common,  and  they 
present,  in  the  main,  symirtoms  similar  to  tliose  of  the  primary  variety. 

Tlie  treatmeilt  is  the  same  as  that  reeoru  mended  for  eiiithelioma. 

Hypospadias. 

This  condition  crmsists  in  a  greater  or  less  congenital  deficiency 
of  the  corpus  sp<^nigiosunT  and  c»f  the  urethra.  When  the  nn'thra 
ends  at  the  base  of  the  glans  the  comlition  is  called  halanic  hyp>S' 
padias,  and  when  it  ends  in  the  course  of  the  jM'nis  l)etwe<^n  the 
glans  and  the  [K^nosc*rotal  angle  it  is  cjilled  penile  hypospadias.  A 
third  and  exceedingly  rare  form  of  this  affection  is  known  as  scrotal  or 
perine4)scrotal  hypospadias,  in  which  the  oritiee  of  tlie  urethra  is  found 
in  the  scrotal  sulcus  (which  may  Imve  the  form  of  a  cleft  like  a  vulva) 
or  in  the  perineum.  It  is  very  rare  to  find  congt^nital  defects  in  the 
mem  lira  nous  and  prostatic  urethm,  consequently  in  all  cases  of  hy|n»s- 
patlias  the  patient  lius  c<jntr{J  of  his  urine.  In  balauic  hyiwispadias  the 
patient  usually  ejects  the  urine  in  a  nt*rmal  manuer,  but  iu  pro|w>r- 
tiou  as  the  urcthnd  orifice  is  situated  further  back  in  the  penis 
the  stream  is  weak,  and  the  patient  wets  his  under-linen  unless  he 
urinates  in  the  sitting  posture. 

Treatment. — Balauic  hypospadias  usually  requires  no  surgical  opera- 
tion except  perhaps  when  the  urethral  orifice  is  small*  and  then  a  slight 
incision  followed  by  dilatation  will  relieve  the  jiarts.  In  most  cases  of 
|>enile  hypospatlias  the  functions  of  the  [jenis  are  not  materially  im- 
paired, hence  oix^rative  measures  are  not  necessary.     In  some  of  these 
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cases  tlie  shortened  urethra  acts  like  the  string  to  a  bow,  and  it  is  tlien 
necessary  (using  thorough  antisepsis)  to  dessect  the  canal  out  and  to 
suture  it  further  back  in  the  penis,  and  thus  relieve  the  parts  of  the  in- 
curvating  tension.  Plastic  operations  designed  to  restore  the  length  of 
the  urethra  cannot  be  given  in  full  detail,  since  the  condition  of  the 
parts  varies  in  different  cases.  In  all  these  operations  the  surgeon 
must  adapt  the  incisions  according  to  the  indications  presented  to  him. 
All  cases,  as  a'rule,  require  several  operations,  and  in  very  many  more 
or  less  complete  failure  is  experienced. 

In  cases  of  scrotal  and  perineoscrotal  hypospadias  it  is  necessary  to 
perform  perineal  urethrotomy  first  and  thus  gain  a  bladder-drain,  then 
by  dissection  and  plastic  operations  the  deficiency  in  the  urethra  may 
be  restored.  It  is  always  well  in  these  cases  not  to  hold  out  to  the 
patient  very  sanguine  hopes. 

Epispadias. 

In  this  severe  and  exceedingly  rare  form  of  malformation  the  urethra 
opens  on  the  upper  surface  of  an  imperfect  penis  either  in  its  glandular 
portion  in  the  continuity  of  the  organ  or  at  the  symphysis  pubis,  in 
which  event  there  is  usually  ectopia  vesicae. 

Treatment. — Cases  of  epispadias  are  so  rare  that  they  may  be 
called  surgical  curiosities,  and  more  or  less  complete  failure  to  remedy 
the  malformation  is  the  rule  rather  than  the  exception.  When  he  has 
decided  to  operate,  the  surgeon  has  his  choice  between  the  method  of 
Dolbeau  and  that  of  Thiersch,  which  procedures  have  in  some  instances 
been  followed  by  tolerably  fair  results. 


CHAPTER   XII. 

AFFECTIONS  OF  THE  SCROTUM. 

Contusions  and  wounds  of  the  scrutnra,  if  of  a  severe  nature,  are 
Hilially  associated  with  more  or  less  injury  to  the  testicle,  and  therefore 
require  proper  support  and  the  usual  surgical  treatment  employed  for 
traumatisms  and  wounds  in  general.  If  the  tuniea  vaginalis  has  been 
o|K*ned,  die  greatest  c^re  must  be  exercised  in  regard  to  cleanliness,  a-? 
suppuration  of  that  cavity  may  be  followed  by  destruction  of  tlie 
testicle. 

Tlie  scTOtum  may  be  attacked  l>y  almost  any  of  the  various  skin 
diseases  which  affect  other  portions  uf  the  integument,  so  for  a  descriii- 
tion  t>f  them  and  their  treatment  the  reader  is  referred  to  works  on 
derma  tolngy* 

(Edema,— True  tederaa,  or  dnipsical  effusion  of  the  scrotum,  is  some- 
times observed  us  a  mauifestation  of  certain  renal  and  cardiac  aftections, 
and  also  after  the  too  rtidical  removal  of  the  inguinal  glands  for  sup- 
purative adenitis,  malignant  disease,  or  tubercular  afft?etions. 

The  treatment  of  redema  depends  upon  the  cause,  which,  if  possible, 
must  be  nnnoved.  llu*  scrotum  should  l>e  properly  elevateil,  and  the 
serum  evacuated  either  l>y  massage.'  and  pressure,  or  l>y  multiple 
punctures,  made  with  all   antiseptic  precautions. 

Emphysema  of  the  scrntum  is  sometimes  observed  in  cases  i»f 
urinary  scrotal  extravasation,  when  it  is  due  to  the  liberation  of  gjis 
from  the  shaighing  tissues,  the  etiological  factor  being  a  septic  urine, 
while  sterile  urine ^  as  has  been  shown  experimentally,  can  l>e  injected 
into  the  tissues  wnth  impunity. 

A  certain  amount  of  air  may  enter  the  loose  scrotal  tissues  in  wounds 
or  injuries  of  these  parts,  and  air  or  gas  may  sometimes  find  its  way 
there  from  distant  wotmds  which  communicate  either  with  the  air 
passu ges  or  the  intestines. 

Treatment.— By   free  incisions  all  of  the  gas,  with  decomj>osing 
urine   anil  sloughing  tissues,  must  be  liberated   immediately  and  the 
parts  cleansed  with  peroxide  (>f  hydnigen  and  hot  saline  solution,  and    ^ 
dressed  in  the  usual    manner ;    the  cause  of  the  extravasation  being   ^M 
removed  at  the  same  time.    (See  Extravasation  of  Urine  due  to  Stricture.) 
Air,  or  even  gas,  may  be  abs^irbed  spontaneously  by  the  tissues,  or 
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may  require  a  few  punctures  or  incisions,  followed  by  a  light  pro- 
tective dressing. 

Oangrene. — Gangrene  of  the  scrotum  may  follow  traumatism  or 
extravasation  of  urine,  and  may  also  occur  spontaneously  without 
apparent  cause.  In  this  latter  form  the  destruction  of  tissue  may  be 
slight  or  so  extensive  that  the  testes  are  left  ex|>08cd,  the  necrotic  proc- 
ess involving  the  jMinis  to  a  greater  or  less  degree.  This  form  of  gan- 
grene is  usually  encountered  in  alcoholic,  debilitated,  and  generally  run- 
down and  poorly  nourished  subjects  affected  with  Bright's  disease  and 
diabetes,  such  as  are  seen  mostly  in  hospital  practice. 

Treatment. — The  patient's  general  condition  must  be  improved  by 
a  nourishing  diet,  tonics,  fresh  air,  and  attention  to  the  bowels.  The 
scrotum  should  be  properly  supported  and  kept  scrupulously  clean  and 
moist  with  saline  gauze,  over  which  is  placed  a  layer  of  oiled  silk.  As 
the  line  of  demarcation  forms,  the  gangrenous  tissues  are  removed  and 
the  subjacent  parts  cleansed.  In  this  manner  it  is  surprising  to  see  how 
the  great  loss  of  tissue  is  replaced  by  granulations  which  in  time  cover 
over  the  exposed  testes. 

Elephantiasis  of  the  scrotum  will  be  found  fully  descril)ed  on  page 
254,  with  elephantiasis  of  the  genitals. 

Tnmors. — The  scrotum  may  be  the  seat  of  cysts,  sebaceous  cysts 
(see  Plate  V.),  fatty  tumors,  fibroma,  siircoma,  and  epithelioma,  the  latter 
being  known  as  "  chimney-sweeps'  cancer,"  on  account  of  its  frequent 
occurrence  in  that  class  of  workers  and  probably  ciuised  in  them  by  the 
irritation  of  soot.  It  usually  begins  as  a  small  spot  of  localizeil  indura- 
tion, which  in  a  short  time  is  transformed  into  an  unhealthy-looking 
ulcer,  with  a  thin,  watery,  and  foul  secretion. 

Treatment. — Benign  growths  may  remain  for  years  in  the  scrotal 
tissues  ^vithout  causing  any  trouble  whatsoever,  but  it  is  always  best  to 
remove  such  tumors,  no  matter  what  their  nature  is  or  how  trifling  they 
may  appear.  Malignant  tumors  should  be  very  radically  removed, 
together  with  the  adjacent  lymphatic  glands. 
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AFFECTIONS  OF  THE  URETHRA. 

URETHEAL  CALCULI. 

Occasionally  one  or  more  calculi  are  found  in  the  urethra,  situ- 
ated within  its  bulbou.Sj  jwndulous,  or  prostatic  portion,  just  at  the 
penfKscrotal  angle,  or  in  the  fossa  navicuhiris.  Tliey  usmilly  have 
their  origin  in  the  kidney  as  uric  acid  concretions,  which,  coming  down 
the  nrinary  tract,  becnnie  imjxicteil  in  the  iircnhm.  and  incmsted  and 
increased  in  size  by  the  addition  of  phosphate  of  lime.  They  may 
attain  such  dimensions  as  more  or  less  completely  to  block  up  or  occlude 
the  urethral  canal,  thus  interfering  with  normal  urination  or  ejaculation, 
which  calls  the  patient^s  attention  to  their  presence. 

Diagnosis. — Urethral  calculi  may  l>e  felt  from  without  by  jialjiating 
the  under  surface  of  the  {>enis.  A  metal  instrument  which  is  passed 
through  the  meatus  wilt  be  stop[>ed,  or  w*ill  give  a  grating  sensation 
a*^  it  pisses  along.  The  endasei>pc  may  be  used  in  the  examination  of 
these  cases. 

Treatment. — Under  local  or  genenil  aniesthesia  calculi,  a^  a  rule, 
can  be  removed  with  a  very  .smiiU  and  ilelicate  Itthotrite,  or  straight  or 
curved  urethral  forceps.  If,  however,  this  proves  unsuccessful,  a  small 
opening  will  have  to  be  made  in  tlie  bulbous  portion  of  the  canal  and 
the  stone  rtiiioved  through  tlie  wnund,  which  is  to  l>e  carefully  sutured 
around  a  meilium-sized  soft-rul)l>er  catheter,  which  sh^iuld  drain  the  blad- 
der until  the  urethral  opening  is  completely  cicatrized.  A  stone  in  the 
prostatic  urethra  can  sometimes  be  pushed  Ijack  into  the  bladder  with 
a  full-sized  sound,  and  wtien  there  gnisped  with  a  small  lithotrite  and 
removed  en  masse,  or  crushed  and  evacuated  as  in  litholapaxy. 


FOREION  BODIES   IN  THE  ITRETHRA. 

Foreign  bfMlies  gain  access  to  the  urethra  either  as  the  result  of 
accident,  due  to  the  breaking  of  catheters  and  urethral  instrimients,  or 
they  are  intrmlueed  purposely  for  abnormal  sexual  gratification  by 
])ersons  who  are  sexually  degenerate,  these  unfortunates  introducing 
every  conceivable  article  that  will  pass  the  meatus. 
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In  anaemic  and  neurasthenic  subjects  this  form  of  prostatitis  is  some- 
times very  chronic,  and  the  continuance  of  local  inflammation  leads  to 
the  intensification  of  the  general  low  condition.  In  many  cases,  how- 
ever, brilliant  results  follow  a  carefully  adapted  method  of  treatment. 

Treatment. — The  treatment  in  general  is  that  applicable  to  poste- 
rior urethritis.  The  health  and  morale  of  the  patient  should  be  im- 
proved as  much  as  possible  by  all  hygienic  influences.  In  anaemic  and 
neurasthenic  cases  iron,  quinine,  and  strychnine  are  very  l>eneficial,  and 
they  may  be  combined  with  coca  extract.  This  combination  will  be 
found  useful  in  most  cases  of  sexual  disorder  in  which  anaemia  or  neu- 
rasthenia coexists. 

But  in  all  these  cases  the  existence  of  the  focal  inflammation  delete- 
riously  reacts  on  the  sexual  centre  and  the  general  nervous  system,  and 
it  is  of  prime  importance  to  cure  that.  To  this  end  the  careful  intro- 
duction of  a  goodly  sized  (20  to  30  French  scale)  steel  sound  (chilled  in 
ice-water)  two  or  three  times  a  week,  and  its  retention  in  the  urethra  for 
three  or  four  minutes,  will  be  very  beneficial. 

Instillations  and  irrigations  of  nitrate  of  silver,  permanganate  of 
potassium,  or  of  alum  and  sulphate  of  zinc,  may  be  used  in  most  cases 
with  much  benefit. 

Constipation  should  be  avoided,  and  coffee,  liquors,  asparagus,  and 
spiced  dishes  should  not  be  indulged  in. 

Bromide  of  potassium,  belladonna,  and  hyoscyamus  may  be  used 
with  caution  to  meet  the  condition  of  erethism  when  it  arises. 

Prostatic  massage  is  not  indicated  in  these  cases. 

OHBONIO  CATARRHAL  INFLAMMATION  OF  THE 
PROSTATE. 

This  condition  is  not  very  uncommon,  and  in  order  to  understand 
it  fully  it  is  necessary  to  be  familiar  with  the  general  and  minute 
anatomy  of  the  prostate. 

In  some  cases  gonorrhcea  and  in  others  masturbation  is  the  primary 
cause.  The  essential  lesions  are,  first,  a  round-cell  infiltration  and 
hyperaemia  in  the  connective  tissue  around  the  gland-tubules ;  and, 
second,  simple  catarrh  of  the  lining  membrane  of  the  gland-tubules. 
This  periglandular  inflammation  is  usually  continuous  with  that  of  the 
mucous  membrane  of  the  prostatic  urethra,  but  in  some  cases  this  latter 
condition  may  not  coexist,  or  it  may  be  only  an  insignificant  feature. 

Histological  investigations  have  shown  that  in  some  cases  of  inflam- 
mation of  the  prostatic  urethra  only  the  ducts  of  the  glands  have  been 
involved,  consequently  the  parenchyma  of  the  prostate  escaped.  It  has 
also  been  shown  that  one  or  more  groups  of  gland-tubules  may  be  at- 
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AFFECTIONS  OF  THE  PROSTATE. 

Chronic  inflarnmation  of  the  pra^tatc  it*  irKluced  by  various  ciiuges, 
the  mo?5t  fri^([iR^iit  prol>ably  Iwiug  acute  ami  chronic  gonorrha-a,  the 
next  in  order  being  masturbation  and  i^exual  excess's.  It  may  also  be 
dne  to  violence  with  sounds,  catheters,  iiud  litholapaxy  in.<tniments,  to 
tlie  irritation  of  a  8tone  in  the  bhidder  or  of  a  fragmeut  of  stone,  or  of 
small  stones  impacted  in  its  mucous  membrane,  and  to  stricture.  It  is 
nut  very  probable,  as  claimed  by  some,  that  injeetiims  used  by  patients 
in  tlic  anterior  urethra  may  cause  inflammation  of  the  prostate,  but  very 
caustic  deep  injections  may  lie  the  starting-point  of  the  trouble.  (For 
the  description  of  chrouic  gonorrhceal  congestion  and  abscess  of  the  pros- 
tate, see  pp.  98  et  rnqJ) 


CHRONIC   INFLAMMATION  OF   THE   VERUMONTANUM 
AND  PROSTATIC   URETHRA. 

This  form  of  chnuiic  prostatitis  is  not  very  uncomnionjand  is  found, 
as  a  rule,  in  men  from  about  eighteen  to  twenty-five  years  of  age*  The 
underlying  causes  are  either  prolonged  masturl ration  or,  mther  less 
fref[ueutly,  ehronio  pf>stcrior  urethritis ;  or  br»th  may  be  factors. 
Patients  tJius  afflicted  may  enjoy  tolerably  good  liealth,  or  they 
may  be   amcmic  or  even   neurasthenic. 

The  first  symptoms  |iointing  to  this  prostatic  disorder  are  referable 
to  the  sexual  system.  In  those  patients  who  indidge  in  coitus  it  is 
first  noticed  that  they  suffer  from  premattire  ejaeulations.  Erections 
may  be  firm  anil  desire  may  be  great,  but  the  sexual  act  is  aborted. 
Then,  as  time  gfH\s  on,  the  erections  become  less  vigorous  and  the  ejacu- 
lations are  weak  and  dribbling.  Unless  relic vmI,  such  i^atients  become 
impotetit.  Besiiles  these  symptoms  nocturnal  pollutions  may  trouble 
the  patient,  who  may  al^o  observe  the  escape  of  mucus  from  the  urethra 
after  uriuatiim  or  defccatiun.  In  some  cases  a  feeling  of  weakness  and 
depression  folh>ws  the  supposed  loss  of  semen.  All  these  symptoms 
may  be  observed  in  those  whose   trouble  originated  fmni  masturbation. 

When  the  euiission  or  ejaculation  is  examinenl  under  tlie  microscope 
it  is,  as  a  rule,  found  to  consist  of  mucus  and  granular  phosphates  j  but 
*n  some  chr«>nic  eases  immature  and  deatl  spermatozoa  mav  1m>  seen  in 
the  fluid,  together  with  cuboidal  cells,  pus,  and  perhaps  calcium  (oxalate, 
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When  the  urine  is  examined,  if  posterior  urethritis  exists,  the  first 
few  ounces  will  contain  gonorrhceal  threads,  the  second  specimen  will 
be  clear,  and  in  some  instances  the  third  specimen  will  have  a  decidedly 
milky  appearance,  due  to  the  mucus  and  granular  phosphates  which 
have  been  expressed  by  the  contraction  of  the  prostate.  If,  however, 
after  the  second  cylinder  has  been  filled  with  clear  urine  and  some  of 
the  residuum  is  still  left  in  the  bladder,  massage  of  the  prostate  will 
cause  a  more  or  less  copious  flow  (one-half  to  two  or  three  drachms)  of 
a  mucus  which  may  be  thin  and  milky  or  as  thick  as  condensed  milk. 
This  secretion  may  escape  from  the  meatus  or  it  may  be  voided  with 
the  urine.  In  any  event,  in  this  form  of  prostatitis  (and  the  same  is 
seen  in  other  forms)  the  dominating  component  parts  will  be  found 
to  be  mucus  and  granular  phosphates.  And  it  may  be  here  stated  that 
this  combination  is  the  one  which,  with  more  or  less  admixture  of 
other  crystals  and  of  tissue-elements,  will  be  found  throughout  the 
course  of  the  various  forms  of  prostatitis  yet  to  be  considered.  Some- 
times mucus  escapes  which  is  not  mixed  with  phosphates,  but  this  is 
not  of  frequent  occurrence.  It  is  most  important,  therefore,  that  the 
surgeon  should  become  thoroughly  familiar  with  the  appearance  of  this 
muco-phosphatic  secretion  and  with  the  urine  which  is  so  commonly 
voided  by  these  patients.  The  urine  is  usually  of  low  specific  gravity 
(1004  to  1010),  neutral,  moderately  alkaline,  or  not  very  acid  reaction. 
It  has  a  pale-straw  tint,  and  it  is  usually  voided  in  considerable  quanti- 
ties. Much  familiarity  with  these  cases  will  enable  the  surgeon  (if  he 
were  so  disposed)  to  make  a  diagnosis  simply  from  inspection  and 
microscopic  examination  of  the  urine.  As  has  been  said,  the  domi- 
nating feature  of  the  abnormal  discharge  is  the  combination  of  mucus 
and  granular  phosphates. 

These  patients  sooner  or  later  complain  of  frequent  urination  ;  in 
some  it  occurs  at  night,  in  others  in  the  daytime,  and  in  still  others 
both  during  the  day  and  at  night.  Some  patients  complain  of  pain  in 
the  passage  of  the  urine  as  if  it  scalded,  or  as  if  a  hot  iron  were  in  the 
canal,  and  it  is  not  uncommon  for  these  patients  to  experience  a  dull 
pain  in  the  glans  penis  at  the  end  of  urination.  Some  patients  have  a 
sensation  as  if  their  urine  escaped,  but  examination  of  the  penis  shows 
that  it  is  dry. 

Endoscopic  examinations  of  these  cases  should  not,  as  a  rule,  be  made, 
since  they  are  usually  very  painful,  and  the  conditions  which  they 
reveal  can  be  determined  by  other  and  less  severe  means.  The  facts 
already  developed  from  the  endoscopic  study  of  the  prostatic  urethra 
in  these  cases  show  vovy  clearly  that  the  whole  canal  is  very  red  and 
swollen,  and  this  is  observed  particularly  in  the  verumontanum  and 
the  adjacent  surfaces. 
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ItntfiilxT  ffMHitl  inv^ulurly  scattr^nHl  it]    both  lobc^.     Tlicse  lumps  are 


h 


iL      And,  Itihllv,  fh' 


may  hn  found  i?eattere<l  over 
i]m  whnli*  pruHtatt^  liulf-jM/u-sizetl  iir  larg:e-sliot-sized  prominences,  of 
whi^^li  iIhti'  nniy  l>e  Iwu  <»r  thrrt*  or  even  a  goodly  iiuniber  ^'iited  on 
INK*  in*  lif*tli  Icibi'^*  Tlit^  disc(»very  of  these  morbid  foci  cleariy  war- 
niuU  tijii  dia(^jio!^iK  of  cbrouie  prostatitis.  (In  some  cases  the  existence 
of  Mjb**n'iilifKi^  iiiny  be  Hiit^peeletb)  In  any  of  the  foregoing  eondititnis 
finiMMi^e  ivi  the  proHlate  will  eauh^e  certain  abuornia)  nuieoid  i?eeretion^to 
rN-ape  from  (he  nn'atiis  or  ti>  appear  in  the  urine.  These  stKTetions  are 
fm  fullriwii:  I»  thni  <d'  tlirnnie  ]HLsterior  urethritis;  2,  a  clear,  viseid 
moeu^  ;  .'J,  iiini'U^  and  eyltiMb'itnd  prostatic  epithelituii  ;  4,  mneus  (tluu 
nr  lhi<;k  and  vineid)  and  ^I'Muuliir  plu^sphales  (this  is  the  secretion  niost 
tHittirnonly  fcjnnd);  h^  mucus,  grannlar  pliospliates,  and  cylindrical 
epithcliiiin  (ihcH'  arc  nsnally  found  iti  M^vy  recent  cases);  6,  mucus, 
jfrnindar  plM»f*phiitcs,  divail  and  puny  spermatozoa^  and  oxalate  of  lime; 
tnidj  7,  inneui^,  granular  phosphates  with  either  triple  phasplmtes  ar 
ery«tJilliiH*  (ilio^pliate  of  lime.  In  any  of  these  secretions  there  may  be 
at  Horne  limt!  spermatozoa  and  ])iis  ]»resent. 

'Hie  eKHciitial  Heeretitju  tif  all  ebronie  catarrhal  prostatic  inflammation 
Im  mitt^ux  iii  wliicfi  lh(*re  is  a  greater  or  less  admixture  of  granular 
plioMphales.  Tbis  setMVtiuu  in  excess  attests  the  activity  of  the  cylin- 
drical I'pilhi'Iiid  i'ell.^  lining  the  tubides,  whi)se  function  in  beahh  is  to 
werete  ti  thin  njilky  iluid,  together  with  tlie  granular  phosphates,  which 
emiHtihit*'  ihe  h'uc  prostatic  fluid  which  plays  such  an  important  r6le 
in  \Uv  product  ion  of  pun*,  fertih*  seuu'U,  In  disease  this  normal  pro- 
ccHK  be<»ouu»H  exaggerated,  and  as  a  resrdt  we  see  when  examining  ease« 
fd'  <*a(arrlial  pnistatitis  tht»  clear  viscid  nnieus,  the  milky  secretion,  and 
that  which  looks  as  it  eseaiK*s  from  the  meatus  like  a  wormy  njass  of 
eonth'Tised  milk.  When  the  prostatic  inflammation  Ix^eomes  still  more 
ehnmie  we  jind  tin*  other  admixturt^s  which  have  just  bt^n  enum^Tated, 
It  may  hf^'e  be  mentioned  arid  emphasized  that  in  most  eases  of  chronic 
ealiirrhal  proHtaliliw  in  young  subjects  the  tjaculatiou  iu  masturbatiiui  is 
eijmpiWil  nuwtly  ot"  the  abovc-nicutioned  abnormal  prostatic  secretion, 
Willi  or  wlthoiil  iht*  other  salts  or  spermatozoa.  Further,  it  is  well  to 
hear  in  mind  that  (lie  so^t^aih  d  nocturnal  pollations  in  these  CJises,  the 
d(»f(4'aJiou  and  miiialirm  ejaeidate,  and  t lie  secretion  which  escapes  from 
ihc  nn^tlira  ni'iw  hard  w<*rk,  are  all  wholly  or  nearly  comjMised  of 
tniicus  and  gnuiular  phosphates.  In  some  crises,  owing  to  cjinses  to  l>c 
mcntioru'd  a  little  later.,  simie  si>ermatoKoa  may  be  found  in  the  ejaeu- 
liite.  With  tliin  statement  of  facts  held  well  in  mind  (which  I  have 
VfTifit*<I  in  eliuictd  observativni<^  aufl  by  microscopic  studies  scores  of 
times),  the  vague  conception  td'  tliat  old-lime  bugl>ear  of  medicine — 
namely,  spermatorrha>a — really  becomes  an  enlightened  subject. 
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In  some  of  these  cases  there  is  increased  frequency  of  urination 
during  the  day,  and  perhaps  during  the  night,  and  there  may  be  more 
or  less  uneasiness  or  pain  at  the  end  of  the  act.  In  some  cases  at  the  end 
of  urination  there  is  marked  tenesmus,  which  may  radiate  to  the  pelvis, 
rectum,  and  anus,  and  cause  much  distress  of  mind  and  suffering. 
These  patients,  besides  uttering  their  complaints  as  to  prostatic  pain 
and  soreness,  often  become  much  worried  and  nervous  about  their 
pollutions,  which  they  think  will  render  them  permanently  weak. 
Many  of  them  sooner  or  later  present  evidences  of  declining  sexual 
power. 

Unless  cured  by  proper  treatment  these  patients  continue  in  an 
unsatisfactory  state  for  months  and  years.  Some  may  appear  ruddy 
and  healthy,  even  though  they  suffer  somewhat,  and  worrj' ;  others 
become  decidedly  nervous  and  anaemic,  while  not  a  few  really  become 
neurasthenic. 

In  proportion  as  the  mental  and  physical  reaction  is  severe,  so  is  the 
case  unpromising  as  to  ultimate  relief.  In  general,  with  the  improve- 
ment in  the  urethral  and  prostatic  trouble  which  proper  treatment 
brings  about,  the  mental  and  physical  condition  improves. 

Many  young  men  suffering  from  chronic  catarrhal  prostatitis  n)ake 
'  no  complaint  of  symptoms  which  |X)int  to  the  prostate  as  the  source  of 
their  trouble,  but  lay  much  stress  upon  their  so-called  loss  of  semen 
after  defecation  and  urination  and  bodily  exercise,  and  by  nocturnal 
pollutions.  In  these  patients,  as  a  rule,  we  find  by  rectal  examination 
all  the  tangible  conditions  of  the  prostate  already  mentioned,  and 
microscopic  examination  of  their  urine,  of  their  ejaculates,  or  of  the 
expressed  secretion  of  the  prostate  will  reveal  the  appearances  detailed 
in  the  preceding  pages.  This  class  of  patients  usually  become  very 
nervous  and  excited,  and  from  anaemia  rapidly  pass  into  a  neurasthenic 
condition,  and  complain  of  an  infinitude  of  morbid  symptoms.  They 
become  sexually  weak,  while  at  the  same  time  they  are  abnormally 
sexually  excited,  and  the  result  is  sometimes  very  depressing  and  dis- 
couraging. In  many  instances  great  harm  results  to  those  patients  by 
their  persistence  in  masturbation,  futile  attempts  at  coitus,  and  dal- 
liance with  women.  The  result  in  many  cases  is  physical  and  mental 
exhaustion. 

As  catarrhal  prostatitis  becomes  chronic  in  some  cases  the  morbid 
process  creeps  up  the  ejaculatory  ducts  and  involves  the  mucous  mem- 
brane and  that  of  the  ampullte  and  of  the  seminal  vesicles.  The 
direct  result  of  this  extension  is  a  more  or  less  severe  catarrhal  condi- 
tion of  these  parts.  But  the  most  striking  effect  produced  is  a  condi- 
tion of  flabbiness  of  the  outlet  ducts  of  the  ampullce  and  of  the  seminal 
vesicles  and  the  development  of  more  or  less  patulousness  in  the  not 
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tiickod  10  an  irregularly  seattered  manner,  either  oji  one  skle  or  liotli, 
nud  that  synimetrical  involvement  may  not  dceur  in  one  t*r  in  Loth 
halves  tjf  the  |jrostxiti\  The  inflannrnitor}^  proeess  nuiy  invade  in  an 
irregular  manner  scvend  gmups  of  glands  on  one  or  hoth  sides  of  the 
*rrgan,  anil  there  may  be  scattered  liere  and  there  groups  which  remain 
unaffected.  Thi!>  pecnliarity  of  the  prostatic  iriHanimation  is  due  to  the 
anatomical  arrangement  of  the  tnhides,  which*  in  passing  into  the  depths 
of  the  organ,  remain  .sL>|)arate  from  one  another.  Thns  it  liaj>pens  tliat 
the  inHanimatory  prrn^ess,  when  attacking  a  tubule  or  a  group  of  tubules, 
runs  down  th<^m  lo  their  blind  ends^  and  thus  limits  itself  nnd  shows 
no  tendency  to  invade  the  jieripheral  parts.  In  some  eases  the  whole 
ma.ss  of  gland-tubules  may  be  attacked.  This  knowledge  w^ill  explain 
to  us  why  in  some  cases  the  whoh^  gland  is  swollen,  wliy  in  others  its 
surface  feels  noduhite<l  and  lumpy,  and  in  stiil  others  presents  the  sen- 
sation as  if  many  good-sizcnl  shot  were  deeply  imbedded  in  the  ciipsulc 
of  the  prostate.  In  the  first  case  the  glands  of  the  whole  organ  are 
f|nite  uniformly  attacked  ;  in  the  second  gronjxs  of  glands  are  swollen 
and  cause  n<Mlulations  and  lum[>s  on  its  external  surface  ;  and  in  the 
thinl  case  individual  glands  scattered  irregularly  over  the  organ  are  the 
seat  of  the  iuHainniation  which  Ijy  its  limited  swelling  gives  the  finger 
the  sensation  us  if  sht^t  were  seated  in  the  tissues. 

Such  are  the  anatomo-pathologieul  facts  and  the  resulting  conditions 
winch  are  revealed  to  the  surgeon  in  examining  cases  of  chronic  catarrh 
of  the  prostate. 

The  pathtdogical  conditions  here  mentlimed  may  lead  to  various 
secondary  morhitl  states,  which  will  he  brought  out  later  on. 

Chronic  prostatitis  is  observed  in  the  perifwl  between  puberty  and 
mi<Idle  age,  but  mostly  between  twenty  and  forty-five  years*  It  wcnrs 
in  all  i'lasses,  in  the  jitnir  and  in  the  rich.  Though  the  morbid  condi- 
tions in  the  prostate  are  nearly  the  same  in  all  cases,  the  sympttMos  pre- 
sented vary  very  eonsidendjly  in  ditlercnt  eases.  This  market]  variation 
in  the  symjitcmis  allow\s  the  classification  into  certain  forms  of  the  dis- 
ease, the  description  of  which  will  lead  to  recognition. 

Tcmpenimentj  habits,  and  age  have  much  to  do  with  the  diversity 
of  the  symjitoms ;  but  in  the  chronic  course  of  the  disease  certain 
eecondary  conditions  are  developed  and  certain  complic^itions  may  be 
induce*!  which  also  give  rise  to  marked  symptoms.  Thus  in  many  eases 
the  symptom -complex  is  very  striking. 

Some  pitients  suffering  from  ehnjuic  prostatitis  experience  little 
trouble,  and  they  give  tlieinselvcs  scarcely  any  concern  about  the  matter* 
Other  patients  may  be  troubled  more  or  less  in  mind,  but  their  health 
is  not  seriously  affected,  while  still  others  become  weak  a  fid  nervous, 
and   even    tndy    neurasthenic.     In  some    case«   prostatitis    causes   no 
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symptoms,  or  if  present  they  are  unrecognized  until  some  failure  of  the 
health  occurs  from  dyspepsia,  mental  worry,  grip,  or  acute  adynamic 
diseases.  After  catching  cold,  standing  for  a  long  time  in  the  cold,  or 
sitting  on  cold  stones,  the  symptoms  of  chronic  prostatitis  have  first 
shown  themselves.  There  is  clear  evidence  at  hand  that  chronic  pros- 
tatitis has  lasted  many  years  (five  to  fifteen)  without  having  caused 
appreciable  symptoms,  and  its  existence  was  unsuspected  by  the  patient. 

Chronic  prostatitis  runs  a  long  and  irregular  course,  with  short  or 
long  periods  of  exacerbation  and  of  remission,  in  which  the  symptoms 
are  insignificant,  mild,  and  bearable. 

My  experience  and  study  have  convinced  me  that  the  most  correct 
and  satisfactory  division  of  chronic  prostatitis  is,  first,  that  form  which 
is  observed  in  patients  between  the  twentieth  and  thirtieth  years,  or 
thereabouts,  and,  second,  a  more  advanced  form,  which  is  seen  mostly 
in  imtients  beyond  the  thirtieth  year.  This  division  is  not  at  all 
arbitrary,  but  is  based  upon  certain  quite  uniform  type-forms. 

Catarrhal  Prostatitis  in  Toung  Subjects. 

The  symptoms  which  cause  patients  of  this  class  to  seek  relief  at  the 
hands  of  the  surgeon  may  be  arranged,  for  clearness  of  description, 
into  three  categories  :  first,  those  of  patients  who  complain  of  uneasiness 
in  the  prostate  and  perineum  and  rectum;  second,  those  of  patients  who, 
after  defecation,  urination,  and  severe  muscular  exertion,  notice  a 
mucous  discharge  from  the  |)enis;  and,  third,  those  of  patients  who 
complain  of  some  form  of  sexual  weakness. 

In  some  of  these  cases  there  is  coexistent  inflammation  of  the  veru- 
montanum. 

Patients  who  complain  of  uneasiness  and  pain  in  the  prostate  are 
mostly  those  who  have  masturbated  immoderately,  or  whose  trouble 
began  in  specific  posterior  urethritis.  Very  often  the  symptom  is  so 
slight  that  it  causes  no  annoyance  or  impairment  of  health.  In  some 
cases  the  worry  and  fret  lead  to  anaemia,  and  in  severe  cases  neuras- 
thenia may  be  induced.  The  pain  or  uneasiness  may  be  continuous  or 
spasmcnlic,  or  it  may  only  be  felt  after  defecation,  urination,  and  severe 
bodily  exertion. 

Examination  of  the  prostate  by  means  of  the  finger  in  the  rectum 
shows  various  conditions,  as  follows :  the  whole  organ  may  be  a  little 
or  much  swollen  in  all  directiofis,  or  but  one-half  of  it  (and  usually 
it  is  the  left  one)  may  be  the  seat  of  the  congestive  infiltration. 
Moderate  or  severe  pain  may  be  ])r(Klueed  by  pressure,  or  such  may 
be  the  extreme  sensitiveness  of  the  gland  that  the  patient  will  not 
allow  it  to  be  touched.  Then,  again,  one  lump  or  many  of  them  may 
be  felt,  in  most  cases,  I  think,  limited  to  one  lobe,  and  in  a  smaller 
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nnmber  fimiiil  irregularly  s^iittcrotl  in  both  lolx*s.  These  lumps  are 
iiiurt'  or  lcs.s  juiitifiil.  And,  lastly,  tliora  nuiy  be  foinul  .seattertHl  over 
the  whole  proistale  haH-i>ea-sIze(l  or  large-ghot-sizeil  pmrainencesj  <»f 
whieh  there  maybe  two  or  three  or  even  a  goodly  number  seat  f*t]  on 
one  or  h<)th  lobes.  The  discovery  of  these  morbid  foci  elcarly  war- 
rants the  diagnosis  of  chronic  prostatitis.  (In  some  ca^es  the  existence 
of  tubertndosis  may  be  8U:^j>eeted.)  In  any  of  the  foregoing  conditions 
massage  ftf  the  prostate  will  cause  certain  abnormal  mucoid  secretions  to 
es(*ape  from  (he  meatus  t»r  to  appear  in  the  urine.  Tliese  secretions  are 
as  follows:  1,  that  of  elironic  pi>8terior  urethritis;  2,  a  clear,  viand 
mnens  ;  3,  mucus  antl  eylindri(*al  prostatic  epithelimn  ;  4,  ninens  (thin 
or  thick  and  viscid)  and  granular  phus{>liutes  (this  is  ihe  secretion  most 
commonly  fonnd);  5,  mucus,  granular  phosphates,  and  cylindricid 
epithelium  (these  arc  usually  ftiuud  in  very  recent  cases) ;  6,  mucus, 
gnmular  pliosphates,  dead  and  jiuny  spermatozoa,  and  oxahite  of  lime ; 
ami,  7,  muens,  grannhir  phosphates  with  either  triple  phosphates  or 
crystalline  phosphate  of  lime.  In  any  of  these  secretions  there  may  be 
at  some  time  s|)i'rmatozoa  and  pus  present. 

The  essential  secretion  of  all  chronic  catarrhal  prostatic  inflammation 
is  mucus  in  which  there  is  a  greater  or  less  admixture  of  gmnular 
phosphates.  This  seerrtion  in  excess  attests  the  activity  of  the  cylin- 
drical epithelial  ctOU  lining  the  tubules,  whose  function  in  lieallli  \>  to 
secrete  a  thiu  milky  fluids  together  with  the  granular  phasphates,  which 
constitute  the  true  prostatic  fluid  whieli  plays  such  an  important  n^fe 
iu  the  production  of  pure,  fertile  semen.  In  dist^'asc  this  normal  pro- 
cess becM)mes  exaggerated,  and  as  a  result  we  sec  when  examining  cases 
of  catarrhal  prostatitis  ihc  clear  viscid  nnicus,  the  milky  secretion,  and 
that  wliieh  UhAhs  as  it  eseaiK-s  fn>m  tlie  meatus  like  a  wormy  mass  of 
eomh^nstHl  milk.  When  the  prostatic  inflammation  Ix'comcs  still  more 
chronic  we  find  the  other  admixtures  which  have  just  In^en  enumerated. 
It  may  liere  l>e  nientionc<l  and  emphasized  that  in  most  cases  of  chronic 
csitarrlial  prostatitis  in  y*»niig  subjects  the  ejacuhition  iu  masturbation  is 
composeii  mo&tly  of  tlie  alKive-nicntiontHl  abnormal  pni^itatic  s<*eretion, 
with  or  without  the  otluT  salts  or  sjM^nnatozoii.  Further,  it  is  well  to 
bear  in  mind  that  tlu*  so-<\*dhil  not^turnal  |x»nutions  iu  these  csises,  the 
deftHsation  and  urination  ejaculate,  and  the  srcretioii  which  escapes  from 
the  urt»thm  after  haixl  work»  are  all  wholly  or  nearly  composed  of 
mucus  and  gniuul:ir  plu>sphatcs.  In  some  i^scs,  owing  to  causes  to  lie 
nientioni*il  a  little  later,  some  sjK*rmatiwm  mar  be  found  in  the  ejacu* 
late.  With  this  statement  of  facts  hchl  well  in  mind  (which  I  have 
verifirtl  in  cHnicsil  obsiTvations  and  by  micra?c<^pic  stiidi4^  scon^  of 
titties^  the  vague  ciUKVptiou  *»f  that  old-time  bugt»ear  of  me«licine — 
naniety,  si>t^niiatorrhiea— n*tdly  Uvtmies  an  enlighteiMni  subject. 
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In  some  of  these  cases  there  is  increased  frequency  of  urination 
during  the  day,  and  perhaps  during  the  night,  and  there  may  be  more 
or  less  uneasiness  or  pain  at  the  end  of  the  act.  In  some  cases  at  the  end 
of  urination  there  is  marked  tenesmus,  which  may  radiate  to  the  pelvis, 
rectum,  and  anus,  and  cause  much  distress  of  mind  and  suffering. 
These  patients,  besides  uttering  their  complaints  as  to  prostatic  pain 
and  soreness,  often  become  much  worried  and  nervous  about  their 
pollutions,  which  they  think  will  render  them  permanently  weak. 
Many  of  them  sooner  or  later  present  evidences  of  declining  sexual 
power. 

Unless  cured  by  proper  treatment  these  patients  continue  in  an 
unsatisfactory  state  for  months  and  years.  Some  may  appear  ruddy 
and  healthy,  even  though  they  suffer  somewhat,  and  worr}' ;  others 
become  decidedly  nervous  and  anaemic,  while  not  a  few  really  become 
neurasthenic. 

In  proportion  as  the  mental  and  physical  reaction  is  severe,  so  is  the 
case  unpromising  as  to  ultimate  relief.  In  general,  with  the  imj)rove- 
ment  in  the  urethral  and  prostatic  trouble  which  proper  treatment 
brings  about,  the  mental  and  physical  condition  improves. 

Many  young  men  suffering  from  chronic  catarrhal  prostatitis  n)ake 
-  no  complaint  of  symptoms  which  point  to  the  prostate  as  the  source  of 
their  trouble,  but  lay  much  stress  upon  their  so-called  loss  of  semen 
after  defecation  and  urination  and  bodily  exercise,  and  by  nocturnal 
pollutions.  In  these  patients,  as  a  rule,  we  find  by  rectal  examination 
all  the  tangible  conditions  of  the  prostate  already  mentioned,  and 
microscopic  examination  of  their  urine,  of  their  ejaculates,  or  of  the 
expressed  secretion  of  the  prostate  will  reveal  the  appearances  detailed 
in  the  preceding  pages.  This  class  of  patients  usually  become  very 
nervous  and  excited,  and  from  anaemia  rapidly  pass  into  a  neurasthenic 
condition,  and  complain  of  an  infinitude  of  morbid  symptoms.  They 
become  sexually  weak,  while  at  the  same  time  they  are  abnormally 
sexually  excited,  and  the  result  is  sometimes  very  depressing  and  dis- 
couraging. In  many  instances  great  harm  results  to  those  patients  by 
their  persistence  in  masturbation,  futile  attempts  at  coitus,  and  dal- 
liance with  women.  The  result  in  many  cases  is  physical  and  mental 
exhaustion. 

As  catarrhal  prostatitis  becomes  chronic  in  some  cases  the  morbid 
process  creeps  up  the  ejaculatory  ducts  and  involves  the  mucous  mem- 
brane and  that  of  the  ampullae  and  of  the  seminal  vesicles.  The 
direct  result  of  this  extension  is  a  more  or  less  severe  catarrhal  condi- 
tion of  these  parts.  But  the  most  striking  effect  produced  is  a  condi- 
tion of  flabbiness  of  the  outlet  ducts  of  the  ampullae  and  of  the  seminal 
vesicles  and  the  development  of  more  or  less  patulousness  in  the  not 
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verv  stmnir  inii>iciilar  fit)re>  of  the  ejaculator}'  duct^.  The  proce.s? 
wliifh  really  take.s  place  in  all  these  parts  which  no rni a Uy  sa leg uarcl  the 
retention  of  the  semen  and  prevent  its  esca{>e,  is  one  of  weakness  and 
of  iiieoinpt^enee,  which  allinvs  the  .secretion  to  esca|ie  nnder  various; 
nKH'hanifval  conditions  (ahilMiiinial  pressure,  defeeation,  particuhirly  with 
firtii  feral  bultis,  and  urination).  Wlien,  therefore,  chronic  prostatitis 
is  present  with  this,  as  we  may  term  it,  *eminal  iiicnntinenee,  the 
abnornial  ejaculate  is  coinpoK^d  of  prostatic  mucns  and  some  of  tlie 
secretion  of  the  ampulhe  and  seminal  vesicles.  As  a  rule,  the  amount 
of  this  fluid  h>st  at  any  time  by  these  ptitients  is  very  small  The  loss 
of  this  secretion  prr  se  is  not  the  cause  of  the  deterioration  of  the 
heal  til  of  the  patient,  as  is  so  generally  believe<l.  The  real  morbid 
factors  are  the  local  lesions  and  the  resnlting  mental  unbalance  and 
general  depression  of  the  economy. 

Catarrhal  Prostatitis  in  Older  Subjects. 

There  is  no  uniformity  in  the  elinieal  history  iif  the  cases  of  chronic 
prostatitis  in  patients  beyond  the  thirtieth  year.  In  some  cases  tiie 
8ym|)tonis  are  few  and  not  well  marked  ;  in  others  they  are  more  pro- 
nounced, while  in  a  few  so  striking  is  the  symjitom-complex  that 
]irristatic  inflammaliou  at  once  suggests  itself  to  the  miml  of  the  stirgenu. 
In  (lieM*  older  [>atients  we  do  not  have  to  listen  to  so  much  peivistence 
iu  the  recital  ot'  ihi^ir  tnMibles  concerning  sexual  discharges  and  the 
miiltifarieais  symptiHiis  of  sexual  neunislhenia  as  we  d(*  in  vounger 
siibji'cis.  Older  i>atients  may  be<"niue  anaemic,  and  even  more  or  less 
nt'unistheiiie»  but  tliey  rarely  reach  fbe  deplorable  condition  so  often 
seen  iu  yiMUig  siibjeels.  The  older  |Kiticnts,  as  a  rule,  have  stiirted  in 
sexual  life  willi  their  organs  in  a  healthy  condition,  and  disease  has  set 
111  later.  In  tiir  younger  subjects  the  integrity  of  their  sexual  orgsins 
was  niucli  imjiaired  and  daniagetl  before  and  at  puberty. 

Kxaminatiim  of  the  |>ros{iite  hy  means  of  the  tinger  in  the  rectum 
of  these  older  paticuts  givf^s  sonn^wjiat  dilTereut  residts  tViiui  tliose  found 
in  young  subjects.  The  whiile  pn^ntate  may  Ik*  symmetric»*illy  enlarged 
to  as  uMieh  a>  double  its  !u>rmal  size  ;  only  one-half  of  it  may  he  more  or 
less  eularged,  nr  we  may  only  find  fine  ur  mc»re  well-d(»tiued  large  or 
fimatl  lumps,  which,  in  exeejiiiiiiud  I'ases,  may  have  a  Si)i\  structure. 
But  iu  these  (*ast»s,  as  n  vnh\  ihen*  is  evi*lcuec  of  firm  structure,  even 
ftppnwiching  true  liarduess,  and  tht*  finger-tip  gives  the  surgi'ou  tlje 
impression  that  marktHi  cill~prnlif<»ratiou  must  luwe  occurred  in  the 
organ.  Tliis  ebuicnl  lact  is  ch-arly  explained  by  the  results  of  histo- 
logical -^tudit^s,  which  have  shown  that  with  the  chronicity  of  the  in- 
rtanimatory  pn>c<^!<vs  new  rtuine«^tive  tissue  has  been  ileveh»|x*d  around 
the  tubules  to  such  an  extent  as  to  proiluce  a  semi^^iderotic  condition 
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of  the  gland.  For  a  long  time  this  new  cell-growth  causes  the  decided 
increase  in  the  size  of  the  gland  which  has  been  mentioned,  but  later  on 
a  cirrhotic  condition  sets  in,  by  which  the  size  of  the  gland  is  materially 
decreased,  even  to  the  point  of  atrophy. 

It  is  sometimes  observed  tliat  when  one  lobe  of  the  prostate  is  attacked 
there  is  pain  in  the  corresponding  side  of  the  rectum.  This  condition 
is  also  found  in  some  cases  of  unilateral  seminal  vesiculitis.  In  still 
other  cases  we  find  an  enlarged,  somewhat  eburnated  organ,  which  is 
the  seat  of  firm,  half-pea- sized  nodulations. 

With  the  continuance  of  the  chronic  catarrhal  process  the  lumen 
of  the  tubes  in  many  cases  becomes  more  or  less  plugged  up  by  phos- 
phatic  concretions,  by  desiccated  masses  of  old,  cast-off  epithelial  cells, 
and  by  amyloid  bodies.  Some  of  tliese  abnormal  products  may  be 
sometimes  observed  in  younger  patients. 

Catarrhal  prostatitis  in  older  subjects  not  infrequently  gives  rise  to 
very  poorly  marked  sym])toms.  Some  patients  complain  of  uneasiness, 
as  they  term  it,  at  the  neck  of  the  bladder,  and  others  s|>eak  of  more 
or  less  deep  pelvic  pain,  which  they  think  is  in  some  manner  connected 
with  the  rectum.  In  some  cases  the  pain  is  felt  on  standing  up,  in 
others  after  muscular  exertion,  bicycle  exercise,  and  horseback-riding, 
while  in  still  others  it  is  i'elt  when  in  certain  positions  on  sitting  down, 
particularly  on  the  edge  of  a  chair.  In  some  cases  the  uneasiness  is 
also  felt  in  the  perineum  and  anus,  and  in  other  cases  on  one  side  of  the 
body  corresponding  to  the  side  of  the  prostate  involved.  In  some  cases 
pain  in  one  hip-joint  is  complained  of.  In  many  of  these  cases  there  is 
frequency  of  urination,  and  in  some  there  is  pain  in  the  glans  penis  at 
the  end  of  the  act.  Most  patients  thus  affected  have  some  form  of 
sexual  weakness,  which  is  either  mild  or  pronounced,  and  some  have 
abnormal  mucoid  discharges. 

The  uneasiness  and  pain  in  the  prostate  may  be  more  or  less  contin- 
uous, or  mildly  paroxysmal,  or  it  may  be  rendered  worse  when  the 
bladder  is  much  distended  and  when  constipation  or  diarrhoea  is  present, 
in  which  instances  there  may  be  decided  tenesmus. 

Some  of  these  patients  speak  of  a  vague  feeling  of  numbness  deep 
in  the  pelvis  and  in  the  prostate,  and  this  feeling  may  also  exist  in  the 
perineum.  In  these  cases  there  may  not  be  much  disturbance  of  the 
health,  though  some  patients  become  anaemic  and  worried. 

In  marked  contrast  with  the  foregoing  mild  order  of  eases  are  those 
in  which  the  symptoms  are  numerous,  severe,  and  complex.  In  these 
cases  there  is  more  or  less  ill  health,  and  in  some  neurasthenia.  Such 
patients  first  complain  of  vague  and  sometimes  fugitive  pains  in  the 
back,  loins,  and  pelvis.  Inquiry  then  will  usually  bring  out  the  state- 
ment that  there  is  increased  frequ(»ney  of  urination,  and  perhaps  pain  in 
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ExuiiuDatioii  uf  tlit?se  cast'^  with  the  bonf/k  a  bouk  showti  the  hanie 
state  of  affairi*.  A^  the  bulb  enters  tlic  proBtatic  urethra  the  already 
ajjprelien^ive  patient  may  experience  a  severe  and  even  stabbing  [mi in, 
which  causes  him  to  cry  out,  particuhirly  as  it  glides  over  tlie  veru- 
montanuni.  In  nmny  instances,  on  t!u^  withdruwul  of  tlie  inj^trument 
a  little  blood  will  be  jseen  on  the  bulb  or  at  the  meatus. 

In  sfimeeasesj  when  tlie  steel  sound  is  inl  rod  need  there  may  be  some 
iniiK'dimi'Utat  the  bulb,  due  to  spasui  of  tlie  eotuprc:!^so^  uretline  muscle. 
This,  however,  is  soon  and  painlessly  oveixiome,  and  then  the  tijt  of  tlie 
instrument  passes  into  the  prostatic  urethi-a,  where  it  may  cause  at  first 
as  much  pain  as  the  bulb  doc^s.  In  some  eases  a  powerful  sjiasm  of  the 
prostate  may  be  induced,  by  which  the  sound  is  ejected  from  the 
urt^thra,  or  an  org^ism  may  occur  and  the  sanie  result  is  produced. 
As  a  nde,  the  great  sensitiveness  of  the  deej*  urctlira  disiippears  under 
careful  treatment,  and  the  intrtxhietion  of  the  sound  then  comes  to  be 
a  source  of  com  fort » 

When  these  eases  are  further  examined  by  means  of  the  finger  in 
the  rectum  much  imj>ortant  informatiou  may  be  olrtained.  Careful  pal- 
pation of  the  prostate  with  the  finger-tip  exjx*riences  nt>  enlargement  or 
pereeptifde  change ;  indeed,  no  pain  may  be  prt>du(*cd  unless  deep 
pressure  be  made.  If,  however,  the  sound  is  left  in  the  urethra,  and 
then  [iressurc  by  the  finger-tip  in  the  rectum  is  made,  the  jmtient  may 
experience  pain,  and  even  cry  out  in  agony. 

By  this  study  of  the  symptomatology,  by  the  eonsideration  of  the 
antecf^lents  and  age  of  the  patient,  and  by  the  results  of  instrumental 
and  urinary  examination,  we  are  warranted  in  dniwing  the  eonelusiou, 
wliich  has  been  largely  fortified  by  jxist-mortem  examinations,  that  su4'h 
patients  are  sufi'ering  from  exudative  catarrhal  iu  Ham  mat  ion  of  (he 
niucous  membrane  of  the  prostatic  urethra,  and  that  the  verumontanum, 
with  its  numerous  contained  mucous  tubules  arid  copious  nerve-  and 
blood-  supply,  is  the  foeus  of  that  process.  This  condition,  which  is  now 
generally  vaguely  alluded  to  as  spr^rmatorrlwa,  to  my  mind  is  a  distinct 
luorbid  entity  ;  and  it  may  exist,  I  am  p*isitive,  witliout  any  extensinn 
or  involvement  (*f  the  environing  prostatic  substance  or  of  the  sexual 
]>art.H  beyond.  Post-mortem  studies  have  clearly  proved  this  condition, 
which  can  readily  be  demonstrated  in  life  if  the  surgeon  has  sufficient 
experience  and  skill. 

Tins  affection,  as  it  becomes  very  chronic,  may  lead  to  catarrhal 
inflammation  of  the  ghind-tubules. 

Prognosis. — ^As  a  rule,  these  cases  are  (piite  prc»mptly  Wnefited  l>v 
treatment,  provided  they  will  conform  to  the  requirements  of  sexual 
hygiene.  Sexual  and  alcoholic  excesses  prove  great  drawbacks  to  a  cure 
and  materially  interfei^  with  the  treatment. 
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In  ansemic  and  neurasthenic  subjects  this  form  of  prostatitis  is  some- 
times very  chronic,  and  the  continuance  of  local  inflammation  leads  to 
the  intensification  of  the  general  low  condition.  In  many  cases,  how- 
ever, brilliant  results  follow  a  carefully  adapted  method  of  treatment. 

Treatment. — The  treatment  in  general  is  that  applicable  to  poste- 
rior urethritis.  The  health  and  morale  of  the  patient  should  be  im- 
proved as  much  as  possible  by  all  hygienic  influences.  In  ansemic  and 
neurasthenic  cases  iron,  quinine,  and  strychnine  are  very  l>eneficial,  and 
they  may  be  combined  with  coca  extract.  This  combination  will  be 
found  useful  in  most  cases  of  sexual  disorder  in  which  ansemia  or  neu- 
rasthenia coexists. 

But  in  all  these  cases  the  existence  of  the  focal  inflammation  delete- 
riously  reacts  on  the  sexual  centre  and  the  general  nervous  system,  and 
it  is  of  prime  importance  to  cure  that.  To  this  end  the  careful  intro- 
duction of  a  goodly  sized  (20  to  30  French  scale)  steel  sound  (chilled  in 
ice-water)  two  or  three  times  a  week,  and  its  retention  in  the  urethra  for 
three  or  four  minutes,  will  be  very  beneficial. 

Instillations  and  irrigations  of  nitrate  of  silver,  permanganate  of 
potassium,  or  of  alum  and  sulphate  of  zinc,  may  be  used  in  most  cases 
with  much  benefit. 

Constipation  should  be  avoided,  and  coffee,  liquors,  asparagus,  and 
spiced  dishes  should  not  be  indulged  in. 

Bromide  of  potassium,  belladonna,  and  hyoscyamus  may  be  used 
with  caution  to  meet  the  condition  of  erethism  when  it  arises. 

Prostatic  massage  is  not  indicated  in  these  cases. 

OHKONIO  CATARRHAL  INFLAMMATION  OF  THE 
PROSTATE. 

This  condition  is  not  very  uncommon,  and  in  order  to  understand 
it  fully  it  is  necessary  to  be  familiar  with  the  general  and  minute 
anatomy  of  the  prostate. 

In  some  cases  gonorrha?a  and  in  others  masturbation  is  the  primary 
cause.  The  essential  lesions  are,  first,  a  round-cell  infiltration  and 
hypersemia  in  the  connective  tissue  around  the  gland-tubules;  and, 
second,  simple  catarrh  of  the  lining  membrane  of  the  gland-tubules. 
This  periglandular  inflammation  is  usually  continuous  with  that  of  the 
mucous  membrane  of  the  prostatic  urethra,  but  in  some  cases  this  latter 
condition  may  not  coexist,  or  it  may  be  only  an  insignificant  feature. 

Histologicial  investigati(ms  have  shown  that  in  some  cases  of  inflam- 
mation of  the  prostatic  urethra  only  the  ducts  of  the  glands  have  been 
involved,  consequently  the  parenchyma  of  the  prostate  escaped.  It  has 
also  been  shown  that  one  or  more  groups  of  gland-tubules  may  be  at- 
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UickL'd  in  an  iriTguliirly  scattered  manner,  either  on  one  side  or  ijoth, 
and  that  syninietrieal  involvement  may  not  occur  in  one  or  in  both 
halves  of  the  prostate.  The  intlanunatory  process  may  inva*h^  in  an 
irreirttltir  manner  several  groups  of  ghiuds  on  one  or  boti)  isides  of  the 
organ,  and  there  may  be  scattered  here  and  there  groups  which  remain 
unatiecteil.  This  pcH^'uliarity  of  the  proi^tatie  inHammation  is  due  to  the 
anatomical  arrangemenf  of  the  tubules^  which,  in  passing  into  the  depths 
ot'  the  organ,  rerjiain  scjwirate  from  one  another.  Thus  it  happens  that 
the  inHaniniatory  process,  when  attacking  a  tubule  or  a  group  of  tubules, 
runs  ihnvn  them  to  their  blind  emts,  ami  thus  limits  itself  and  shows 
no  tendency  to  invade  the  jK^^ripheral  parts.  In  some  easels  tlie  whole 
mass  of  gland-tubules  may  be  attacked.  This  knowledge  will  explain 
to  us  why  in  some  ca^es  the  whole  gland  is  swollen,  why  in  others  its 
surface  feels  nodulated  and  lumpy,  and  in  still  others  presents  the  sen- 
gallon  as  if  many  goixl-sizeil  shot  were  deeply  imbcilded  in  the  capj*ule 
of  the  prostate.  In  the  first  case  the  glands  of  the  whole  organ  are 
«piite  uuiformly  attacked  ;  in  the  second  groups  of  glands  are  swollen 
and  eiirise  nmhdations  and  lumps  on  its  external  surface  ;  and  in  the 
thinl  cas4?  individual  glands  seattereil  irregularly  over  the  organ  are  the 
seat  c»f  the  inflammation  wliich  hy  its  lindteil  swelling  gives  the  finger 
the  sensation  as  if  sliot  were  seated  in  tlie  tissues. 

8u(  h  are  the  anatomo-pathologieal  facts  and  the  resulting  conditions 
which  are  revealed  to  the  surgeon  in  examining  cases  of  chronic  catarrh 
of  the  prostate. 

The  pathological  conditions  here  mentioned  may  lead  to  various 
secondary  morl>id  states,  which  will  l>e  brought  out  later  on* 

Chronic  prostatitis  is  observetl  in  the  period  between  puberty  and 
middle  age,  hut  mostly  l>etween  twenty  and  forty-five  years.  It  (K-curs 
in  all  classes,  in  the  poru*  and  in  the  rich.  Though  the  morbid  condi- 
tions in  the  prostate  xxtv  nearly  the  same  in  all  cases,  the  sy mjjtoms  pre- 
sented vary  very  con>idcnihly  in  dillerent  cases.  Thisniark(^d  variation 
in  the  symptoms  allows  the  classification  into  certain  forms  of  the  dis- 
ease, the  description  of  wlii(4i  will  lead  to  recognition, 

Teniperament,  habits,  and  age  Imve  much  to  do  with  the  diversity 
of  the  syni]vtnnis  ;  but  in  the  chronic  course  of  the  disease  certain 
secondary  conditions  are  developed  aiul  certain  complications  may  be 
iniluced  which  also  give  rise  to  marked  symptoms.  Thus  in  many  cases 
the  symptom-complex  is  very  striking. 

Home  patients  sutTering  from  chronic  prostatitis  experience  little 
tronldc,  and  they  give  themselves  scarcely  any  concern  abcuit  the  matter. 
Other  patients  may  be  trotdiled  more  or  less  in  mind,  hut  their  health 
IS  not  seriously  aflFected,  while  still  others  become  weak  and  nervous, 
and   even    truly   nenrasthenic.     In   some    cases    prostatitis    causes    no 
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symptoms,  or  if  present  they  are  unrecognized  until  some  failure  of  the 
health  occurs  from  dyspepsia,  mental  worrj',  grip,  or  acute  adynamic 
diseases.  After  catching  cold,  standing  for  a  long  time  in  the  cold,  or 
sitting  on  cold  stones,  the  symptoms  of  chronic  prostatitis  have  first 
shown  themselves.  There  is  clear  evidence  at  hand  that  chronic  pros- 
tatitis has  lasted  many  years  (five  to  fifteen)  without  having  caused 
appreciable  symptoms,  and  its  existence  was  unsuspected  by  the  patient. 

Chronic  prostatitis  runs  a  long  and  irregular  course,  with  short  or 
long  periods  of  exacerbation  and  of  remission,  in  which  the  symj>toms 
are  insignificant,  mild,  and  bearable. 

My  experience  and  study  have  convinced  me  that  the  most  correct 
and  satisfactory  division  of  chronic  prostatitis  is,  first,  that  form  which 
is  observed  in  patients  between  the  twentieth  and  thirtieth  years,  or 
thereabouts,  and,  second,  a  more  advanced  form,  which  is  seen  mostly 
in  jmtients  beyond  the  thirtieth  year.  This  division  is  not  at  all 
arbitrary,  but  is  based  upon  certain  quite  uniform  type-forms. 

Catarrhal  Prostatitis  in  Toung  Subjects. 

The  symptoms  which  cause  patients  of  this  class  to  seek  relief  at  the 
hands  of  the  surgeon  may  be  arranged,  for  clearness  of  description, 
into  three  categories  :  first,  those  of  patients  who  complain  of  uneasiness 
in  the  prostate  and  perineum  and  rectum  ;  second,  those  of  patients  w^ho, 
after  defecation,  urination,  and  severe  muscular  exertion,  notice  a 
mucous  discharge  from  the  j)enis;  and,  third,  those  of  patients  who 
complain  of  some  form  of  sexual  w^eakness. 

In  some  of  these  cases  there  is  coexistent  inflammation  of  the  veru- 
montanum. 

Patients  who  complain  of  uneasiness  and  |>ain  in  the  prostate  are 
mostly  those  who  have  masturbated  ininKHlerately,  or  whose  trouble 
began  in  sp(»cific  posterior  urethritis.  Very  often  the  symptom  is  so 
slight  that  it  causes  no  annoyance  or  impairment  of  health.  In  some 
cases  the  worry  and  fret  lead  to  anaemia,  and  in  severe  cases  neuras- 
thenia may  be  induced.  The  pain  or  uneasiness  may  be  continuous  or 
spjismcnlic,  or  it  may  only  be  felt  after  defecation,  urination,  and  severe 
bodily  exertion. 

Examination  of  the  prostate  by  means  of  the  finjjer  in  the  rectum 
shows  various  conditions,  as  follows :  the  whole  orpin  may  be  a  little 
or  much  swollen  in  all  directions,  or  but  one-half  of  it  (and  usually 
it  is  the  left  one)  may  be  the  seat  of  the  eonprostive  infiltration. 
Moderate  or  severe  pain  may  be  ])r(Klueed  by  pressure,  or  such  may 
be  the  extreme  sensitiveness  of  the  gland  that  the  patient  will  not 
allow  it  to  be  touched.  Then,  again,  one  lump  or  many  of  them  may 
be  felt,  in  most  cases,  I  think,  limited  to  one  lobe,  and  in  a  smaller 


AFFECTiONS  OF  THE  PROSTATE, 


dition  which  seems  to  point  to  an  atonic  stiite  of  tlie  (Ietriisr>r:?.  A 
sense  of  diilness  niul  vvcij^jht  i.s  often  felt  in  ihe  prostate  and  m  the 
roctnnijLUHl  |iaiii  and  uneasy  ^eiisatioii^  are  ex perieiieetl  hi  the  jH-rinenni, 
tliightj,  anil  lumlm-stienil  regions^ 

Some  patients  sutfer  from  chronic  protstatorHKea  withont  Ijeroming 
much  disturbe*!  in  mind  l>y  it,  Bnt  there  are  otliei^  to  whom  this 
affection  is  little  less  than  a  calamity.  They  become  exceedingly 
nervous  about  their  trouble,  even  to  the  extent  of  being  melancholy. 
They  lose  flesh,  strength,  and  appetite ;  they  become  irritable  and  in- 
capable of  mental  and  pliy.siea!  exertion.  In  fact,  in  some  eases  t!ie 
whole  ill  ft  rale  of  the  man  st^enis  h>st. 

In  many  cases  of  prostatorrho?a  there  is  more  or  less  disturbance  in 
the  sexual  function.  lu  some  subjects  it  is  morbidly  exaggeratexl  ;  in 
others  there  is  mueli  desire,  much  erethism j  many  erections,  but  very 
little  is  accomplished,  owing  to  the  precipitate  ejaculations.  In  still 
other  subjects  there  is  little  if  any  desire,  even  as  a  result  of  much 
excitement,  and  tlie  penis  and  scrotum  seem  shrunken,  cold,  and 
lethargic. 

Rectal  examination  of  cases  of  prostatorrhcea  reveals  an  enlarged 
organ,  usually  jutting  more  t*r  less  backward  on  the  gut,  nnd  Ijcing 
decidedly  bmader  than  normal.  Very  often  only  one  lol>e  or  a  pordtui 
of  oiie  niijy  be  involved.  Sometimes  it  feels  soft,  and  again  it  may 
seem  decidedly  indurated.  There  is  commonly  moi-e  or  less  tender- 
ness, even  severe  pain»  on  pressure  by  the  finger-tiits.  Urethml  ex- 
amination, even  with  a  small  and  not  stiff  instrument,  often  causes  a 
great  fnUcryfmm  pain  when  tlie  tip  jvasses  through  the  prostatic  uretlira. 

Diagnosis. ^ — When  the  foregoing  descri|iticuis  of  cliiiicid  cases  are 
borne  in  mind  the  suspicion  of  chronic  prostatitis  will  iiirce  itself  uj)oii 
the  surgeon^s  mind.  Then  rectal  pa]]>ation  will  reveal  tlie  extent 
and  severity  of  the  local  condition.  At  the  same  time  the  condition 
of  the  urine  must  be  examined,  and  it,  with  any  expressed  nnicus, 
must  he  carefully  studied  l^y  means  of  the  microseo|*c.  If  these  re- 
quirenu'iits  are  fulfilled,  a  very  satisfactory  estimate  of  the  ca^  can 
always  be  made. 

Chronic  prostatitis  may  be  caused  by  tuberculosis,  and  l>y  the  exer- 
cise of  care  and  skill  a  correct  diagnosis  can  scM>n  be  itositivdy  made. 
The  examination  of  the  urine  in  these  castas  lor  the  bacillus  tulicrenlosis 
wdll  in  many  true  cases  be  unattended  with  the  detection  of  the  niicro- 
oi^nism.  It  is  absolutely  nccci^sary  in  these  cases  to  examine  pri'fera- 
bly  the  expressed  or  the  escaped  prostatic  secretion  after  proper  staining. 
Grtnit  care  should  be  taken  that  the  [>cnis,  and  particularly  lla*  glans,  be 
rendered  absolutely  sterile,  since  u}Km  these  parts  the  s^megma-baeillua 
lives  and  biheniates,  ami  the  ilptt'ctiuii  (»f  this  inert  microbe  ndght  lead 
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the  unwary  examiner  to  mistake  it  for  that  deadly  bacilhis  which  causes 
tuberculosis. 

But,  in  addition  to  the  condition  of  the  prostate,  the  surgeon  must 
make  himself  familiar  with  that  of  the  urethra,  chiefly  its  bulbous  and 
prostatic  portions,  and  also  of  the  state  of  the  seminal  vesicles  and  of 
the  anipullations.  In  forming  an  estimate  of  a  case  it  is  well  to  bear  in 
mind  that  in  young  individuals  a  more  or  less  recent  gonorrha?a  may 
have  existed,  and  that  it  is  very  common  to  find  the  damage  quite 
sharply  limited  to  the  deep  urethra  and  prostate,  and  perhaps  largely  to 
that  gland.  It  is  exceptional  to  find  seminal  vesicular  involvement  in 
young  subjects.  In  older  individuals  the  prostate  and  the  seminal  vesi- 
cles and  ampullations  may  be  the  seat  of  chronic  inflammation,  and  this 
complicated  condition  can  be  clearly  made  out  by  rectal  exploration, 
and  by  microscopic  study  of  the  expressed  secretions  or  of  the  urinary 
sediment. 

Prognosis. — In  very  many  uncomplicated  cases  of  catarrhal  pros- 
tatitis most  satisfactory  results  follow  the  adoption  of  proper  treatment. 
In  every  case,  if  the  patient  persists  in  sexual  or  alcoholic  excesses  or 
in  any  way  transgresses  against  the  rules  of  sexual  hygiene,  his  ultimate 
cure  will  be  greatly  retarded. 

In  young  men  suffering  from  the  effects  of  masturbation  and  chronic 
posterior  urethritis  the  prognosis  is,  as  a  rule,  good,  provided  the  patient 
18  not  very  ansemic  or  neurasthenic.  In  those  cases  in  which  the  morale 
of  the  patient  is  much  below  par  the  progress  toward  cure  is  slow  and 
often  unsatisfactory  and  halting.  The  occurrence  of  cystitis  by  exten- 
sion, particularly  in  chronic  masturbators,  is  of  serious  import,  for  such 
cases  are  very  refractory  to  the  most  careful  forms  of  treatment. 

In  very  many  older  men  an  excellent  prognosis  may  be  given  if 
they  can  control  their  sexual  tendencies  by  moderation  and  will  not 
overindulge  in  alcohol.  The  coexistence  of  chronic  posterior  urethritis, 
of  seminal  vesiculitis,  or  of  chronic  inflammation  of  the  ampullss  is  a 
rather  serious  drawback  which  may  tax  the  skill  and  patience  of  the 
surgeon.  Very  many  of  these  cases,  however,  are  much  benefited, 
and  even  unpromising  ones  can  be  cured. 

Treatment. — The  first  essentials  in  the  treatment  of  chronic  pros- 
tatitis are  a  regular,  quiet  life,  abstinence  from  alcoholics,  and  the 
avoidance  of  all  kinds  of  sexual  excess  or  excitement.  A  bland  nutri- 
tious diet  should  be  taken,  and  spices,  coffee,  cocoa,  highly  seasoned 
dishes,  and  asparagus  should  be  avoided.  The  rectum  should  be  thor- 
oughly emptied  every  day  at  least  once,  and  if  the  natural  evacuation 
does  not  occur  a  mild  aperient  must  be  taken.  These  patients  must 
avoid  taking  cold,  and  they  should  not  take  part  in  violent  sports,  nor 
should  they  indulge  in  bicycle  exercise. 
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Moderate  and  rutlier  infrequent  sexual  intercourse  may  be  practised, 

providi'tl  iin  ill  eHects  are  fuiind  to  follow  it. 

Wht^n  fhroiiic  hiilljoos  or  posti-rior  urethrititi  is  pre^i0^t  active  treat- 
ment niij^t  be  in.stitutcd  for  the  rt'lief  of  the^^e  conditions,  which  raateri- 
ally  aggravate  the  ca.se  and  render  it  more  rebellious.  In  like  manner 
strictiires  of  the  urethra  should  receive  jvroper  attention  and  treatment. 
Instillations  of  nitnite  of  silver,  irriji^ations  with  watery  solutions  of 
the  same  salt  (1  to  ^M\  ICHJO,  to  20tH>),  of  |iermanganate  of  polassium 
(1  to  4000  to  10,000),  or  of  sulphate  of  zinc  and  alum  (1  each  to  500 
to  1000),  may  be  given  evi'rv  fV'Vv  days. 

In  many  eases  the  careful  iutrnduction  of  a  f?teel  sound  cooled  in 
ice-water,  every  four  to  seven  days,  is  most  gmteful  and  beneficial. 
The  psych rophor  may  be  used  iiisteail  of  the  stMuul  if  the  gurgeon  so 
desires. 

Direct  treiilmcnt  tf>  the  prostate  by  the  surgeon  may  be  made  by 
means  of  the  finger-tip  in  the  jmt ient's  rectum.  Preparatory  to  Im 'gin- 
ning the  treatment  of  massage  of  the  prostate  tlie  surgeon  should  ac- 
quaint himself  with  the  size  of  the  org-an  and  ascertain  what  part  is 
atlectcd,  or  whether  the  totality  of  the  gland  is  involve*!.  Tlien  the 
relative  soft nesSj  boggines^,  and  hardness  shordd  be  learned.  When  the 
conditions  of  the  organ  are  ascertained  full  details  theretif  shoultl  be 
noted  down  for  future  reference  and  comparison.  The  main  object  is  to 
reduce  the  size  of  the  swtdlen  organ,  and  l>y  massage  we  ju'ess  out  patho- 
logical products  (iHile  mipra)^  stimulate  the  tissues,  and  clause  theabsorp- 
ti(ni  of  more  or  less  of  the  inBaniraatory  exudation,  t»y  means^  probably, 
of  the  increascfl  circulation  in  the  vessels  and  lymjibatics.  In  addition 
to  these  changes,  we  undoubtedly  give  tone  a  net  resiliency  to  the  flabby 
bloodvessels  and  aLso  stimulation  to  the  relaxed  mnscidar  fibres,  A 
certain  healthy  stimulus  seems  to  be  communicated  to  the  nerves  of  the 
prostate  by  judiciously  administercHl  massage.  The  teebni(|ue  of  the 
ojjeration  is  very  simjilc.  The  jjatient  stands  with  Ins  feet  slightly 
separated  and  bends  the  bmly  forward  at  a  right-angle.  Then  the  sur- 
gec*n,  liaving  liberally  greased  his  forefinger  with  vaselin,  gently  inserts  it 
until  he  reaches  the  prostate.  Then,  by  means  of  extentled  lateral  and 
up-and-down  gentle  but  firm  pressure,  he  thoroughly  kneads  the  organ. 
Patients  act  and  feel  very  differently  while  ttiis  <ijH^nition  is  taking  place. 
Some  cry  out  with  pain,  particidarly  at  the  tirst  ti^fimr,  others  suffer  a 
little  and  make  no  complaint,  wliile  others  are  entirely  pissive  and  {per- 
haps say  that  the  sensation  is  a  lilth*  uu]»leasant.  In  some  patienta 
partial  or  full  erections  are  pnwlueed,  ami  in  almost  all  of  them  thei-e  is 
inalubty  to  urinate  for  several  minutes  after  the  o])cnition.  The  secre- 
tions which  are  expressed  have  already  been  describecb 

In  most  cases  prostatic  massage  produces  much  benefit  and  comfort^ 
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but  in  some  it  is  necessary  to  proceed  very  guardedly,  lest  irritation  be 
set  up.  No  absolute  rule  ckn  be  laid  down  as  to  the  frequency  of  repe- 
tition of  this  treatment.  In  general,  one  massage  in  five  or  seven, 
or  even  ten  days,  will  be  found  sufficient  to  produce  good  results. 
When  there  is  concomitant  chronic  urethritis  of  the  bulb,  posterior 
urethritis,  or  involvement  of  the  verumontanum,  the  patient  may  be 
more  or  less  sensitive  to  this  procedure,  and  it  behooves  the  surgeon  to 
proceed  slowly  and  carefully.  The  indications  for  the  continuance  and 
the  frequency  of  the  massage  are  the  comfort  and  benefit  the  patient 
says  he  experiences,  and  also  the  moral  effect,  which  in  many  cases 
transforms  a  gloomy  and  foreboding  patient  into  a  cheerful  and  hopeful 
one.  As  a  rule,  when  no  ill  effects  are  produced,  as  attested  by  the 
feeling  of  general  and  local  comfort  experienced  by  the  patient,  when 
there  is  no  abnormal  desire  to  urinate,  and  when  pus  in  unusual  quan- 
tity does  not  appear  in  the  urine,  the  surgeon  may  be  certain  that  he  is 
on  the  right  track,  and  can  continue.  He  can  also  gain  much  informa- 
tion by  ascertaining  from  his  records  how  much  involution  in  the  pros- 
tate he  has  prcKluccd,  and  by  repeated  microscopical  examinations  in 
auspicious  cases  he  can  convince  himself  that  the  pus,  effete  epithelial 
cells,  granular  phosphates,  perhaps  tube-casts,  prostatic  concretions, 
and  amyloid  bodies  are  growing  less  numerous  as  the  patient  improves 
in  every  particular.  During  the  massage  treatment  rectal  irrigations 
with  very  warm  water,  administered  by  means  of  Kemp's  instrument, 
are  often  of  signal  benefit  in  causing  the  involution  of  the  swollen  organ 
and  the  absorption  of  diseased  products.  In  some  cases,  also,  cold 
water  thus  administered  seems  to  be  very  beneficial. 

In  order  to  obtain  the  beneficial  effects  of  heat  in  the  rectum  it  may 
be  necessary  to  use  water  of  the  temperature  of  100°  to  120*^  F.  The 
increase  in  heat  can  be  accomplished  gradually  until  the  higher  temper- 
ature of  130°  F.  is  reached.  When  hot  water  is  thus  used,  many 
patients  from  the  very  first  experience  great  relief  and  gladly  consent 
to  the  elevation  of  the  temperature  of  the  irrigations.  It  is  probable 
that  these  hot  rectal  applications  prove  beneficial  by  their  stimulant 
action  upon  the  nerves,  the  bloo<l vessels,  and  lymphatics. 

The  use  of  cold  water  by  rectal  irrigations  should  be  carefully 
watched,  and  it  should  be  discontinued  at  once  if  discomfort  to  the 
patient  is  produced.  The  temperature  of  cold  irrigations  should  range 
from  50°  F.  to  that  of  ice-water. 

I  know  of  no  morbid  condition  in  which  such  reliable  data  can  be 
obtained  by  physical  and  microscopical  examinations  of  the  patient  and 
of  his  urine  as  are  presented  by  cases  of  chronic  prostatitis. 

Many  cases  of  chronic  prostatitis  are  much  benefited  by  tonic  mix- 
tures w^hich  contain  goodly  doses  of  nitro-muriatic  acid  combined  with 
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strychnine  and  qriiuitie.  The  neurastht^iiia  and  weakno^'^.s  which  very 
often  ot*cnr  in  the  eonrse  of  clironic  prostiititts  i?hoiild  he  exirefully 
treated.  Siieh  j>atient«i  should  receive  kindly  eocouragenientj  and  their 
general  well-being  should  be  ^edulntii^ly  e^ire«l  for. 

In  iuhhtiiin  to  systematic  local  trealinent,  much  benefit  may  follow 
the  internal  a<lrninistration  of  full  doses  of  fluid  extnict  of  ergot  and 
strvi'hnine.  The  mnriate  tinetnre  of  iron  combined  with  strychnine  is 
eunietinies  \t*rY  efficient,  particularly  in  <lel)ilitated  subjects* 

It  is  also  well  to  mention   mercurial,  iehthyol,  and  iodide  of  pot;is- 
sium  sujipositorics,  whicli   shonhl  be  introihiced  into  the  rectum  every 
night.     The  inert  basis  of  iliesc  sn|)positones  is  a  mixture  of  eoeoa-buty- i 
ter  and  white  wax.     In   each  suppository  may  be  incorporated  twenty! 
grains  of  strong  mercurial  ointment,  fifteen  to  twenty  drops  of  iehthyol, 
and  thirty  grains  of  the  iodide  of  potassium. 

LESIONS  OF  THE  EJAOULATORY  DUCTS. 

A  variety  of  niurbid  conditions  may  occur  in  and  around  the  ejacn- 
latory  ducts*  The  l»lugging  up  of  these  minute  canals  liy  synijicxia  is 
of  rather  nire  occurrence* 

It  is  very  proliablc  that  the  great  distention  of  one  ejacnilatory  duct 
blocks  tlie  other  one  np  very  effectually,  as  tliese  canals  lie  so  close 
together  in  the  prostate. 

Cases  have  bet^n  reported  in  which,  on  post-mortem  examination, 
the  ejaeulatoiy  ducts  liave  l>ecu  found  to  be  plugged  by  concretiojis  as 
large  as  a  pea  or  a  clierry*  which  were  eomp<ised  uf  carbonate  arxl  ph(»s- 
phate  of  lime,  mid  mucus  and  spermatozoji.  Chronic*  gonorrhffia  has 
been  foimd  to  juoduce  a  stenosing  condition  of  I  he  cjaculatorv  dncts, 
chietly  by  its  round-cell  intiltnitiou  of  ilie  submucous  connective  tissue 
of  the  verumontanum,  which  it  attacks  more  severely  than  other  |Mir- 
tious  of  the  posterior  urethra.  Knund-ct^l  inliltnition  around  the  dnct« 
piiMlucing  stenosis  has  been  found  in  tlie  dead  subject. 

Dense  fibrous  bands  upon  and  behind  the  verumontanum  have  Ijeen 
seen  to  so  compress  or  distort  the  ejacTilatory  ducts  that  either  stenosis 
has  been  ]>roduced,  or  a  deviation  in  the  course  of  the  ducts  or  of  their 
orifices  lias  resulted.  In  the  former  event  tlic  semen  was  dammed 
backward;  in  tlie  latter  it  was  in  cuilns  tlirowji  ba<'kward  into  the 
l>ladtler. 

Arch-like  bands  of  fibrous  tissue  have  been  found  seated  saddle-like 
acfoas  ttie  summit  of  the  veriimontanmn,  and  ns  a  consequencf*  one  or 
both  ducts  were  ol>l iterated.  (ionorrha»a  mny  cause  abscess-formation 
in  some  or  many  c^f  the  ]»n»static  tubules,  which  may  result  in  such 
scar-tissue  development  that  the  ejaculatory  duets  are  ^h^stroyed. 

In  some  cases  of  chronic  gonorrhcea  the  involvement  of  the  tubules 
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of  the  prostate  has  ended  in  cystic  degeneration,  which  was  produced 
by  sclerosis  of  the  tissues  and  obliteration  of  the  ducts. 

Cases  are  on  record  in  which  traumatism  of  the  prostate  and  veru- 
montanum,  resulting  from  the  passage  of,  or  retention  of,  sounds  and 
catheters,  has  been  so  severe  that  the  ejaculatory  ducts  have  either 
been  compressed  or  the  direction  of  their  orifices  has  been  thrown  so 
much  out  of  place  that  they  have  looked  backward  to  the  bladder. 
This  retroversion  of  the  orifices  may  be  partial  and  only  cause  them  to 
look  upward,  or  it  may  be  complete,  in  which  event  the  discharge  of 
semen  occurs  directly  backward. 

Displacement  of  the  ducts  and  of  the  prostate  has  been  known  to 
follow  abscesses  of  and  injury  of  the  perineum  (from  falls,  blows,  and 
infectious  processes),  which  caused  a  dense  fibrous  cicatricial  mass  to 
draw  that  gland  downward  and  to  much  distort  the  ano-perineal  and 
rectal  regions. 

In  tuberculous  inflammation  of  the  prostate  the  ejaculatory  ducts 
may  be  compressed  or  destroyed. 

In  old  men  these  canals  may,  when  the  prostate  becomes  hypertro- 
phied,  either  be  narrowed  or  entirely  stenosed. 

Calculi  and  concretions  in  the  prostate  may  cause  compression  or 
stenosis  of  the  ejaculatory  ducts.  It  is  probable  that  when  many  pros- 
tatic tubules  and  their  ducts  are  plugged  up  by  lime,  salts,  mucus,  and 
amyloid  bodies,  injurious  compression  may  be  exerted  upon  the  ducts. 

Abscess  of  the  j>rostate,  with  its  subsequent  cicatricial  development 
and  resulting  contraction,  may  utterly  obliterate  these  little  canals. 

Diminution  in  size  and  distortion  of  the  shape  of  the  organ  are 
generally  found  after  abscess  of  the  prostate. 

Perineal  fistula;  may  result  from  abscess  of  the  prostate,  and  in  this 
event  if  the  ejaculatory  ducts  be  not  obliterated  the  emission  will  prob- 
ably pass  through  the  false  )>assages  and  ooze  out  at  the  perineum. 

Permanent  aspermatism  may  result  fn>m  injury  of  the  ejaculatory 
ducts  in  the  operations  of  lateral  or  bilateral  lithotomy. 

The  treatment  is  that  necessjiry  for  chronic  posterior  urethritis. 

HYPERTROPHY. 

In  a  goodly  number  of  men  at  and  beyond  fifty  years  of  age,  and 
perhaps  at  an  earlier  date,  the  prostate  gland  undergoes  a  peculiar  form 
of  enlargement,  generally  known  as  hypc»rtrophy,  which  may  be  moder- 
ate in  size  or  it  may  reach  an  enormous  development.  This  morbid 
condition  is  found  in  a  variety  of  forms,  and  is  principally  imjwrtant 
by  reason  of  the  mechanical  obstruction  which  it  causes  to  the  whole 
urinary  tract.  According  to  the  recent  extendwl  investigations  of  Al- 
barran  and    Hall6   into  the  nature  of  the  growths  which  constitute 
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hypertrophy  of  the  pro.slatej  th*"  priiicipril  and  e^i^ential  lesion  is  glandu- 
hir  hypertropliv  tliie  to  cliroiiie  iufliiitmiution*  The  U'shuis  of  ihe  fibro- 
in iiscuhir  stroma  vviiii-li  ure  al^o  found  in  these  cases,  known  as  fibro- 
myomatous  luniors^  are  secondary  and  may  form  a  greater  or  less  part 
of  the  enlargement.  In  some  iV^w  rases,  ]»o\vever,  these  lesions  are 
found  to  prt'iloininate,  ami  then  they  may  ehoke  the  glundahir  hyptT- 
trrtphy  and  cause  it  to  disiipju-ar,  It  is  the  want  of  knowledge  of  tliese 
patliologic  faets  whieh  has  caused  some  authors  stoutly  to  maintain  ifiat 
fibro-niyoiriatoiis  overgrowth  is  the  essential  process  in  prostatic  hyper- 
trophy. The  masses  of  glandular  hyjK*rtro]diy  are  mostly  found  in  the 
triangutar-shaped  [Mjsterior  meiban  space  (the  so-ealled  third  lobe) 
i»ituati'<l  iK'tween  the  two  lateral  lobes,  bnt  they  may  also  occur  in  the 
latter  struetures. 

The  filjromatons  and  muscular  tissue  hypertrophy  may  be  inextrica- 
bly scattered  tliroughont  the  gland,  causing  its  more  or  less  extensive 
eidargenient  ;  or  it  may  he  devxdoped  in  the  form  of  distinct  roinid  (*r 
oval  tumors  having  a  capsule  of  fibrous  tissue.  These  tissues  may  be 
few  or  many  and  vary  in  size  from  that  of  a  small  shot  to  that  of  a 
marblr  nr  walnut. 

tflandularantl  fihroniycimatous  ttnnors  may  be  seated  in  the  substance 
of  the  gland,  i^r  may  be  more  superficially  phiced,  when  they  may  pro- 
ject either  u|M)n  its  uretliral  or  bladder  surface,  or  on  both. 

An  extended  8tudy  of  this  subject  in  its  clinit*al  aspect  and  In  its 
patln^loglc  residts  has  convinced  mc  that  hypertrophy  of  tlic  prostate  is 
found  in  iuur  fpiite  well-marked  fnrnis,  as  follows: 

Hypertrophy  of  one  tu*  both  of  the  lateral  h)bes  of  tlje  prostate, 
without  lUi'diau  tMilargrmcnt. 

Ilypertropliy  nf  the  mi'diau  portion  of  the  prostate,  witliciut  lateral 
enlargement.     {See  Plate VL) 

Ifyperlropln'  of  lateral  porti<*ns  cii*  the  iirostatc,  with  the  IcirmatioD 
of  a  l)ar.     ^See  Hate  Vll.) 

Hypertropliy  of  the  lateral  lobes  nml  median  [wirtiun  *>f  tin-  j»rostale, 
the  latter  lieing  in  the  sliajK'  of  a  sessile  or  more  <ir  less  pcnlnneulate*! 
tnnior.     (See  I'latc  A^III.) 

Tlirsc  ahunrnial  growths  produce  more  or  less  strnetnral  change  in 
the  deep  un  thra.  In  many  cases  the  mucous  membrane  becomes  very 
muHi  swolhn,  partic-alarly  in  men  wlio  have  suffered  from  clironlc 
gonorrhrca  or  fnmi  chronic  iiitiammatiou  and  congestion  of  these  parts 
from  masturbation  and  sexual  excesses,  and  fr>l lowing  careless  and  inju- 
rious instrumentation » 

It  is  very  important  that  these  sw<*llen  and  inflamed  conditions  of 
the  nuieoys  membrane  lining  the  prostatic  urethra  should  be  clearly 
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of  the  prostate  has  ended  in  cystic  degeneration,  which  was  produced 
by  sclerosis  of  the  tissues  and  obliteration  of  the  ducts. 

Cases  are  on  record  in  which  traumatism  of  the  prostate  and  veru- 
montanum,  resulting  from  the  passage  of,  or  retention  of,  sounds  and 
catheters,  has  been  so  severe  that  the  ejaculatory  ducts  have  either 
been  compressed  or  the  direction  of  their  orifices  has  been  thrown  so 
much  out  of  place  that  they  have  looked  backward  to  the  bladder. 
This  retroversion  of  the  orifices  may  be  partial  and  only  cause  them  to 
look  upward,  or  it  may  be  complete,  in  which  event  the  discharge  of 
semen  occurs  directly  backward. 

Displacement  of  the  ducts  and  of  the  prostate  has  been  known  to 
follow  abscesses  of  and  injur}^  of  the  perineum  (from  falls,  blows,  and 
infectious  processes),  which  caused  a  dense  fibrous  cicatricial  mass  to 
draw  that  gland  downward  and  to  much  distort  the  ano-periueal  and 
rectal  regions. 

In  tuberculous  inflammation  of  the  prostate  the  ejaculatory  ducts 
may  be  compressed  or  destroyed. 

In  old  men  these  canals  may,  when  the  prostate  becomes  hypertro- 
phied,  either  be  narrowed  or  entirely  stenosed. 

Calculi  and  concretions  in  the  prostate  may  cause  compression  or 
stenosis  of  the  ejaculatory  ducts.  It  is  probable  that  when  many  pros- 
tatic tubules  and  their  ducts  are  plugged  up  by  lime,  salts,  mucus,  and 
amyloid  bodies,  injurious  compression  may  be  exerted  upon  the  ducts. 

Abscess  of  the  j)rostate,  with  its  subsequent  cicatricial  development 
and  resulting  contraction,  may  utterly  obliterate  these  little  canals. 

Diminution  in  size  and  distortion  of  the  shape  of  the  organ  are 
generally  found  after  abscess  of  the  prostate. 

Perineal  fistula;  may  result  from  abscess  of  the  prostate,  and  in  this 
event  if  the  ejaculatory  ducts  be  not  obliterated  the  emission  will  prob- 
ably pass  through  the  false  jiassages  and  ooze  out  at  the  perineum. 

Permanent  aspermatisni  may  result  from  injury  of  the  ejaculatory 
ducts  in  the  operations  of  lateral  or  bilateral  lithotomy. 

The  treatment  is  that  necessary  for  chronic  posterior  urethritis. 

HYPERTROPHY. 

In  a  goodly  number  of  men  at  and  beyond  fifty  years  of  age,  and 
jxjrhaps  at  an  earlier  date,  the  prostate  gland  undergoes  a  peculiar  form 
of  enlargement,  generally  known  as  hypertrophy,  which  may  be  moder- 
ate in  size  or  it  may  reach  an  enormous  development.  This  morbid 
condition  is  found  in  a  variety  of  forms,  and  is  principally  important 
by  reason  of  the  meehanieal  obstruction  which  it  causes  to  the  whole 
urinary  tract.  According  to  the  recent  extendtMl  investigations  of  Al- 
barran  and   Halle   into  the  nature  of  the  growths  which  constitute 
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WJTH   FORMATION  OF  A  BAR. 

(A  faJse  passage  has  been  made  through  the  bar.) 
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the  latter  consisting  of  a  large  sessile  tumor. 
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understood,  since  they  quite  early  cause  more  or  loss  irritation  and 
difficulty  in  urination. 

When  the  lateral  lobes  are  enlarged,  partieularly  when  one  lohe  is 
more  hypertrophied  than  the  other,  the  urethm  nuiy  l)ee<»nie  more  or  less 
distorted  and  deviated  in  its  course,  and  its  calibre  may  be  much 
decreased.  In  these  events  the  tissues  become  much  con(h'uscd  and  the 
normal  dilatability  of  the  prostate  and  its  urethral  scgnuMit  is  lost,  and 
the  urethral  canal  is  converted  into  an  unelastic  vertical  slit.  This 
abnormal  firmness  of  structure  of  the  prostate  may  jrradually  tend  to 
produce  a  condition  of  patulousness  of  the  vesical  orifice  (the  internal 
sphincter  being  powerless),  which  can  never  (^losc,  and,  as  a  result,  urine 
passes  into  the  prostatic  urethra. 

The  hyperplastic  processes  in  the  prostate  an*  arrested  at  its  apex 
(which  may  be  more  or  less  enlarged)  by  reason  of  the  resistance*  oHcriMl 
by  the  firm  triangular  ligiiment ;  therefore  when  hy|)crtrophy  takes  place 
in  tlie  lateral  lobes  the  increase  is  mainly  towards  th(»  vesi(»al  orifice. 
The  whole  organ  is  thereby  much  congested  (and  the  urethra  is  corn*- 
spondingly  elongateil)  and  is  pushed  ui)wanl  and  rather  forwanl  into  the 
bladder.  As  a  result  the  vesical  orifice  is  elevated  above  the  bas(»  of  the 
bladder  and  two  pouches  are  formed,  one  being  in  front  of  the  opening 
and  the  other  behind  it.  The  anterior  pouch  is  usually  small  and  of 
little  pathological  significance,  but  the  posterior  one  may  become  very 
large. 

As  a  consequence  of  the  prostatic  stenosis  and  th(»  disloration  of  the 
vesical  orifice,  the  bladder  cannot  be  emptied  and  tlu*  urine  lodges  in 
the  post-trigonal  j)ouch.  This  accumulation  of  residual  urine  gnulnally 
increases  in  quantity,  and,  as  it  does,  tin*  pouch  grows  larger,  so  that  a 
very  considerable  cavity  may  be  formed.     (See  Plate  VI.) 

Certain  structund  conditions  of  the  blachler  coexistent  with  hyper- 
trophy of  the  prostate  are  (concerned  in  the  formation  of  the  i)ost-trigo- 
nal  pouch.  It  is  found  that  behind  tln^  trigonum  the  mus(Milar  coat  of 
the  bladder  and  its  tissues  are  thin  and  weak.  ('ons(M|uently  when  tlu* 
viscus  contracts  and  the  urinary  stream  is  obstructed,  these  i)arts  gradu- 
ally yield  and  become  pouchy. 

At  the  same  time  that  tlies(»  structural  elianges  are  taking  place  in 
the  base  of  the  bladder,  the  mucous  nn'inbrane  over  the  trigonum  be- 
comes congested  and  swollen,  and  this  tends  further  to  hinder  the  escape 
of  the  urine. 

Besides  the  tolerably  uniform  enlargement  of  the  lateral  lobes  so 
commonly  seen,  these  structures  may  be  the  seat  of  glandular  and  fibro- 
myomatous  tumors  wliieh  jut  up  into  the  bladder  cavity  and  prostatic 
urethra.     There  may  be  one  or  many  of  these  growths  (see  Tlatc  VI.), 


1  t-Ltt  :r  —  :i-r  li-TrL-^:  c^  •::'  a  t^an  to  thcee  of  an 
r^r-:  :-j.rr:r  v^ri-  lirr-i  tini  r?  ^r»rlii^iiig  tn.4n  the  lat- 
- :.  :  -zi  :  rr  ;-^^  i":«  ■-:  rh-r  p-abift*  and  to  seriouslv 
.     >.r^::  :-r  :l?  *-rr:s:c::-.  cv<.^c»my  or  vesical  aspi- 

:.-.  •  L-iT^z^-.r.:  : :  zz.-t  ^:cr^  I-x»e?  Likes  place  rowartl 
::.r  r-  : .-  iz.i  i:>  i-  ir.  :r_Tr-:::_Tz:  :■•  -drfcr'ari-:-::.  In  s«jme  of  these 
•r^ —  :.  ir.Trrr'-r- r.>  "i::.  ir.z^'.-.:z:  :*  :<ii-;rve»3. -"^wing  to  the  extra- 
'.r  •;..-/.    !   .-!  ::..  :.:    :  ::.-.  :.y>.r:r:pr.v.  while  in  others  the  urethra 

'*!:.  •  ::.r  v-i  -;"  v-:r>  •:.-.::."  ::ir  -^c  :i:-r  p:^>f:a:e  into  the  general 
'ir  /.-"!:..  ::  :  .!  -v-  ::.:s:  :. '.r :.-<.:!  -  ■:•:"  ::.r  srlan^.i  will  eau^e  c«.ini- 
pr—-!  :.  :  :h-—  v.-i.>.  Fr  :.:  :h>  •  r. ::::  3  th-rt  results  in  many 
1^ -w--  ^i  --.i-.  :^  .:..•-•::  :.  :  ::.r  ":l:i'::r  :.rrl  ■  :'  ihe  pn>«tate  gland, 
'.^:..-..    ;  ■  i-  j> -t'v  :,.  ::.v  *- r: -u-n^^     :'  :hr  i/asr. 

T  '      :  ::.--     :  1 -'  r.-  ir-  :■  .m  :  i:  ::.v  vesical  prince  which  may  or 

: .  ■     -  :■.'.''     .:..  •  r.li-rj-  :..•  1.:    :  :;  -.  ';!>  r./.  I .'i^-s.     The?e  lesions  are 

-   -  .  ■   :.      :.     k     :':":•    i  *.::•:  i-.r  liTid  a*  nmnd  or  oval, 

-    -  -    .  ■  .   .  r-     .  .  ki:  J  ::•  -c';:v:t  ••jvniiur.   t:^  Plates 

'.::.'    :.'  k    :'  :':.'.   i«'.aA.W  i*  not  of  neces- 

.  ■  '    :  "  -■   ■  "--^  ^'   .    I:  i--  :'  rr/.v-:  r-y  hy|>[rplasia  occurring 

•  .  •     .  :  ::.  -.  ■  <• .-:  -artJ  at  the  apex  of  the 

•-  J  '  ■:     :  '     ..;■  r..       •■  -.  Ti.v  i»ar  c^^nfi^t*  of  hyper- 

-   '.   :  .    r.:.  .  :   ^  "/    :    ■  :  .    "  .  ?  ..-^-^l  jn.^wrh  of  the  sub- 

' --         ..    :   :     r      .  .  --   .r.-triivii  niu?oular  fibres. 

;  .  -.         :•   -.;:":.•  r  raiMiJ  and  it  ^^.lon 

:    *     •   •  -       •;.    :.-.  -...-.  T.  !-     ..:■  !-      -"   -'.   ^v:^  in  Plate  IV.,  in 

.-  :...:.-.    \  ■:-..'     :   :':.     '...:■  r..\  !!•<>,     It  al?o  will 

■    -     :.   v.  •      :  .*    ]  :--  J    !.  -  :  :  !  :  .-    :j'i  ilie  base  of  the 

'!>:..     ':•].::   ".-    *  ::     "-.!".  r;  y  ■-    .^ui^o  small  or 

■■■'■/  -J-.  :  :  :.  '.:.  ■;.•  ;•  -•  "  ■  "■  \'..':  --  .  ;::  :  he  vesical  ori- 
V     .     J.  ".!.!'•;;-•.•  :-:       :   -.     !':.« n^  i?  usually 

''■■  '  :       ■.;•":.   .!y  -.  ••■  r  :.   ;v    :    -   -.      l".    ^.   :  :•  \  «rs  l^ejjin  with 

•:      :  •  :-    •  :"  -:.-    :....-*  ■  :   — :.  i--"--^  :  .  'a  '..'.       --  -  ::v' l"j^  in  a 

:"  ".  ■■  •  •■■.-•%-..  --y  •  :,;.•:  "i  ■•■  V.  r-i  ^^  :•'.:.:  .  >  :.:•  ::ji»nuic.  This 
::  •  .  ..  r  r  .  :--  ;:.  ;  :  j  :  .  :i  >  :V  .  ;■  :r"y  :"  .. .;:  :  :.-  lut*  intlani- 
r:;:»'  ■:..  ::.;.  :-  ;  ■  r-  r  '.\  :■;■ .  -  ■  jr-  ;:  i-  ::.■  r- -':!:::  j  :.v  >.  rj.'a-ia  that 
a  '  .:'.  r.  ;:•  .:■■■  ■^  •  •:•  - -t::-  -i.  :-  :-rni»-i  wjii.  i^  ]..>  :.^^  :^  w  r  :  .;ly  .-alltd  the 
lliir-'i  :..f.-  «■!'  •:..    j-r..-*;:?.  . 

A-  •:.;-  J.  •.:i'\<;]:ir  tji;j«-  i:i.T».-;i-^  -  \\\  -i/r.  il  jiy.;..  r-  ::,:■■  :!.,  MmKler 
rri'»r<-  nri't  r^-.r-  lin':!  ir  iji:iy  }j:i]i«:  ..vi-r  ilif  Vt^i«-:il  ••!•;:■..-«  '.ikv  :i  vulvo, 
an*!  thi-  ifj^»  n*  n-  with  'tr  wlinlly  pnvi-nts  ilir  rsraj"-  "l'  iiriui.  iV'tm  the 
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the  latter  being  in  the  form  of  &  pedunculated  tymor  on  posterior  wati 
of  bladder  (villous  growths  encrusted  with  phosphatic  salts). 
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bladder.  The  iini)ediment  to  urination  caused  by  the  bar  at  the  neck, 
by  the  pedunculated  tumors  which  act  like  valves,  and  by  the  greater 
or  less  stenosis,  and  perhaps  by  the  tortuosity  of  the  prostatic  urethra, 
react  upon  the  bladder  and  produce  in  it  further  important  structural 
changes.  In  some  cases  this  viscus  becomes  gradually  dilated  and 
thinned  from  atrophy  until  its  holding  capacity  is  far  greater  than 
normal ;  while  in  others  an  increasing  condensation  and  hypertrophy 
of  the  entire  bladder-wall  structure  and  its  perivesical  connective  tissue 
takes  place  and  its  cavity  is  then  rendered  smaller,  until  in  the  end  it 
may  only  hold  a  few  ounces  of  urine. 

With  the  increasing  interference  with  urination,  the  muscular  fibres 
of  the  bladder  may  become  much  hypertrophied,  so  that  a  striking  con- 
dition of  trabeculation  upon  the  internal  vesical  surface  is  produced. 
(See  Plate  VI.)  In  this  trabeculated  condition  of  the  bladder,  protru- 
sions of  tlie  mucous  membrane  from  between  the  bands  of  hypertrophied 
muscular  fibres  and  ix)uches  mav  be  develoixKl.  (See  Plate  IX.)  In 
very  severe  cases  true  sacculi  or  diverticula  (see  Plate  X.)  are  formed 
which  are  usually  multiple,  and  may  be  of  the  size  of  a  walnut  or  of  an 
orange,  or  they  may  be  even  larger  than  the  bladder  itself. 

In  many  cases  when  these  severe  degenerative  changes  take  place, 
ulceration  of  the  mucous  membrane  covering  the  prostatic  overgrowths 
may  develop  and  cause  much  suffering  for  the  patient.  In  addition  to 
these  changes  in  the  structure  of  the  bladder,  it  is  necessary  to  remem- 
ber the  post-trigonal  pouch  already  described.     (See  Plate  VI.) 

In  many  cases  of  hypertrophy  with  residual  urine,  calculi  are  prone 
to  form.  These  stones  may  give  rise  to  no  symptoms  whatever,  since 
they  are  situated  low  down  in  the  bladder,  below  and  behind  the  trigo- 
num,  and  in  urination  arc  not  pushed  against  the  very  irritable  vesical 
orifice.  In  some  severe  crises  benign  and  malignant  tumors  cause  for- 
midable coniplieation.s.  In  Plate  XI.  villous  growths  encrusted  with 
phosphatic  siilts  are  wiJl  shown. 

In  many  eases  of  j)rostatie  enlargement  there  is  synchronous  conges- 
tion of  the  rectum,  and  hemorrhoids  are  developed  which  very  often 
greatly  aggravate  and  complicate  the  case. 

Symptoms. — The  symptoms  of  liypertrophy  of  the  prostate  vary 
somewliat  according  to  the  part  of  the  organ  which  is  the  seat  of  en- 
largement and  to  the  early  or  late  involvement  of  the  prostatic  ur(?thra. 

4n  eases  in  which  the  hypertrophy  begins  in  the  outer  and  posterior 
portion  of  tlic  gland,  tlie  symptoms  may  be  slow  in  development  and 
will  not  be  very  well  marked  until  the  calibre  of  the  prostatic  uretlira 
is  rendered  smaller,  or  until  its  mucous  membrane  has  become  con- 
gested, swollen,  and  irritable.  Many  men  neviT  have  symptoms  of 
hypertrophy  of  the  prostate,  for  the  reason  that  the  new  cell-growths 
are  developed  at  a  distance  from  the  prostatic  urethra,  which  does  not 
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lKUH»riU' wtrnnNiHl,  On  tlu'  othrr  huiKl,  wIr-d  tUe  enbrgtltiit  oecars  in 
the  lateral  lube."^,  particularly  when  rather  Dear  the  pin^alie  w^thra, 
tlio  ^ytiiptotii.'^  nmy  develop  rather  eloirlj  and  tnsidioiisjj  or  i|utte 
mpiilly.  Tlit*n,  agiun,  in  tin.'  caii^t^  in  which  the  hjpertiopkjr  b**giii^  m 
tlu*  simiiIIlhI  third  lohc,  or  when  the  ve:»kal  l»r  is  developing,  the 
^yn)|)toins  are  obs^ervetl  to  appear  more  or  leas  promptly. 

The  rtmditicKi  <jf  the  prti^talic  urethm  before  Uie  ao^t  of  the  h^i-jier- 
trophy  has  imidr  h\  da  with  the  niildne^  or  the  severity  of  the  initial 
i^vii)|»tifiiis.  With  the  inerea:?c  in  the  £»tructura.l  elements  of  the  pru:^- 
tJite,  ther(»  U  developed  a  chronic  and  hyperplastic  congestion  of  the 
urethral  ninc^mis  nicmhrane,  which  acts  a*  an  in»j»eiliment  to  nrination. 

Wherj  the  prostatic  muoons  membrane  is  noniial  prior  to  the  on.«et 
of  iht*  hy|>ertrtiphy,  this  segment  of  the  urethm  may  not  for  a  time 
give  rise  to  »iymptonj!j  of  marked  severity  beyond  a  flight  im[>ediment 
to  uriiiatioiK  for  the  rea^nm  that  there  is  ver\'  little  irritabilitv  of  the 
jmrtSt  But  in  eases  of  chronic  posterior  urethritis  the  involvement  of 
thi^  si'girient  of  the  canal  occurs  qnite  early  and  the  symptoms  are 
pnuiiplly  d«*ve loped. 

Ill  H»nie  eaM\s  dit^ienlty  in  nrination  is  the  first  symptom  complained 
of,  while  in  many  o.hers  increased  freipieney  of  the  act  is  the  first  and 
the  most  constant  j>henomenon,  Thi.^  i^ymptnm  i<  e>^|»ecially  well 
nuirkril  at  niglit  and  early  in  the  morning,  when  the  re^undR-nt  iHJsitiuu 
teudh  to  prodaee  eongeMion  of  the  bkidder  and  pnistate*  But  as  the 
ease  progresses  diurnal  fre<(iieney  of  urination  is  also  ohservtHj.  At 
first  the  patient  may  pay  little  attention  tu  this  symptom  and  KnA  upin 
it  as  an  imim|M»rtant  sign  of  a«lvancing  age,  but  wlien  the  intervals  of 
nrination  lKMM>ine  shorter  and  when  the  slight  initial  pain  heeonies  more 
severe,  anrl  the  patient's  sufferings  and  di<f*onifort  more  marked,  he 
realizes  that  sonietlnng  is  radieully  wrong  witli  hini. 

The  ditlietdty  in  nrination  may  inen^ase  very  s^lowly  or  quite  rapid Iv, 
Patients  eom))lain  that  they  exjierienee  diffienlty  in  stiirting  the  nrini\ 
and  that  when  it  Uegins  it  has  little  force.  It  is  noti.-eil  then  tliat  the 
slreuni  is  deei*eased  in  size  as  well  as  in  force,  and  that  it  is  feeble  and 
haltiug.  Towards  tht*  end  of  the  act,  there  is  more  or  less  feeble  dri!>- 
hling*  All  tliese  syrujitiMns  depend  npnn  tlie  nrethnd  stenosis,  the 
atijny  of  the  walls  of  the  bladder,  and  a  eonililion  of  spasm  of  the  com- 
pressor urethra?  ninsele. 

As  a  nile,  tlie  eases  of  bar  or  tumor  at  the  vesical  orifice  are -for 
oh V ions  reasons  the  ones  which  suffer  earliest  arnl  more  severely  from 
diflienit  urination.  When  tlie  vesical  poueh  is  yet  small  and  the  residual 
urine  clean  and  limited  !u  amount,  tlie  symf>toms  may  lie  mther  mild. 
With  the  iu<'rease  in  the  residuum,  deeoju posit ioii  r^f  the  urine  mav 
ocH'iir  and  severe  symptoms  nuiy  result.     The  nrine^  if  normal  in  the 
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beginning,  promptly  becomes  more  or  less  opaque  from  the  intermixture 
of  pus.  In  cases  of  chronic  posterior  urethritis,  pyuria  is  an  early 
symptom. 

The  stagnation  of  purulent  urine  in  the  bladder  further  reacts  on  its 
walls  and  also  on  the  mucous  membrane  of  the  prostatic  urethra,  and 
as  a  result  these  tissues  become  inflamed,  irritable,  and  painful ;  and  in 
consequence,  the  desire  for  urination  is  still  more  frequent  and  imper- 
ative. With  the  continuance  of  the  pyuria,  the  urine  becomes  much 
decom|K)sed,  alkaline  from  decomposition  of  the  urea,  loaded  with  ropy 
pus,  and  of  very  oifensive  odor.  In  this  state,  calculi  may  form  in  the 
post-trigonal  pouch,  and  phosphatic  concretion  may  develop  in  the 
trabeculations  and  in  the  sacculi  or  diverticuli  and  perhaps  on  the  exco- 
riated or  ulcerated  spots.  When  cases  have  progressed  to  this  serious 
state,  the  inflammatory  and  infective  processes  may  spread  up  the 
ureters  and  involve  the  pelves  of  the  kidneys  and  the  parenchyma  of 
these  organs.  In  many  cases  patients  suffer  from  mild  or  severe  pain 
in  the  j)enis,  particularly  at  the  glans,  and  in  the  testes  and  scrotum. 
There  also  may  be  dull,  aching  pains  in  the  perineum,  bladder,  and 
rectum,  particularly  when  the  body  is  jolted.  Many  patients  complain 
of  uneasy  sensations  and  of  dull  pains  in  the  sacral,  hypogastric, 
and  lumbar  regions,  which  they  wrongly  attribute  to  rheumatism  and 
lumbago. 

In  somewhat  exceptional  cases,  the  bladder  walls  become  enormously 
thickened  and  the  bladder  cavity  contracts  until  it  holds  little  if  any 
urine.  The  vesical  symptoms  are  usually  quite  severe,  the  bladder 
becomes  very  irritable  when  only  a  small  amount  of  urine  is  secreted, 
the  desire  to  urinate  is  incessant,  and  the  pain  very  great.  There  is  no 
residual  urine  in  these  cases. 

In  many  cases  of  hypertroi>hy,  hematuria  occurs.  It  may  be  mild 
or  severe  in  character.  Its  occurrence  may  be  infrequent  or  it  may  be 
very  persistent.  Occasionally  the  passage  of  instruments,  even  when 
carefully  introduced,  gives  rise  to  hemorrhage,  while  in  many  cases  the 
strong  and  constant  expulsive  efforts  of  the  bladder  cause  blood  to 
exude  from  the  excoriated  or  ulcerated  surface. 

Retention  of  urine  is  a  not  infrequent  complication  of  hypertrophy 
of  the  prostate,  and  depends  upon  two  conditions,  viz. :  increased  con- 
gestion of  the  bladder  and  prostatic  urethra,  and  spasm  of  the  com- 
pressor urethne  muscle.  It  is  apt  to  come  on  suddenly  and  without 
warning,  and  may  cause  much  vesical  distention.  The  exciting  causes 
are :  catching  cold ;  errors  in  diet ;  intestinal  distention ;  alcoholic 
excess;  ingestion  of  too  much  fluid;  constipation;  over-exertion  and 
physical  exhaustion  ;  sexual  excesses ;  and  o|>erations  upon  the  anus, 
rectum,  and  external  genitals.     Retention  of  urine  in  prostatic  cases 
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may  be  caused  by  the  loilgcnient  of  a  stone  or  tumor  near  the  vesical 
orifiee,  in  wlucli  it  becomt's  engaged  or  iniivacted,  having  been  carried 
by  the  urinary  stream. 

In  many  ca^es,  when  retention  of  nriiie  \>  not  promptly  relieved,  the 
compresi^or  nretlirie  muscle  becomes  weak  and  loj^es  its  tonirity  and  con- 
tractile power.  Then  the  urine  begins  to  dribble,  but  the  residuum  yet 
remainB-  Thi^  condition  has  been  termed  incontinence,  but  it  h  really 
urinary  overHow, 

Prostatic  hyj>ertrophy  may  be  aggravated  by  the  congestion  which 
sometimes  occurs  as  the  result  of  troublesome  Iiemorrhotds. 

In  some  cases,  ^hiring  tite  course  of  prostatic  hyperti*ophy,  there  is 
more  or  less  severe  sexual  erethism,  wliieh  usually  occurs  when  the 
patient's  general  condition  becomes  much  lowere'd. 

Hernia  f»r  proIa|>se  of  the  rectum  is  sometinies  ]inHluced  by  the  vio- 
lent straining  in  urination. 

Such  testicular  eoniplieations  us  congestion  or  suppurative  inflamma- 
tion of  the  epididyrnes,  testes,  and  tunica  vaginalis  not  infreipiently 
occur.  A  nnicoid  and  purtdent  discharge  from  the  urethra  is  a  not  un- 
co m  m  o  n  sy  m  pto  n  i . 

What  is  known  as  catlieter  fever  is  sometimes  observed  in  the  course 
of  hypertrophy  of  the  prostate.  This  condition  nuw  be  en  used  by  in- 
strunientation  which  damages  the  [jrostatie  urethra  or  bladder.  Wittiin 
a  short  time  after  the  traumatism  the  patient  becomes  chilly  and  siiffers 
fmm  malaise.  The  temperature  at  first  may  he  subnormal^  but  it  Btnm 
rises.  The  tever  is  of  rather  a  mild  ty[>e,  cither  continuous  or  inter- 
mittent, and  is  usually  of  short  dumtion. 

With  tlu^  increasing  impediment  to  urihariou,  llic  severity  of  the 
local  lesions  in  the  prostate  and  l)ladder,  and  the  advancing  disorgani- 
zation of  the  kidneys,  the  health  of  the  patient  gradually  declines, 
albuminuria  ami  polyuria  fjcing  constant  concomitants.  The  desire  to 
urinate  becomes  more  severe  and  imperative  and  the  interval  very  short. 
The  patient  sutlers  fi-om  constant  tenesmus,  and  is  only  able  to  discharge 
few  drops  of  scahling  urine  which  causes  acute  pain.  He  suffers  from 
Biental  anxiety,  heada(*he,  sleeplessness,  weakness,  dysjicpsia,  and  pro- 
gressing emaciation*  His  cystitis  causes  urinary  poisoning,  and  his 
kidney  lesions  prevent  elimination  of  the  urea,  and  nnemia  is  developed. 
He  sutfcrs  from  a  |w'cnliar  dry  tongue,  and  his  breath  has  a  urinous 
odtu\ 

In  this  condition  severe  cliills  and  fever  very  often  intervene  and 
add  to  the  pntit-nt's  misery.  Death  usually  results  from  exliaustion, 
scpticirmia,  and   urremia. 

The  Diagnosis  of  Hypertrophy  of  the  Prostate. — ^The  <liagnosis 
of  prostatic  hypertrophy  is  itMidily  nuide  from  a  careful  consideration 
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of  the  patient's  symptoms,  together  with  a  urinary,  urethral,  bladder, 
and  prostatic  examination,  the  latter  being  conducted  both  by  way  of 
the  rectum  and  the  bladder. 

The  previous  history  of  the  case  being  noted  carefully  in  every 
detail,  both  sexual  and  urinary,  the  patient  is  asked  to  stand  and  void 
his  urine.  This  being  done,  the  surgeon  passes  a  small,  soft-rubber 
catheter  and  draws  what  remains  in  the  bladder  (the  residuum),  noting 
the  depth  at  which  the  urine  is  drawn,  which  gives  the  urethral  length. 
The  catheter  also  imparts  to  the  fingers  the  condition  of  the  deep 
urethra.  The  amount  of  the  residual  urine  being  measured,  it  is 
mixed  with  that  spontaneously  voided,  and  the  specimen  examined  for 
urethral  and  bladder  conditions  and  kidney  complications.  In  order 
to  get  a  correct  idea  as  to  the  real  amount  of  the  residual  urine,  the 
surgeon  should  always  wait  until  the  patient  has  a  normal  desire  to 
urinate  and  never  force  him  to  hurry  the  act.  The  character  and 
force  of  the  stream  should  be  carefully  observed,  both  on  catheteriza- 
tion and  urination,  which  gives  us  some  idea  as  to  the  bladder  muscu- 
lature. The  residuum  being  drawn,  it  must  be  replaced  immediately 
with  an  equal  amount  of  warm  boric-acid  solution,  some  of  which 
should  flush  out  the  urethra  as  the  catheter  is  withdrawn. 

The  patient  being  on  his  back,  or  standing  upright  with  body  flexed 
and  hands  resting  on  a  chair,  the  prostate  is  examined  by  rectal  touch 
which  imparts  to  the  finger  the  size  and  consistence  of  the  gland,  its 
degree  of  sensitiveness,  and  also  the  condition  of  the  base  of  the  bladder 
and  the  rectal  mucous  membrane.  The  finger  first  impinges  against 
the  blunt  and  rounded  apex  of  the  gland,  then  sweeps  from  the  side 
over  its  rounded  borders,  and  finally  endeavors  to  hook  over  its  more 
or  less  thickened  base.  In  a  general  way,  the  enlarged  prostate  feels 
somewhat  like  a  triangular  mass,  with  rounded  angles  and  borders, 
whose  blunted  apex  joins  the  membranous  urethra,  its  base  being 
directed  upward. 

The  amount  and  cliaracter  of  prostatic  overgrowth  into  the  deep 
urethra  and  bladder  can  only  be  ascertained  by  instrumental  examina- 
tion of  these  parts,  and  must  always  he  conducted  in  the  most  gentle 
and  conservative  manner,  as  traumatism  of  the  now  congested  deep 
uretlira  is  apt  to  be  followed  by  serious  and  even  fatal  results.  The  ex- 
amination can  be  conducted  under  cocaine  or  eucaine  anesthesia,  with 
soft  bougies  il  boule,  olivary  bougies,  coud6  catheters,  and  stone-search- 
ers, which  impart  to  the  examiner  the  amount  of  deviation  either  to  the 
right  or  left,  and  the  loss  of  calibre  of  the  prostiitic  urethra.  A  bar  or 
prostatic  projection  at  the  vesical  neck  is  recognized  by  the  degree  of 
depression  of  its  handle  necessary  to  carry  a  curved  instrument  over  it, 
which  when  in  the  bladder  can  be  inverted  and  its  tip  made  to  sweep 
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tUrotigh  the  pc>st-tri«:MuuI  poiif^ij  wliere  stones  are  not  iiifrofjuently 
found.  At  the  same  time  the  eomlilion  of  the  bhuhier-walls  eaii  be 
ascertained  by  passing  the  instrument  gently  over  them,  which  will 
sliow  whether  they  are  smtMith,  rnjLjjons,  or  tral>ecnhitOiL 

It  may  i^ometimes  he  eonj^idered  wist*  and  even  neees-siiry  to  examine 
the  overgrowtli  and  bladder  witti  the  cystoscope  j  bnt  this  shouki  not 
be  ctirried  out  as  a  routine  metliod,  but  reserved  for  certain  rare  and 
exceptional  ea.ses,  in  which  tumor  or  stone  is  susjR'eted  and  cannot  be 
found  by  ^aUw  methiids. 

The  presence  of  ui'ethral  stricture,  which  sometimes  complicates  and 
aggravates  prostatic  hypertrophy,  is  best  ascertained  l)y  sf»ft  bougies 
A  boule. 

On  account  of  the  age  of  the  patient,  the  congested  condition  of  the 
parts,  the  susct-ptiljility  to  infection,  and  the  possible  kidney  comidica- 
tious,  the  surgeon  must  always  be  as  gentle  and  cleanly  in  his  exami- 
nation as  possible,  which  should  never  be  too  long  or  exhaustive  at  the 
first  consul  tat  ton. 

The  Treatment  of  Hypertrophy  of  the  Prostate.— Palliative 
Treatment, — These  jwlients  must  live  moderate  and  ivgular  lives, 
being  ran-ful  not  to  expose  themselves  to  cold  and  wet,  or  to  do  any- 
thijig  that  will  rougest  and  irritate  the  urinary  and  sexual  tract.  Their 
sexual  relations  muist  be  moderate  and  regular,  always  avoiding  nngrati- 
tied  sexual  excitement.  Tliey  should  always  urinate  when  the  desire 
conies  on  and  never  try  to  hold  the  urine  after  this  time.  They  can 
drink  freely  of  any  bland  water,  bnt  must  l>e  mrwlerate  in  the  use  of 
aleohol,  taking  a  little  whiskey  with  meals,  if  indicated,  bnt  avoiding 
all  other  atcoludie  beverages  ;  cotfec  sliould  be  taken  weak  and  but  once 
a  day.  Any  article  of  diet  that  causes  urinary  irriti^tion  must  be 
strictly  prohi luted.  The  bowels  arc  to  be  regulated  and  heiuorrhoids 
treated  in  an  appmpriate  manner  acconling  to  their  severity.  As  these 
patients  urinah'  njore  frci-Iy  when  they  are  U[>  and  about,  tlu?y  sh(»nld 
exercise^  intelligently  in  the  open  air  and  sunshine,  and  keep  the 
secretory  apparatus  of  the  skin  in  working  order  by  im^ans  of  baths^ 
rul)bings,  and  iruissage.  Internal  medication  dej>en<ls  entirely  upon  the 
reaetiuu  of  the  urine,  which  shcndd  lie  kept  as  normally  ai'id  as  possi- 
ble, and  for  this  [jurpose  there  is  no  better  prepamtion  than  urotropin, 
given  in  seven-grain  doses  three  times  a  day.  (Vstogen  is  likewise 
saicl  to  act  in  a  very  satisfactory  niauner,  as  is  also  lnu-ic  acid  ah  me  or 
eond>iued  with  salol  or  tiuctiu'c  of  hynscyamus.  Dilute  nitric  and  nitro- 
muriatic  acid  may  he  given  in  suitaljle  doses,  }i\  on  the  other  hand, 
the  urine  seems  too  acid,  we  nuiy  c'^nijdoy  bicarbonate  of  soda,  or  the 
acetate,  citrate,  or  biearlxuuite  of  |Hitash. 

The  hot  sitz-bath,  <U"  lu»t  rectal   irrigations  of  normal  salt  solulioa, 
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act  in  a  very  beneficial  manner  in  reducing  the  prostatic  congestion  and 
its  concomitant  symptoms,  and  should  always  be  tried  in  these  cases. 
Suppositories  of  ichthyol  sometimes  act  in  a  similar  manner.  For  pain 
and  tenesmus  we  may  somctifnes  have  to  resort  to  the  guarded  and  in- 
telligent use  of  small  doses  of  codeine,  opium,  morphine,  and  bella- 
donna, either  by  the  mouth  or  rectum.  Strychnine,  quinine,  and  tonics 
in  general  are  indicated  in  run-down  and  debilitated  subjects. 

Gentle  prostatic  massage  may  be  employed  in  certain  cases  with 
benefit,  but  should  never  be  practised  in  a  routine  manner  or  if  pyuria 
is  marked  and  the  prostate  acutely  congested,  these  conditions  being 
greatly  benefited  by  rectal  irrigations  of  hot  water. 

Catheter  life,  by  which  is  understood  the  regular  evacuation  of 
the  bladder,  is  instituted  with  the  view^  of  relieving  that  viscus  of  its 
residuum  which  by  its  presence  increases  the  post-prostatic  jwuch,  thus 
rendering  urination  more  frequent  and  difficult  and  cystitis  with  possi- 
ble stone  formation  more  certain.  The  time  to  begin  the  use  of  the 
catheter  rests  largely  upon  the  surgeon's  common  sense  and  good  judg- 
ment, and  no  definite  and  infallible  rules  can  therefore  be  made. 
When,  however,  the  frequency  is  marked  and  the  patient  has  several 
ounces  of  residuum,  it  is  best  to  begin  gentle  catheterization  with  soft 
and  sterile  instruments,  providing  we  cannot  relieve  his  condition  by 
me^ns  of  the  previously  described  methods  of  treatment.  We  should 
always  select  the  smallest  and  softest  catheter  that  will  enter,  be  sure 
that  it  is  clean,  and  pass  it  with  the  utmost  care  and  gentleness,  say 
once  in  twenty-four  hours,  or  oftener  if  indicated  by  a  larger  residuum. 
The  urine  being  drawn,  the  surgeon  can  then  irrigate  the  bladder  and 
prostatic  urethra  with  a  few  ounces  of  warm  boric  acid,  sxilt,  zinc,  alum, 
or  permanganate  of  potassium  solution,  leaving  a  little  in.  Later  can  be 
used  boroglyceride  (sj  to  .^ij  to  water  .?xvj),  iodine  trichloride  1  to  3000, 
salicylic  acid  (gr.  ^  to  5j),  and,  best  of  all,  nitrate  of  silver  either  in 
instillations  or  irrigations.  When  the  urine  is  clear  and  transparent,  and 
contains  flakes  (tissue  elements),  only  then  instillations  of  nitrate  of 
silver  beginning  w^ith  1  to  4000  are  to  be  used  ;  if,  on  the  other  hand, 
the  urine  is  cloudy  from  pus  and  mucus,  then  irrigations  of  nitrate  of 
silver,  beginning  with  1  to  16,000,  are  required,  as  more  surface  has  to 
be  acted  on.  By  these  means  we  endeavor  to  cheek  the  urethro-cystitis, 
to  restore  the  mucous  membrane  of  the  bladder  and  deep  urethra  to  a 
fairly  normal  condition,  and  to  reduce  the  size  and  sensitiveness  of  the 
enlarged  prostate  gland,  all  of  which  are  possible  in  many  cases  if  the 
surgeon  is  skilful  and  patient  and  avoids  all  traumatism  of  the  deep 
urethra  and  bladder. 

If  frequency  is  very  marked,  causing  the  j)atient  to  be  up  many 
times  during  the  night,  a  catheter  can  be  tied  in  at  bedtime,  which  will 
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k<Mip  i\u\  bliMl(l<T  drained  and  in  some  cases  enable  the  patient  to  get  a 
K<mm1  ni^lit'H  n»Ht;  in  others,  however,  it  cannot  be  retained  on  account 
of  th(!  irritation  it  prinhices. 

Hnprapnbic  drainage  will  give  immediate  but  only  temporary  relief 
in  proHtaticH  HuiTering  from  long  retention  of  urine  with  subsequent 
imin,  congestion,  and  tenesmus,  so  it  should  only  be  resorted  to  as  a  pal- 
liative measure  or  until  something  of  a  radical  nature  can  be  under- 
taken. There  is  always  more  or  less  leakage  of  urine  around  the  tube, 
which  keeps  the  patient  in  a  most  uncomfortable  and  offensive  condi- 
tion. Perineal  drainage  is  not  to  be  advised.  Forcible  dilatation  of 
the  prostatic  urethra,  either  with  sounds  or  specially  constructed  instru- 
ments, is  merely  mentioned  to  be  condemned,  on  account  of  the  trau- 
matism to  the  mucous  membrane  of  the  deep  urethra  and  the  almost 
certain  development  of  urinary  infection. 

Operative  Treatment. — So  long  as  catheterization  is  easy  and  pain- 
less, the  residuum  small  and  clear,  the  obstruction  to  urination  moderate, 
and  the  bladder  musculature  acts  in  a  satisfactory  manner,  the  surgeon 
should  advise  against  operation,  since,  with  appropriate  internal  medi- 
cation and  local  applications  given  by  means  of  soft-rubber  instruments, 
>ve  can  Si>  improve  the  congested  condition  of  the  parts  that  these 
patients  may  live  for  years  in  comfort ;  so  that  as  a  result  of  this  treat- 
ment tlu^  number  of  cases  demanding  operation  will  be  materially  re- 
tiiKHnU  if  seen  at  an  early  date.  When,  however,  {mlliative  treatment 
fiiils  to  jrivo  ivlief  and  to  prevent  the  further  pn^ress  of  the  disease — 
vii. :  iiK^rvase  of  obstruction,  with  frequent,  ]xiinfuK  and  difficult  cathe- 
tiM^tion«  uncoutn^Uable  cystitis,  and  increasing  n^iduum — it  is  time 
to  t^msiiWr  some  form  of  operative  interfenMH*e  Ix^t  suited  to  the  re- 
^uivv^iHMits  of  each  iiHlividiial  case. 

TIh»  sii^I^^ii^m  of  an  aj^r^^riate  operation  i<  all-imp^^nant*  ami  can 
t^ly  W  tik\'^\k'\l  iMa  by  the  sun!wn.  who  must  W  irtiidi\l  entirely  by  the 
fv«sal5^v>f  his  <e^xjuuittati<i>n  and  his  per^nwl  cxi^rioiKv  ami  iini^nnent  in 
s^4i  \iA>iirt>^  >:tKv  iK^  ivirtk'filar  *^i^*raii*vn  i>  ^ipptk-ablo  :v>  ail  va?<e^  of 
kv  |'^4fi;nH«iiv  vWctisatKii&i^  n^^rative  in^t*r\vtuu><i. 

TW  ^.<U»-xitip^  aw  tb«e  H>p*rracc^>»»>  ck^^  j^'rt'ivrsutxJ  tor  :h^*  rvlk;\^''piw^ 

xv^ikifct  Vi^.ikVv  <«Swr  wt^&j  «^ut:::f5Hyc  '^'3i<r;;?iVt'''A>  v.r,>^7AV  .-.vn---  -.^r  >riili 
ihir  i«iA<^v-'imcfr      iHiv  /Ct<rivt'».'«  s\  vw  xv^v.«,  .*.   h.v  rv    u;  r-w!.  mt.dfca 
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Fig.  81 
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blunt  bistoury,  and  a  large,  soft-rubber  perineal  tube  inserted  for 
drainage.  This  operation  is  to  be  strongly  condemned,  as  the  surgeon 
cannot  see  what  he  is  doing ;  the  perineal  wound  is  small  ^iq  81 
and  difficult  to  operate  upon,  and  hemorrhage  is  apt  to 
be  free  and  not  easily  controlled. 

Urethral  prostaiotomy  has  been  performed  by  a  limited 
number  of  operators  with  special  cutting  instruments 
(prostatomes),  but  it  has  never  been  endorsed  and  prac- 
tised by  surgeons  in  general,  and  is  at  best  an  antiquated 
and  hazardous  procedure,  no  longer  to  be  employed. 

BottinVs  gahano-cauMw  operation  is,  strictly  speak- 
ing, urethral  prostatotomy,  the  operator  burning  one  or 
more  grooves  through  the  obstruction  by  means  of  Freu- 
denberg's  modification  of  Bottini's  incisor.    (St»e  Fig.  81.) 

Before  performing  Bottini's  operation,  the  surgeon 
should  make  a  cystoscopic  examination  of  the  bladder  to 
ascertain  the  condition  of  its  walls,  the  conformation  of 
the  prostatic  enlargement,  and  perhaps  the  presence  of 
an  overlooked  stone.  The  prostate  should  also  be  ex- 
amined by  rectal  touch.  The  patient  is  placed  on  his 
back  and  the  bladder  and  urethra  irrigated  with  salt 
solution,  several  ounces  of  which  should  be  retained  (air 
has  also  been  employed  for  vesical  distention).  The 
urethra  is  aniesthetized  with  eucaine  solution,  thus  ren- 
dering the  operation  practically  painless.  The  battery 
and  incisor  are  now  tested  to  ascertain  the  current  needed 
to  bring  the  platinum  l)lade  to  a  white  heat.  The  cooling 
apparatus  is  also  tested.  The  incisor,  being  in  working 
order,  is  passed  into  the  bladder  in  the  usual  manner; 
the  beak  of  the  instrument  is  now  turned  down  into  the 
post-prostatic  pouch  and  pulled  forward  so  that  its  con- 
cave surface  presses  against  the  obstruction.  The  cooling 
apparatus  is  started,  the  current  turned  on,  and,  after  a 
few  seconds,  in  order  to  be  certain  that  the  blade  is  white- 
hot,  the  wheel  at  the  handle  is  turned  very  slowly,  the 
operator  noting  on  the  scale  the  length  of  the  cut.  When 
this  is  satisfactory,  the  blade  is  returned  to  the  groove  in 
the  female  shank.  Tiie  current  is  then  turned  off.  If  it  is 
deemed  necessary  to  burn  through  one  or  both  of  the  latend 
lobes,  the  beak  of  the  incisor  is  turned  upward  and  the  burn-  ,„^|J7ncati!m  ^f 
ing  is  accomplished  as  already  described.  The  operation  Botunis incisor. 
being  completed,  the  current  is  turned  off,  the  i)lade  allowed  to  cool,  and 
the  instrument  withdrawn.     The  j>atient  is  put  to  bed  and  allowed  to 
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urinate  if  he  cnn,  ntlierwise  he  must  l>c  catheterized  when  iicccRSiiry 
atul  ihe  liladdrr  irrigated  if  it  i!^  deouied  advi>alile.  Appari'utly  simple 
as  tho  above  opi'ration  is,  it  mntii  be  rememl)ereil  that  it  is  done  in  tfie 
dark,  and  tliat  it  may  he  followed  hy  lieniorrliafrej  ei»ididynnti^i,  al>s(v?i,s 
uf  the  [>ri)state,  sepsis,  pyteniiaj  and  even  enibolisni  ot*  the  puhnfuiiiry 
artery^ ;  in  t»tlier  wordj*,  the  bladder  does  not  have  the  free  drainage 
wliioh  is  so  essentia!  in  this  elass  of  eases,  tlie  obstruetioii  not  l>ein^ 
removed  at  the  time  of  operatiun.  It  may  prove  uf  value  in  a  limited 
immber  of  carefnlly  seleetetl  eases,  but  must  not  be  undertaken  lightly 
when  cyi^titis  is  marked  and  the  kidneys  in  a  damageti  eondition.  It 
is  too  early  as  yet  to  speak  definitely  as  to  the  permanency  of  the 
results  ami  the  exact  elass  of  cases  to  whit^h  it  is  best  suited. 

Prmtatcciom^  consists  of  the  partial  or  complete  removal  of  the 
gl;uid»  either  through  a  jwrlneal  incision  or  Ijv  the  usual  snpr.ipuhic 
ojieratitin. 

PtrittvalproHhiiectotmf  as  mo*litied  by  Ah^xander  is  jx^rformed  as  fol- 
low^ :  Tlie  patient  Inking  on  his  liaek,  a  small  supnt|>nbic  eystotomy 
is  performed  J  the  wound  being  niade  just  large  entnigh  to  admit  two 
fingers;  the  patient  is  then  plaeed  in  the  lith<*tomy  position  and  a 
tunneled  sound  passed,  on  the  convexity  of  whieh  the  inenibnintMis 
uretlirais  opened  in  the  usual  manner.  Ttie  suiuid  is  then  rt^niovtHl  and 
the  prostate  j)ressed  down  into  thi-  perineal  wound  by  twf>  fingers  in 
th(*  Idailder,  the  capsule  of  the  prostate  is  (»pened  at  its  ai^ex,  and  the 
ghuul  shelled  out  by  the  fingers  and  blunt  forcejH  ;  first  the  lateral 
IMU*tiMns,  and  tiuidly  the  posterior  median  lobe.  The  removal  of  tlie 
glantl  can  sometimes  Ix'  ex[>edited  by  seizing  the  prt>state  with  forcejis 
and  hidding  it  widl  down  in  the  wound.  Ilemorrhagt^  is  usually  tjuite 
severe.  The  bhulder  is  drained  Initii  by  the  supni|)ubic  and  jK^rineal 
wounds.  Alexander  s*»metiuu's  jR^rtbrius  tins  ojx'ratitui  without  the  aid 
of  the  snpm pubic  cystotomy  ineisinn, 

Suprapnhic  proMnftTiomy  is  tht*  <j}>enition  to  be  chosen  in  the  great 
majority  of  eases  demanding  ttpiiitive  relief!,  as  the  overgrowth  can  Ik* 
inspected,  liemf*rrhage  readily  eon  t  ml  led,  antl  calculi  removed  without 
adding  any  risk  t<i  the  opi'nitioiK  Supnijinbie  eystotomy  having  lieen 
]M'rf*»rmed  in  the  usual  manner  {si^  page  376),  ihr  wnund  is  stitched  to 
the  parietal  incision.  The  |uitient  can  now  he  phu  ed  in  the  Treudelen- 
bui*g  |>osition,  or  left  on  his  Iraek.  The  edges  of  the  wound  being  well 
retnieted,  tlie  prn>tate  is  inspectetl  by  aid  cd*  an  electric  light,  and  care- 
fully ]ialpatcd,  after  which  the  pnyiHting  jKirtions  antl  as  much  of  the 
gland  an>  removed  as  is  ueeessary  to  nstore  the  normal  calibre  and 
level  of  the  fifwir  of  the  prostatic  nn^thra.  The  |MTrtions  of  the  gland 
are  enucleaiofl  with  the  fingt^r  or  forceps  thivjugh  one  or  more  incisions 
made  through  the  bladder  mucous  membrane.     The  hemorrhage  is  usu- 
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ally  so  free  thiit  the  stirgotm  can  see  nothing  and  ha?  to  rely  on  ttjuch 
alone.  This  part  of  the  operation  rniij^t  he  done  most  carefully,  ahvayi* 
henriiifj  \\\  nuiid  to  th»  a^;  little  tearing  and  emitting  as  poTisililf,  The 
heniorrliiige,  when  quite  severe,  can  be  controlled  hy  very  hot  irrigations 
of  sidine  rrolution  thrown  into  the  supnijiidjie  wound,  eombineii  with 
jiacki ng  the  bladder,  or,  better  still,  the  ajjjdieation  of  a  Kcyos  iiad, 
passed  through  the  wound  into  the  bhid^ler  and  held  iirndy  ag-ainst  its 
bleeding  1»ase  liy  a  heavy  silk  e^inl  wliieh  is  tied  to  it.s  centre  and  passed 
out  of  a  small  {>erineal  wound  or  the  urethra  and  held  taut  externally 
\\y  elamping  it  tiglitly  against  a  piece  of  gauze.  At  tlie  end  of  twrnty- 
ftiur  hoin*s  the  pa*!  tnay  be  earefuUy  reuiove<b  The  bhidder  can  be 
dmined  hy  a  snprjipubie  tube  alone,  or,  better  still,  by  a  combined 
suprapubic  and  iwrineal  dniinagu. 

Orclndn'fotttt^^  or  castration  (see  page  liBO),  for  the  relief  of  j>ros- 
ttitic  hyjiertroijby^  although  eutliusiastieally  brought  into  promrnenee 
of  late,  has  not  been  generally  endoi-sed  by  the  profession  at  large  as  a 
soiiml  surgieal  procedure.  It  is  folh^wed  in  some  cases  by  a  dimituition 
of  the  congestion  aral  swelliug  of  the  glandular  elements  of  the  jirnstate, 
but  it  is  still  an  oj>en  fptestian  as  to  \vhether  there  is  a  trne  and  perma- 
nent atrophy  or  shrinking  of  the  entire  ghuid  substance.  The  mortal- 
ity is  about  as  high  as  after  prostatectomy,  ami  if  stone  is  present,  or  if 
portions  of  the  prostate  are  ulcerated  and  covered  with  calcareous  de- 
ptjsits,  the  pati^'Ut  has  to  l>e  std^jeeted  to  a  second  opcratiou  for  its 
relief;  the  obstruction  to  urination  is  not  remove*!  inimetliatcly,  and 
therefore  the  inflamed  and  overworked  bladder,  sometimes  containing 
an  undetecte^l  stone,  cannot  nnieive  the  imnifHliate  benelit  <»f  free  drain- 
age wliich  is  so  essential  in  these  eases.  The  o|>eratiiin,  if  employed  at 
all,  should  only  be  done  in  those  eas<»s  of  stift  boggy  prostate  and  never 
in  fibrous  and  myomatous*  ones;,  as  these  latter  can  only  be  benefitetl  by 
a  thorough  pro?.tatectomy.  The  sexual  mutilation,  with  its  immediate 
and  rt-mote  deleteri<ais  and  even  fatal  effects  on  the  |»atient's  niTVous 
fystem,  must  be  t;ikeu  into  serious  consideration. 

VfiMrdomtf  has  be^'u  ^^uggestcd  and  pnu'tised  as  a  substitute  for 
castnition.  It  is  at  best  an  ex|K»rmient^d  prtH-eihire,  with  {MKssibly  some 
thera|Hnitie  value  in  c^Ttain  chronic  congeste<l  conditions  of  the  prostate, 
but  not  in  true  hypertrophy.  The  oj)enUion  is  done  under  cocaine 
ana?iithesia,  the  eord-like  vas  being  pinched  up  iK^ncath  the  scrotal  tis- 
sue?, which  are  divided  atid  the  van  hooketl  out  tlmiugh  the  little  w^onn*! ; 
two  ligatures  are  applied  aUmt  an  inch  apart  and  the  include^l  portion 
excused. 

Ligation  of  the  intemnl  tliae  arteries  for  prostatic  hypertrophy  has 
been  pc*rfornjed,  and  is  merely  nientii>ned  here  to  be  most  emphatically 
condemned. 
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The  Troatment  of  Retention  firom  Hypertrophy  of  the  Prostate, 
— IllPianyifld  mvn  tlio  biilbof  the  iiretlira  bt^tomes  redijntlantaDd|x)achy, 
and  iU  r(dnx<M!  tiu'iutmuic!  it^  very  luiicli  thrown  into  folds.  As  a  residt 
nf  film  Jlnbby  rondirton,  whrn  \\w  tip  of  \\\v.  catheter  reaches  the  sinus 
*»f  (lio  liidb,  it  IH  found  thul  the  tiinicity  of  the  ti^ue^  is  so  lost  that 
llicrc  iH  nothing  \iA\  of  ix  Jirrii  riiunirter  to  guide  it^  further  progress. 
K^  w  refill,  till"  rnd  imiy  tniiMn^^r  on  \\\v  stinging  lower  part  of  the  bull), 
Rlkd  tlii*n*  hv  UvU\  fH  in  si  true  inil-^le-sae.  In  general,  the  end  of  the 
tn»ttntnteii(  nilrhiM  in  ihi'  lower,  jMHich-like  part  of  the  bulb,  and  it  is 
hen»  tliut  liiKr  iwiH^ap'?*  arc*  nsiudly  nuule,  in  wliieli  ea>c  the  instrument 
iHtln^r  pii^n^i*s  ihr  triuiifirnlar  lipunent  or  glitles  under  it  and  makes  a 
pallioluj;ieal  ehaimel  in  the  soft  tissues  l)encalh  the  membnimms  urethra 
and  die  prtie«tato» 

This  abnormal  anatondeal  e<mditirm  of  the  bulbous  urethra  has  to  be 
met  witli  appropriate  instnnnents.  What  is  neeiietl  under  these  eon- 
dtfaoii!«  U  nn  instrument  of  sufficient  firmne^  of  structure  to  make  its 
Wfiy  thnmgh  the  camil,  whtien^  enil  (nvints  slightly  upward,  and  which  at 
\X^  curvi?  AmW  have  such  a  shoulder  that  if  it  sinks  cUiwn  to  die  lower 
Willi  of  tlie  (HHicliy  bnlh  it^  lip  will  then  \mx\i  np^^^nl  and  strike  the 
iwiiiw  of  \\w  IndUvmembnmous  jnnctittn.  The  iii$firoiiient$  which  best 
ftilii)  these  rvmiinMiicnts  art*  the  Merrier  coiidif  «ml  bM:tHHk«  cathef^s. 
(S«*  Fip^SS  «ttrf  *^)  Wbcihcrihe^ic  insiniEucnts an^  used  by  the  sor- 
pott  «M*  by  thfc  (mtieiit.  it  fe  «lwmys  wry  necc^^ry  tiuil  there  shall  be 
aait  fftttAtf  f^Ai^  which  shall  point  to  the  siifeof  the  twtniaMit  mkat^k 
iMf^mjpmdki  to  iliCv«n\Y^xity, 

Mamr  t(  tke  <mAi^  <flifbct«Hrs  on  saJe  we  Gmltr  bv  ?«»«•  of  Ae 

mJL  m  Mwt^lMKie  «Mi  tile  c«rr^  JkfitiiJ  in  T||e^  83  mA  SL    tlifT 
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steadying  the  parts  just  back  of  the  scrotum.  By  this  manoeuvre  the 
point  is  made  to  enter  the  bladder. 

In  enlargement  of  the  prostate,  in  the  main,  three  abnormal  condi- 
tions are  encountered  in  catheterization.  In  the  first  place,  the  urethral 
canal  may  be  much  elongated  by  the  progressive  growth  of  the  gland 
toward  and  in  the  bladder,  the  so-called  perineal  distance.  In  the 
second  place,  by  its  concentric  growth,  this  organ  so  contracts  the 
urethral  lumen  or  distorts  its  normal  straightness  of  direction  and  ren- 
ders it  sinnous,  that  much  impediment  to  urination  is  produced.  In  the 
third  place,  the  bar  or  the  valve-like  mass  at  the  vesical  orifice  may 
act  as  a  very  serious  obstacle  to  the  entrance  of  instruments  into  the 
bladder.  Now,  these  pathological  conditions  also  have  to  be  overcome 
by  means  of  appropriate  catheters. 

In  the  majority  of  cases  of  elongation  of  the  urethra,  with  a  corre- 
sponding greater  curve  of  the  canal,  the  bladder  can  readily  be  reached 
by  means  of  the  extra-curved  olivary  catheters  (see  Fig.  84),  called 

Fig.  84. 


Curved  olivary  catheters. 

prostatic  catheters.  These  instruments,  when  used  in  sizes  of  20  to  24 
French,  are  much  more  serviceable,  as  a  rule,  than  the  smaller  and 
larger  ones  are.  They  arc  much  to  be  preferred  to  the  old-time  silver 
prostatic  catheter,  which  by  its  density  and  inflexibility  often  caused 
pain,  uneasiness,  and  inflammation.  The  long  curve  of  these  prostatic 
catheters  is  often  of  material  aid  in  traversing  a  pouchy,  bulbous 
urethra. 

In  some  cases,  soft  India-rubber  catheters  or  straight,  blunt-pointed, 
lisle-thread  catheters  will  readily  traverse  the  urethral  canal. 

It  may  be  necessary,  when  the  calibre  of  the  prostatic  urethra  is 
much  reduced  or  its  straightness  much  distorted,  to  use  these  catheters 
with  the  long  curve  or  the  straight  ones  in  sizes  smaller  than  20  French. 
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When  the  eathoters  already  j^pi^ken  of  cannot  lie  obtained,  tho  old- 


Btyla  \> 
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fill  eatlicter  itiav  be  used  if  at  liaod.     It  is  welL 


if  it  i^  a  pitraight  instrument,  to  soak  it  in  liot  water,  then  give  it  tlie 
nreessary  curve,  whii'h  may  l)e  rendered  j^nfficiently  permanent  by  im- 
mediate immei*i>ion  in  leod  water. 

In  cases  of  valvnlar  obstrtietion  or  of  a  bar  at  the  vesical  orifice, 
mnch  difficulty  may  be  met  in  reaching  the  bladder  mvity.  Suuietimea 
the  tip  of  the  Mereier  catheter,  conde  and  bi-coudi^,  [>articidarly  %vheii 
smaller  thatj  20  French,  will  glide  over  the  obfttrnctioii  in  a  surprisingly 
prompt  manner.  Tlieu  again  it  may  strike  against  it,  and  no  niantpuvre 
wilt  cause  it  to  traverse  it. 

In  many  easen  the  gum-elastic  prostatic  catheter  will,  by  the  forw^ard 
tilting  or  bending  of  it.s  tips  or  forward  pressure,  glide  past  the  ob- 
strnction  upwanl  into  the  bUulder.  In  these  obstinate  cases  it  may  be 
necessary  to  use  the  prostatic  gnide,  which  will  steady  and  direct  a  soft- 
rubber  catheter.  Or  the  ortlinary  wire  which  is  found  in  English 
catheters,  or  a  piece  of  ordinary  wire  ten  or  twelve  inches  long,  may  be 
curved  in  accurdance  with  the  long  prostatic  nrcthnu  This  wire  is 
intrinluced  into  a  suft-ruhbcr  catln'tcr,  and  then  the  ctmihined  instrument 
is  |>assed  until  it  reaches  theldadder  or  comes  to  a  standstill  on  meeting 
the  obstrnclion.  Then  it  is  well  to  withdraw  the  wire  for  about  l»alf  an 
incli,  and  again  pnsh  forward,  when  the  llcxildc  end  may  clear  the 
obstruction.  If  this  prfw-cdure  fails,  tlie  surgeon  should  still  further 
pull  out  t!ie  wire  another  Iialf  inch  an<l  then  try  to  pass  the  f>listruction. 
In  case  of  linal  failure,  the  condition  of  the  case  will  determine  in  the 
nniid  of  the  surgeon  whether  it  is  necessary  to  resort  to  aspiration, 
6U[jrujmhjc  puncture,  or  to  perfi>rm  sii|)rapubie  <'ystotoray* 

It  is  very  imj>nrtant  not  to  completely  empty  the  bladder  in  elderly 
or  old  men  who  an-  suffering  from  retention  of  nriue  due  to  prostatic 
hypertrophy  an<l  aUo  to  stricture  of  the  urethra*  (See  section  on  Re- 
tention of  Urine  Due  to  Stricture,  j>p.  2VJ  and  220.) 


TUBERCULOSIS. 

Tlie  |n-ostate  is  involved  in  the  majority  of  cases  of  tuberculosis  of 
the  genitourinary  tnict.  Its  development  may  be  primary  or  secondary 
to  infecting  tWi  in  adjacent  or  remote  parts.  It  is  mostly  observ^ed  at 
puberty  and  in  early  life. 

Tulwrculosis  of  the  jmistate  may  cause  azoospermatisni  by  tlie  oblit- 
eration of  the  ejacn]at4>ry  dueta. 

The  course  of  tuberculosis  of  the  prostate  may  be  acute,  sul>acute^ 
or  chronic. 

In  the  majority  of  cases  the  disease  begins  in  the  urethra,  but  it 
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is  also  found  in  the  substance  of  the  gland  and  on  its  periphery,  partic- 
ularly near  the  rectum. 

In  cases  of  urethral  involvement  the  symptoms  are  complained  of 
quite  early.  The  most  prominent  symptom  is  pain,  particularly  on 
urination,  which  may  be  very  urgent,  and  it  may  be  either  continuous 
or  intermittent.  Invasion  of  the  prostate  is  usually  followed  quite 
promptly  by  extension  to  the  bladder,  with  its  customary  group  of 
symptoms. 

In  cases  of  prostatic  tuberculosis  there  is  usually  a  more  or  less 
profuse  mucopurulent  discharge,  which  may  escajH;  spontaneously  or  on 
defecation.  When  the  tuberculous  nodules  are  seated  in  the  parenchyma 
of  the  prostate,  they  may  not  give  rise  to  pronounced  symptoms  for 
some  time.  This  is  particularly  the  case  when  the  course  is  very 
chronic.  When  the  tuberculous  nodules  are  seated  toward  the  periphery 
of  the  organ,  they  may  occasion  few,  if  any,  symptoms ;  but  when  they 
are  very  superficially  seated,  particularly  near  the  rectum,  they  may 
cause  pain  and  uneasiness  in  those  parts. 

On  rectal  examination  the  finger-tip  may  not  encounter  any  abnor- 
mality when  the  urethral  part  of  the  prostate  is  attacked.  When  the 
nodules  are  seated  in  the  parenchyma  of  the  organ  and  they  have 
become  quite  large,  or  when  several  have  coalesced  and  project  on  the 
surface,  their  presence  may  be  determined  by  palpation  with  the  finger 
in  the  rectum. 

The  diagnosis  of  prostatic  tuberculosis  may  be  made  by  examination 
of  the  morbid  secretion  or  of  the  urine.  But  in  many  cases  such 
examinations  fail  to  reveal  the  bacillus  tuberculosis  until  digital  pressure 
has  been  brought  to  bear  on  the  gland  and  on  the  urethral  canal. 

Treatment. — Tuberculosis  involving  the  urethral  canal  may  be 
benefited  by  prostatic  and  bladder  irrigations  of  warm  solutions  of 
bichloride  of  mercury  (1  :  1000  or  1  :  6000).  In  the  event  of  this 
treatment  causing  pain  and  urethral  irritation,  it  will  be  necessary  to 
discontinue  it.  In  some  cases  iodoform  and  sweet-oil  (10  per  cent.),  in 
the  form  of  injections,  have  seemed  of  benefit  in  cases  of  ulceration  of 
the  urethra. 

Tubercular  abscess  of  the  prostate  may  be  reached  by  a  crescentic 
incision  made  an  inch  in  front  of  the  anus  and  carried  down  between 
the  gland  and  the  rectum ;  they  are  then  incised  and  packed  with 
iodoform  gauze. 

Change  of  climate  (see  section  on  Tuberculosis  of  the  Testis,  p.  353) 
is  the  main  indication  in  these  cases,  which  are  usually  those  of  more 
or  less  extensive  distribution  of  the  tubercular  process. 
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PROSTATIC   CALCULI. 

Prostatic  Moncs  originate  ei titer  in  tlie  follicles  of  the  prostate  and 
iaerenso  gniduully  in  size  ainl  mimher,  ur,  Imving  their  origin  in  the 
bladiler,  leave  it,  and,  passing  into  the  prostatic  m-ethni,  beiHinio  more 
or  less  encysted  there,  and  by  slow  degrees  sink  into  tlie  gland  tissue. 
Their  snrfar'es  are  usually  faceted  and  higlily  polished  from  the  C(jnstant 
friction  with  each  otljcr.  They  are  made  np  principally  of  the  phos- 
phate of  lime. 

Symptoms. —  In  some  eases  the  symptoHLs  are  very  mild  ami  iroint 
to  slight  posterior  urethritis,  and  in  others  they  are  entirely  wanting. 
If,  howe%^er,  the  culcnli  are  the  catise  of  prostatic  snppurati<jn,  we  then 
ha%c  the  typical  symptoms  prititing  to  this  condition. 

Treatnient. — As  a  rule,  tFicsc  stcmcs  should  be  it  moved  throngh 
a  jjcrineal  in(nsiou,  although  tlicrc  are  some  cases  in  which  it  is  possible 
to  extricate  them  with  urethral  forceps. 


MALIGNANT   GROWTHS. 

Primary  carcinoma  ami  sarcoma  of  the  [»rf»state  are  extrpinely  mrc, 
but  do  (»ccur,  usually  at  and  after  middle  lite,  carcinoma  being  the  more 
ctminion  of  the  two. 

The  symjitonis  at  tirst  are  praetically  the  same  as  those  of  hyper- 
trophy, with  which  malignant  growths  arc  sometimes  assoeiated*  Very 
soon,  however^  the  pain  beeHines  ermstant  an<l  intense,  radiating  into  tlie 
perineum,  abtlomen,  iK'uis,  and  thighs.  Urination  is  increased  in  fre* 
<[ueney  l»ot!i  by  day  and  by  night,  until  in  a  short  time  tlic  patient  is  iti  a 
state  of  constant  and  agonizing  tenesmus.  As  the  gr*)\vth  increases  in 
size,  tht*  vesical  orifice  beeonie.«*  more  and  more  otK^lnded  and  distorte<l, 
until  finally  complete  n'tcntion  is  added  to  the  patient V  deplorable  con- 
ditic^n.  Cystitis,  whi(*h  was  mild  at  first,  soon  bee<»mes  noire  marked 
on  account  of  the  deeoin position  of  the  urine,  whieh  now  bceonies 
alkaline  in  reaetiou.  Hemorrhages  an?  often  pnifuse  and  frecpient  and 
liable  to  oerar  lit  atiy  time  independent  of  urination.  The  patient  is 
greatly  redacted  thi'reby,  and  timdiy  die-  from  pain,  exhaustion,  and 
kiilney  complications,  the  result  of  ascf^riding  infection  and  tirinary 
ol)structi<m. 

Treatment, — If  tlic  maligmint  nature  of  the  trouljle  is  recognized 
at  an  early  enough  date  {which  is  rarely  thine),  some  Ix-ncfit  may  result 
from  a  removal  of  the  growth  through  a  sujirapubie  iaeision  ;  later  on, 
however,  all  that  can  be  done  is  to  establish  supnipubic  dniimige  and 
blatlder  irrigation,  in  eonjnnction  with  tlie  intelligent  use  of  niorphine 
and  the  regulation  of  the  patient's  general  condition. 
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TRAUMATISMS. 

Wounds  of  the  prostate,  either  incised,  lacerated,  or  contused,  are 
exceedingly  rare,  on  account  of  the  protected  condition  of  the  gland. 
They  may  occur,  however,  in  the  course  of  surgical  operations  involving 
the  deep  perineal  region,  and  also  as  the  result  of  forcible  and  unskilful 
instrumentation  of  the  prostatic  urethra,  and  as  a  complication  of  crush- 
ing injuries  of  the  pelvis. 

Treatment. — Simple  incised  wounds  require  the  ordinary  surgical 
treatment  for  this  class  of  cases.  If,  however,  the  gland  and  deep 
urethra  are  extensively  lacerated,  the  bladder  should  be  drained  imme- 
diately by  the  perineal  route  to  prevent  urinary  extravasation,  hemor- 
rhage should  be  controlled,  and  the  parts  kept  scrupulously  clean,  as 
infection  in  this  region  is  apt  to  be  very  serious  on  account  of  the  rich 
plexus  of  prostatic  veins,  which  favor  the  absorption  of  poisonous 
material,  and  which  may  result  in  septicaemia  and  death. 


CHAPTER   XV. 

AFFECTIONS  OF    THE  TESTIS  AND  ITS  APPENDAGES  AKD 

ENVHLOFRS.' 

HYDROCELE. 

By  the  term  hydrocele  we  understand  a  chronic  serous  efifusion  into 
the  cavity  of  the  tunica  vaguiiUis  testis,  which  prcxluces  more  or  less 
distention  of  the  semtnl  sac,  Hydrocclf,  l!ierefort%  must  not  be  eon- 
founded  with  tlie  acute  and  cplu^niend  liropsy  of  the  vii^iual  tunic 
which  occults  in  acute  epididyuiitis,  and  which  is  culled  acute  vaginalitis, 
Ilyth^ocele  may  also  uccur  in  cysts  of  the  testis  an<l  epididymis  aud  in 
the  corJ, 

For  clearneas  of  descriptitui  we  may  divide  the  various  forms  of 
hydrtHXjle  as  follows:  I,  hydrocele  of  the  tunica  vaginalis  testis;  2, 
hydrocele  «»f  the  cord  ;  eitlier  i>f  whicli  may  l>e  cont^a'uital  or  acquired. 

CongenitaJ  Hydrocele  of  the  Tunica  Vagiiialis  Testis.— Ctinpni- 
tal  hydrocele  is  mnstly  seen  in  young  subjects,  and  consists  anatomicidly 
in  the  communieation  t»f  the  tunica  vaginalis  testis  with  the  jK^ritoneal 
cavity  by  means  of  a  minute  ilurt  or  nj>euing.  After  the  de^rent  of  the 
testis  from  tlie  abdominal  cavity  into  the  scrotiun  there  lias  been  failure 
iu  the  obliteration  of  the  ehanuel  of  coniuninieation  between  the  testic- 
ular serous  membrane  and  that  of  the  [leritoneal  cavity.  When  this 
communication  exists  there  may  be  found  an  effusion  in  the  cavity  of 
the  tunica  vaginalis  which  proibices  a  scrotal  tumor  when  the  jiatient 
stands  erect,  but  in  the  horizunlal  ]>osition  the  tumor  is  efta*iHj,  owing 
to  the  fluid  gravitating  baek  into  the  |Krit<uieal  cavity*  As  the  fluid 
thus  flows  backward  it  is  not  acctmipuicd  by  a  gurgling  noise,  such  as 
is  [>rodueed  by  the  return  of  descended  intestine. 

Diagnosis. — The  tuni'>r  in  congenital  hydrocele  is  smooth,  trans- 
parent, fluctuating,  translucent,  and  extends  from  the  Imttom  of  the 
scrotum  into  the  inguinal  canal.  The  light  test  and  the  hypodermic 
syringe  will  give  much  aid  in  establishing  tlie  diagnosis.  Even  in  the 
upright  position  the  contents  of  the  timior  may  be  by  i>ressure  forced 
into  the  peritoneal  cavity,  while  the  testicle  remains  in  the  scrotum. 
Then  with  the  tip  of  the  finger  over  the  inguinal  canal,  if  the  pressure 
is  slightly  removed  the  fluid  will  gravitate,  slowly  and  without  sensation 
to  the  finger,  back  into  the  scrotum.  An  intestine  in  thus  passing  down 
^  For  epididirmitk  &nd  e|>idtd)'iu(>-<)rcliitifi  see  pp.  113  tt  §eq. 
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produces  decided  distention,  and  its  progress  can  be  distinctly  felt.  In 
the  horizontal  position  the  contents  of  congenital  hydrocele  pass  slowly 
on  by  pressure  into  the  abdominal  cavity  without  any  marked  sensation. 
On  the  other  hand,  the  reduction  of  a  hernia  is  attended  w  ith  a  decided 
jump  or  impetus.  The  hydrocele  tumor  is  dull  on  jiercussion,  while  thai 
of  hernia  is  resonant. 

Treatment. — In  most  cases  of  congenital  hydrocele  a  firmly  applied 
truss  over  the  inguinal  canal  will  produce  obliteration  of  the  vaginal 
process,  after  which  the  fluid  in  the  tunica  vaginalis  will  be  absorbed  in 
a  short  time.  In  case  of  failure  of  this  procedure  the  sac  may  be  aspi- 
rated antiseptically  and  firm  pressure  may  again  be  applied. 

In  the  event  of  a  complicating  hernia  a  radical  operation  may  be 
performed  for  the  cure  of  both  conditions. 

Acquired  Hydrocele  of  the  Tunica  Vaginalis  Testis.— This  form 
of  hydrocele  is  most  commonly  seen  in  adults  and  in  persons  of  middle 
life  and  rather  exceptionally  in  adolescents.  It  therefore  occurs  in 
the  years  when  the  sexual  powers  are  at  their  best  and  the  testicular 
circulation  is  most  active,  and  when  individuals  are  most  commonly 
attacked  by  gonorrhoea  and  syphilis  and  liable  to  traumatisms  of  the 
genitals.  Simple  hydrocele  is,  as  a  rule,  unilateral  and  exceptionally 
bilateral.  As  usually  found,  the  scrotal  tumor  formed  by  the  hydrocele 
is  pear-shaped,  with  its  base  at  the  bottom  of  the  scrotum  and  its 
apex  directed  toward  the  external  abdominal  ring.  In  a  goodly  number 
of  cases  the  shape  of  the  tumor  is  distinctly  ovoid,  with  its  long 
axis  directed  vertically  or  perhaps  a  little  forward.  Less  commonly 
the  tumor  is  rather  roundish  in  shape.  The  size  of  the  tumor  varies 
with  the  amount  of  effusion,  which  may  be  several  ounces  or  even  pints. 
As  a  rule,  from  eight  to  sixteen  ounces  of  fluid  can  ordinarily  be  drawn 
from  cases  of  hydrocele. 

To  the  eye  the  scrotal  tumor  presents  a  quite  characteristic  picture. 
The  scrotal  wall  is  very  much  distended,  tense,  and  usually  much 
thinned,  and  the  scrotal  veins  are  very  distinct  and  enlarged.  By  palpa- 
tion a  very  firm  (see  Fig.  85),  resistant,  elastic  tumor  is  felt,  which  may 
give  a  sensation  of  slight  fluctuation.  Pressure  does  not  in  any  way 
render  the  tumor  smaller,  though  the  finger-tip  can  cause  a  depression 
for  a  moment. 

In  some  subjects,  particularly  fat  and  flabby  ones,  the  penis  is  drawn 
backward,  and  its  tegumentary  covering  is  largely  included  in  the  scrotal 
tumor,  which  hangs  quite  saliently  between  the  thighs. 

This  form  of  hydrocele  may  be  complicated  by  the  coexistence  of 
hernia.  When  the  latter  is  as  yet  non-adherent  to  the  hydrocele  the 
diagnosis  is  readily  made  by  the  impulse  on  coughing  and  the  resonance 
of  the  upper  tumor.     When  the  hernia  has  become  adherent  to  the 
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upper  eii<l  of  the  hyflrocelo  ranch  eare  is  neccR^n^  in  making  a  diagnosis. 
Ill  vases  of  s^traitt^ulatTnii  of  (lie  tiernial  !^a€  xhv  tlifficulty  iti  nuikiag  tbe 
diagnosis  is  more  markeil. 

Simpli^  hydrocele  is,  as  a  rule,  not  the  seat  <>f  \Kiin,  and  it  ean  be 
aianipulatril  with  impunity  except  on  it^  posterior  and  upper  surface  or 
that  part  iu  which  the  testis  is  situated.     Pressure  usually  causes  more 

Flo.  85. 
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or  l^i^s  discomfort,  and  it  is  here  that  patients  state  that  jmiii  exists, 
either  from  the  jirrssare  of  a  suspensory  ttr  from  uver-cxertiou. 

The  onset  of  hydrocele  is  usually  very  slow  and  without  any  symp- 
t«jms.  It^  further  course  h  also  i?iuw  and  insidious,  so  that,  ns  a  rule, 
the  tumor  has  reached  the  sixe  of  a  small  pear  iK^fore  its  presence  is 
recof^nized  by  the  patient. 

The  iluid  tjf  hydrocele  usually  has  a  straw  color  and  is  highly 
idbnminous.  It  has  been  f»Huid  of  a  dark-brown  and  even  black  color 
from  admixture  with  lihuxl.  It  sometimes  contains  a  small  tpmntity 
of  cliolesterin,  and  in  sume  few  instaDCCH  spermatozoa  have  been  found 
in  it.  Iu  some  eases  little  Hakes  of  albumin  are  seen  floating  in  tlie 
fluid. 
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Quite  exceptionally  the  fluid  of  hydrocele  looks  like  milk,  from  its 
admixture  with  lymph.  This  form,  termed  chylous  hydrocele,  is  ob- 
served in  southern  countries,  and  is  caused  by  the  filaria  sanguinis 
hominis  which  reaches  the  cavity  of  the  tunica  vaginalis  by  way  of 
the  lymphatics. 

Several  accidents  and  complications  may  occur  in  the  course  of 
hydrocele.  As  a  result  of  blows  or  other  traumatisms  blood  may  be 
effused  into  the  vaginal  cavity,  in  which  event  the  hydrocele  is  trans- 
formed into  haematocele. 

Inflammation  may  attack  the  walls  of  the  vaginal  sac,  which  is  the 
seat  of  hydrocele.  In  all  probability  this  is  the  result  of  traumatism. 
Purulent  inflammation  of  the  tunica  vaginalis  may  follow  tapping,  and 
there  can  be  no  doubt  that  the  trocar  in  these  cases  carries  the  pyogenic 
microbe  into  the  cavity.  In  this  inflammatory  process  the  walls  of  the 
tunica  vaginalis  may  become  very  much  thickened,  even  to  the  extent 
of  an  inch  or  more. 

Anomalous  Forms  of  Hydrocele. — Rather  infrequently  we  find  a 
scrotal  tumor,  due  to  hydrocele,  which  presents  an  uneven  surface  and  is 
more  compressible  in  some  parts  than  others.  This  condition  is  due  to 
exudative  or  adhesive  inflammation  of  the  tunica  vaginalis,  which  pro- 
duces bands  of  fibrous  tissue  which  divide  the  cavity  up  into  several  com- 
partments. Thus  is  produced  an  encysted  hydrocele,  which  may  not 
appear  translucent  when  the  light  test  is  applied. 

In  still  rarer  instances  we  find  that  owing  to  exudative  inflammation 
more  or  less  of  the  wall  of  the  tunica  vaginalis  is  thickened,  sometimes 
in  a  considerable  degree.  Upon  palpation  we  find  an  uneven  surface, 
and  a  marked  difference  is  experienced  between  the  thickened  plaque 
and  the  balance  of  the  unaltered  tunica  vaginalis.  Then,  again,  in  some 
cases  of  great  thickening  of  the  walls  there  are  areas  of  the  diameter  of 
half  an  inch  or  an  inch,  in  which  there  is  no  thickening  at  all,  and  on 
insi)ection  such  a  membrane  presents  an  appearance  similar  to  windows 
in  a  wall. 

Circumscribed  hydrocele  is  also  somewhat  rarely  found.  In  these 
cases  a  large  portion  of  the  two  layers  of  the  tunica  vaginalis  has  become 
adherent,  and  a  dropsy  has  occurred  in  a  limited  portion,  which  pro- 
duces a  swelling,  usually  round  or  oval,  which  is  attached  to  the  testis. 

Under  the  title  "  hydrocele  bilocularis,^'  a  peculiar  and  rare  form 
of  the  affection  is  described.  (See  Fig.  86.)  In  this  form  the  hydrocele 
tumor  is  in  the  scrotum,  extends  up  the  inguinal  region  and  through  the 
rings  by  a  narrow  neck,  and  is  continuous  with  another  tumor  seated 
within  the  abdominal  cavity  and  underneath  the  parietal  peritoneum, 
and  entirely  independent  of  it.  In  this  form  of  hydrocele  the  vaginal 
process  of  the  peritoneum  has  become  obliterated  within  the  abdominal 
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CMvity,  and  Iuls  pn>li:ibly  not  undorgone  ohlitemtion  toward  the  tci'licle. 
When  the  patient  btaiiils  erect  the  serolal  tumor  i.^  lurge  and  tense,  and 
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Hytlrocek"  blJocularta. 

when  in  the  hurizontal  jKi.sititui  it  is  more  or  le^  flaccid,  owing  to 
the  gravitatit»n  of  the  tltiid  into  the  abdtnninal  cavity.  The  dimen.sions 
of  this  form  of  hydnieule  are  sometimes  very  great.  In  one  eai^e  the 
tumor  tilled  part  of  the  ahdoniinal  cavity  and  extended  up  to  the 
nmbilieuri  and  l>cy ond  the  median  line. 

Another  rare  and  anomalous  form  is  tilled  **  diverticular  hydnx^ele/* 
In  this  furm  there*  arc  two  favitie.s,  the  one  jiruunci  thr  t(*stis,  and  tlie 
other  onti*ide  of  that  and  ccimmunieating  with  it  by  means  of  a  small 
opening  or  neck.  This  hyilrocele  iK^gin.s  as  the  ordinary  form,  but, 
owing  to  some  caus4\  ])erha]is  lueali/ed  thinning  of  the  sac-walh  i^  slight 
bulging  occurs,  unci  suou  a  diverticuhim  is  fonned.  This  second  cavity 
goes  on  increasing  until  it  becomes  larger  than  ihe  original  sac.  The 
i^rifiee  of  ctimniuuication  in  these  cases  is  alwnt  large  enough  to  admit 
the  tip  of  the  foretingt^r,  and  hy  its  firm  structure  it  remains  jHTmanent. 
The  transluceney  is  marked  in  this  form  of  hyditKxde,  t*vving  to  the 
exti*ennj  thinness  of  the  walls  of  the  diverticulum. 

Diagnosis. — The  diagnosis  of  hydrocele  is  usually  quite  easy.  Its 
slow  development  without  symptoms,  its  beginning  at  the  bi>ttom  of 
the  scrotum,  its  pyriform  or  oval  sha[>c,  are  presumptive  symptoms,  of 
ttuch  importance.     The  crucial  test  of  hydrocele,  however,  is  its  trans- 
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lucency,  and  this  may  be  determined  by  what  is  known  as  the  "  liglit 
test."  The  simplest  application  of  this  test  is  as  follows :  In  strong 
sunlight  the  patient  is  made  to  stand  before  the  surgeon,  who  sits  at 
his  side  :  he  then  shades  the  convexity  of  the  tumor  with  the  outer  side 
of  his  hand,  and  examines  the  organ.  In  cases  where  the  scrotal  wall 
and  the  tunica  vaginalis  are  thin  and  their  fluid  transparent,  translu- 
cency  can  readily  be  made  out.  In  the  absence  of  sunlight  a  candle, 
a  gas-light,  or  the  electric  light  may  be  used.  The  light  is  placed  on 
the  opposite  side  of  the  scrotum,  and  the  surgeon  examines  the  part 
either  by  means  of  a  cylinder  of  paper  or  by  shading  his  eye  with  the 
hand.  Distinct  translucency  is  seen  in  the  anterior  portion  of  the 
tumor,  while  ijosteriorly  the  opaque  body  of  the  testis  may  be 
detected.  This  body,  when  thus  inspected,  usually  looks  rather  smaller 
than  one  expects  to  find  it.  In  somewhat  rare  cases  we  find  the  testis 
situated  anteriorly  and  at  the  upper  part  of  the  tumor,  the  tunica  vag- 
inalis being  placed  posteriorly.  Quite  exceptionally  the  testis  is  at  the 
bottom  of  the  tumor. 

In  many  cases  it  is  utterly  impossible  to  clearly  define  the  outlines 
of  the  testis  by  palpation.  Its  position,  however,  may  then  be  ascer- 
tained by  pressure,  which,  when  made  on  the  organ,  causes  pain  or  dis- 
comfort. When  the  testis  can  be  made  out,  it  is  often  impossible  to 
define  the  outlines  of  the  epididymis,  the  reason  being  that  with  the 
distention  of  the  tunica  vaginalis  the  parts  are  so  spread  out  that  the 
epididymis  lies  flat  on  the  tumor  and  presents  very  little  if  any  salience. 
After  the  withdrawal  of  the  fluid  the  testis  and  epididymis  regain  their 
normal  relations. 

In  old  hydrocele  such  is  the  thickness  of  the  sac  that  the  trans- 
lucency is  quite  dim.  In  very  dense,  thick  sacs  there  is  no  translucency 
whatever. 

The  points  in  diagnosis  between  hydrocele  and  hernia  are  as  follows : 
In  hydrocele  the  tumor  presents  dulness  on  percussion ;  there  is  no 
impetus  on  coughing  and  no  change  in  the  tumor  when  the  patient  is 
in  the  horizontal  position.  In  hernia,  particularly  incarcerated,  the 
tumor  comes  usually  suddenly  from  above,  where  it  is  largest,  and  is 
doughy,  and,  as  a  rule,  resonant,  on  percussion. 

Two  forms  of  testicular  diseases  may  be  mistaken  for  hydrocele, 
namely,  syphilitic  orchitis  and  cystic  sarcoma. 

In  sypliilitic  orchitis  tlic  enlargement  occurs  slowly  in  the  whole 
extent  of  the  testis  and  epididymis  and  not  at  the  bottom  of  the 
scrotum.  As  the  tumor  forms  it  becomes  hard  and  heavy  and  may  be 
accompanied  by  slight  hydrocele  of  the  tunica  vaginalis.  In  syphilitic 
orchitis  there  is  usually  a  history  of  infection  or  of  some  other  specific 
lesion  or  lesions.     In  this  form  of  tumor  there  is  never  translucency. 


chaptp:r  XV. 

AFFECTIONS  OF    THE  TESTIS  AND  ITS  APPENDAGES  AND 

ENVELOPE8.» 


HYDROCELE, 

By  the  term  hydrocele  we  iiniler:5tand  a  chronic  serous  effusion  into 
the  cavity  of  the  tunica  vagiualis  testis,  which  producci?  mnrc  or  less 
distention  of  the  scrotal  siic.  Hydroei'le,  tliereforc,  must  n<»t  b(^  con- 
foiiuded  with  the  acute  and  epiierneral  dropsy  of  the  vaginal  tunic 
which  occurs  in  acute  epididymitis,  and  which  is  called  acute  vagiualitis. 
Hvdnicelc  may  also  (H*cur  in  cysts  uf  the  testis  and  c|iiiHdymis  and  in 
the  cord. 

For  clearnefsia  of  description  we  may  divide  the  various  forms  of 
hydrocele  as  follows:  1,  hydnjcele  of  the  tunica  vaginalis  testis;  2, 
hydrocele  i>f  the  cord  ;  either  fd^  w4iich  may  be  eongcnital  or  ac<juire<l. 

Congenital  Hydrocele  of  the  Tunica  Vaginalis  Testis.— Cnugeni- 
tid  hydrocele  is  mostly  seen  in  young  sidyects,  and  consists  anatomically 
in  the  eomniunication  of  ttio  tunica  vaginalis  testis  with  the  |K^ritoneal 
cavity  by  means  nf  a  minute  thiet  i^r  ojKmiug,  After  the  descent  of  the 
testis  from  the  abdominal  cavity  ijito  the  scrotum  there  has  been  failure 
in  the  ob]iterati*)n  of  the  channel  of  enmrnuniratinn  lH»tween  tlie  testlc- 
uhir  serous  mcudjrane  and  that  of  the  peritnnt^al  eavity.  When  this 
communication  exists  there  may  be  ftaind  an  effiision  in  the  cavity  of 
the  tunicji  vaginalis  which  prtMliices  a  scrotal  tumor  when  the  patient 
stands  en*et,  hut  in  tlie  hori/juital  position  the  tumor  is  effared,  owing 
to  the  tbiid  gravitating  hack  into  the  |Krittineal  eavity*  As  the  fluid 
thiLs  flows  backward  it  is  not  accomp«inied  l>y  a  gurgling  noise,  such  as 
is  produced  by  the  return  of  xh^scendt'd  intestine. 

Diagnosis.— The  tumor  in  congenital  hydrL»ccle  is  smrK>tli,  trans- 
parent, fluctuating,  transhicent,  and  extends  from  the  bottom  of  the 
ecrotum  into  the  inguiniil  canal.  The  light  test  and  the  liypfKlermic 
eyringe  will  f!;lvi}  much  aid  in  estaldisliing  the  dingnosis.  Even  in  the 
upright  ptjsition  the  contents  of  the  tiim<»r  may  be  by  pressure  forced 
into  the  peritoneal  cavity,  while  the  testicle  remains  in  the  scrotum. 
Then  with  tlic  tip  of  the  finger  over  the  inguinal  canal,  if  the  pressure 
18  slightly  removed  the  fluid  will  gravitate,  slowlv  and  without  sensation 
[to  the  finger,  back  into  the  scrotum.     An  intestine  in  thus  jmssing  down 

^  For  epididjEQitis  aod  epitlidyniiwircbilis  Be€  pp.  113  el  «e^* 
328 


HYDROCELE.  329 

produces  decided  distention,  and  its  progress  can  be  distinctly  felt.  In 
the  horizontal  position  the  contents  of  congenital  hydrocele  pass  slowly 
on  by  pressure  into  the  aMominal  cavity  without  any  marked  sensation. 
On  the  other  hand^  the  reduction  of  a  hernia  is  attended  with  a  decided 
jump  or  impetus.  The  hydrocele  tumor  is  dull  on  percussion,  while  thai 
of  hernia  is  resonant. 

Treatment. — In  most  cases  of  congenital  hydrocele  a  firmly  applied 
truss  over  the  inguinal  canal  will  produce  obliteration  of  the  vaginal 
process,  after  wliich  the  fluid  in  the  tunica  vaginalis  will  be  absorbed  in 
a  short  time.  In  case  of  failure  of  this  procedure  the  sac  may  be  aspi- 
rated antiseptically  and  firm  pressure  may  again  be  applied. 

In  the  event  of  a  complicating  hernia  a  radical  operation  may  be 
performed  for  the  cure  of  both  conditions. 

Acquired  Hydrocele  of  the  Tunica  Vaginalis  Testis.— This  form 
of  hydrocele  is  most  commonly  seen  in  adults  and  in  |)ersons  of  middle 
life  and  rather  exceptionally  in  adolescents.  It  tlierofore  occurs  in 
the  years  when  the  sexual  powers  are  at  their  best  and  the  testicular 
circulation  is  most  active,  and  when  individuals  are  most  commonly 
attacked  by  gonorrhoea  and  syphilis  and  liable  to  traumatisms  of  the 
genitals.  Simple  hydrocele  is,  as  a  rule,  unilateral  and  exceptionally 
bilateral.  As  usually  found,  the  scrotal  tumor  formed  by  the  hydrocele 
is  pear-shaped,  with  its  base  at  the  bottom  of  the  scrotum  and  its 
apex  directed  toward  the  external  abdominal  ring.  In  a  goodly  number 
of  cases  the  shape  of  the  tumor  is  distinctly  ovoid,  Avith  its  long 
axis  directed  vertically  or  perhaps  a  little  forward.  Less  commonly 
the  tumor  is  rather  roundish  in  shape.  The  size  of  the  tumor  varies 
with  the  amount  of  efiiision,  which  may  be  several  ounces  or  even  pints. 
As  a  rule,  from  eight  to  sixteen  ounces  of  fluid  can  ordinarily  be  drawn 
from  cases  of  hydrocele. 

To  the  eye  the  scrotal  tumor  presents  a  quite  characteristic  picture. 
The  scrotal  wall  is  very  much  distended,  tense,  and  usually  much 
thinned,  and  the  scrotal  veins  are  very  distinct  and  enlarged.  By  palpa- 
tion a  very  firm  (see  Fig.  85),  resistant,  elastic  tumor  is  felt,  which  may 
give  a  sensation  of  slight  fluctuation.  Pressure  does  not  in  any  way 
render  the"  tumor  smaller,  though  the  finger-tip  ciin  cause  a  depression 
for  a  moment. 

In  some  subjects,  particularly  fat  and  flabby  ones,  the  penis  is  drawn 
backward,  and  its  tegumentary  covering  is  largely  included  in  the  scrotal 
tumor,  which  hangs  quite  saliently  between  the  thighs. 

This  form  of  hydrocele  may  be  complicated  by  the  coexistence  of 
hernia.  When  the  latter  is  as  yet  non-adherent  to  the  hydrocele  the 
diagnosis  is  readily  made  by  the  impulse  on  coughing  and  the  resonance 
of  the  upper  tumor.     When  the  hernia  has  become  adherent  to  the 
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upix^r  onil  <»f  ilio  livilrocc'k'  much  care  is  necessary  in  making  a  diagnosis. 
T!J  C4ises  of  !?!trnngiilutiuii  of  tlie  lieniial  i^^ac  tliu  difliculU'  in  making  the 
diagnosis  is  more  marked. 

Simple  liydrocclr  is,  as  a  nde,  not  the  seat  uf  |»ain,  and  it  can  be 
manipnhiti'd  with  iinpimity  except  on  its  posterior  and  njiper  surihee  or 
tliat  part  in  which  the  testis  is  situated.     Pressure  usaallv  causes  more 

Flo.  85. 
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or  less  disconiforl,  and  it  is  ht-re  that  patients  state  that  pain  exists, 
either  fruni  the  pressure  of  a  siis|jensorv  or  from  over-exertion. 

The  onset  *jf  hydroerle  is  usually  very  slow  and  without  any  sym|>- 
toms.  Its  further  morse  is  also  slow  and  insidious,  so  tluit,  as  a  rule, 
the  tumor  has  reached  the  size  of  a  small  pear  hctVtre  its  presence  is 
recogni/x'd  by  ttie  patient. 

The  fluid  t>f  hydrocele  usually  has  a  straw  e(>h>r  and  is  highly 
aUmininou.-.  It  has  lx*en  found  of  a  dark-bri>wn  and  even  bhiek  color 
from  admixture  with  blood.  It  sometimes  contains  a  small  fjuantity 
of  eholesterin,  and  in  some  few  instances  spermutoz<a  hnve  been  ibund 
in  it.  In  some  cases  little  tlakes  of  albumin  axe  Been  fluating  in  the 
fluid. 
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Quite  exceptionally  the  fluid  of  hydrocele  looks  like  milk,  from  its 
admixture  with  lymph.  This  form,  termed  chylous  hydrocele,  is  ob- 
served in  southern  countries,  and  is  caused  by  the  filaria  sanguinis 
hominis  which  reaches  the  cavity  of  the  tunica  vaginalis  by  way  of 
the  lymphatics. 

Several  accidents  and  complications  may  occur  in  the  course  of 
hydrocele.  As  a  result  of  blows  or  other  traumatisms  blood  may  be 
effused  into  the  vaginal  cavity,  in  which  event  the  hydrocele  is  trans- 
formed into  hfcmatocele. 

Inflammation  may  attack  the  walls  of  the  vaginal  sac,  which  is  the 
seat  of  hydrocele.  In  all  probability  this  is  the  result  of  traumatism. 
Purulent  inflammation  of  the  tunica  vaginalis  may  follow  tapping,  and 
there  can  be  no  doubt  that  the  trocar  in  these  cases  carries  the  pyogenic 
microbe  into  the  cavity.  In  this  inflammatory  process  the  walls  of  the 
tunica  vaginalis  may  become  very  much  thickened,  even  to  the  extent 
of  an  inch  or  more. 

Anomalous  Forms  of  Hydrocele. — Rather  infrequently  we  find  a 
scrotal  tumor,  due  to  hydrocele,  which  presents  an  uneven  surface  and  is 
more  compressible  in  some  jmrts  than  others.  This  condition  is  due  to 
exudative  or  adhesive  inflammation  of  the  tunica  vaginalis,  which  pro- 
duces bands  of  fibrous  tissue  which  divide  the  cavity  up  into  several  com- 
partments. Thus  is  produced  an  encysted  hydrocele,  which  may  not 
appear  translucent  when  the  light  test  is  applied. 

In  still  rarer  instances  we  find  that  owing  to  exudative  inflammation 
more  or  less  of  the  wall  of  the  tunica  vaginalis  is  thickened,  sometimes 
in  a  considerable  degree.  Upon  palpation  we  find  an  unev^en  surface, 
and  a  marked  difference  is  experienced  between  the  thickened  plaque 
and  the  balance  of  the  unaltered  tunica  vaginalis.  Then,  again,  in  some 
cases  of  great  thickening  of  the  walls  there  are  areas  of  the  diameter  of 
half  an  inch  or  an  inch,  in  which  there  is  no  thickening  at  all,  and  on 
ins{x*ction  such  a  membrane  presents  an  appearance  similar  to  windows 
in  a  wall. 

Circumscribed  hydrocele  is  also  somewhat  rarely  found.  In  these 
cases  a  large  portion  of  the  two  layers  of  tlie  tunica  vaginalis  has  become 
adherent,  and  a  dropsy  has  occurred  in  a  limited  portion,  which  pro- 
duces a  swelling,  usually  round  or  oval,  which  is  attached  to  the  testis. 

Under  the  title  "  hydrocele  bilocularis,^'  a  peculiar  and  rare  form 
of  the  affection  is  described.  (See  Fig.  86.)  In  this  form  the  hydrocele 
tumor  is  in  the  scrotum,  extends  up  the  inguinal  region  and  through  the 
rings  by  a  narrow  neck,  and  is  continuous  with  another  tumor  seated 
within  the  abdominal  cavity  and  underneath  the  parietal  peritoneum, 
and  entirely  independent  of  it.  In  this  form  of  hydrocele  the  vaginal 
process  of  the  peritoneum  has  become  obliterated  within  the  abdominal 
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posture.  It  is  attended  with  a  very  small  degree  of  pain  or  uneasiness, 
which  uneasiness  is  not  felt  where  the  tumefaction  is,  but  in  the  loins. 
If  the  extravasation  be  confined  to  the  spermatic  cord,  the  opening  in 
the  tendon  of  the  abdominal  muscle  is  not  at  all  dilated,  and  the  process 
passing  through  it  may  be  very  distinctly  felt ;  but  if  the  connective 
tissue  which  invests  the  spermatic  vessels  within  the  abdomen  be  affected, 
the  tendinous  aperture  is  enlarged,  and  the  increased  size  of  the  distended 
membrane  passing  through  it  produces  to  the  touch  a  sensation  not  very 
unlike  that  of  an  omental  rupture.    (See  Fig.  87.) 

This  form  of  hydrocele  may  be  mistaken  for  a  hernia.  The  latter 
often  passes  into  the  abdomen  when  the  patient  lies  down,  while  the 
former  is  but  slightly  if  at  all  displaced.  The  swelling  of  hydrocele  is 
firmer,  though  doughy,  and  fluctuating;  a  hernia,  moreover,  unless  it 
be  omental,  is  resonant  on  percussion.  The  impulse  on  coughing  in 
hernia  is  quite  different  from  the  very  slight  downward  movement  of 
the  enlarged  cord  in  hydrocele.  In  hernia  the  cord  can  always  be 
traoed  in  normal  size  from  the  testis  to  the  ring. 

The  treatment  consists  in  making  small  punctures  at  the  most 
dependent  part  of  the  tumor,  and  in  subsequently  maintaining  pressure. 
In  very  chronic  cases  large  blisters  should  be  employed. 

Encysted  hydrocele  of  the  cord  occurs  most  commonly  in  infants.  It 
forms  slowly  and  without  pain,  and  may  reach  the  size  of  an  egg  before 
being  seen  by  the  surgeon.  It  is  distinctly  circumscribed,  round  or 
oval,  translucent,  firmly  attached  to  the  spermatic  cord,  movable  upon 
firm  traction,  and  not  involving  the  overlying  skin.  It  is  firm  in  con- 
sistence and  but  slightly  fluctuating.     (See  Figs.  87  and  88.) 

There  is  seldom  more  than  one  tumor,  but  we  sometimes  find  a  series 
of  tumors  extending  from  the  testis  to  the  external  abdominal  ring. 
When  occurring  in  infancy  the  lesion  may  result  from  imprisonment  of 
a  congenital  hydrocele ;  in  adults,  however,  it  originates  in  the  same 
manner  as  do  the  hydroceles  of  the  epididymis.  The  cyst- wall  is  usually 
thin  and  fibrous,  but  in  chronic  cases  it  becomes  very  thick  and  tough. 
The  fluid  contents  of  the  cyst  are  colorless,  like  water,  or  viscid  and 
mucoid,  and  sometimes  spermatozoa  arc  found  in  it. 

These  cysts  may  be  seated  at  any  part  of  the  cord ;  those  of  the 
epididymis  are  sometimes  wrongly  considered  cysts  of  tlie  cord.  When 
the  latter  are  seated  near  the  external  abdominal  ring  the  diagnosis  may 
be  very  difficult,  otlierwise  it  is  generally  easy.  The  cluiracter  and 
situation  of  the  tumor  and  its  mobility  with  the  cord  and  testis  are 
usually  distinctive.  The  danger  of  mistaking  hernia  f(»r  encysted 
hydrocele  may  be  avoided  by  observing  the  uniform  size  of  the  latter, 
its  circumscribed  condition,  its  translueency,  and  the  absence  of  impulse 
on  coughing  and  of  the  gurgling  sensation.     (See  Fig.  89.) 
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sac.  This  tumor  may  or  may  not  be  translucent,  and  may  be  the  seat 
of  fluctuation.  It  may  be  necessary  to  make  an  exploratory  incision  in 
order  to  establish  the  diagnosis. 

Treatment. — The  sac  must  be  excised  and  a  radical  operation  for 
hernia  performed. 

HJEMATOGELE. 

Hsematocele  is  an  acute  or  chronic  eifusion  of  blood  into  the  cavity 
of  the  tunica  vaginalis  testis,  into  the  testis  itself,  the  epididymis,  or 
the  cord,  or  into  all  these  structures  combined. 

Hsematocele  of  the  Tunica  Vaginalis  Testis. — This  affection  occurs 
in  an  acute  and  chronic  form. 

Acute  Form. — This  form  is  usually  of  traumatic  origin.  The  effu- 
sion of  blood  may  take  place  into  a  vaginal  cavity  previously  the  seat 
of  hydrocele  or  into  a  perfectly  healthy  one. 

The  exciting  causes  of  acute  hematocele  are  blows,  wounds,  violent 
muscular  strain,  and  punctures.  In  some  cases  there  is  coincident  effu- 
sion of  blood  into  the  scrotal  tissues. 

Acute  or  traumatic  haematocele  is  usually  developed  very  rapidly ; 
the  tumor  becomes  enlarged,  hard,  and  painful,  and  the  scrotum  may  be 
oedematous  or  the  seat  of  blood-effusion.  There  are  usually  more  or 
less  constitutional  disturbance  and  pain  from  the  tension  of  the  parts. 
The  effused  blood  often  acts  as  a  foreign  body,  causing  suppurative  in- 
flammation. Again,  the  blood  may  coagulate,  as  it  docs  in  aneurism, 
or  it  may  remain  fluid.  Thus  the  course  of  the  affection  is  sometimes 
severe,  and,  on  the  contrary,  when  the  effusion  is  moderate  very  little 
trouble  is  experienced.  If  the  case  runs  a  chronic  course  the  tunica 
vaginalis  may  l)ecome  much  thickened. 

The  shape  of  the  tumor  in  vaginal  haematocele  is  similar  to  that 
of  vaginal  hydrocele.  Translucency  is  not  found  in  any  form  of 
haematocele. 

The  diagnosis  of  acute  traumatic  haematocele  is  generally  clear,  the 
history  of  the  case  and  the  local  condition  indicating  its  nature. 

Treatment. — The  patient  must  be  placed  upon  his  back,  the  scrotum 
thoroughly  cleansed  and  irrigated  with  bicliloride  solution,  1  to  1000, 
and  then  elevated,  and  cooling  lotions  should  be  applied.  Free  purga- 
tion is  often  beneficial,  and  ancxlynes  may  be  required  to  relieve  the 
pain.  In  mild  cases  improvement  begins  in  a  few  days,  and  but  little 
suffering  is  experienced.  In  many  eases  the  effusion  continues  and  the 
condition  of  the  patient  renders  an  operation  neec^ssary.  Under  these 
circumstances  it  is  best  to  j)erf<)rin  Volkmann's  operation  (see  p.  337), 
with  removal  of  the  clots,  and  then  search  for  the  bleeding  vessels. 

Chronic  Form. — Chronic  lueinatooole  of  the  tunica  vaginalis  testis 
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IS  a  rare  form  of  chronic  inflammation  of  that  clo,setl  cavity,  and  is  in 
reality  chronic  Iiydrocele  with  b!iXRl-i?ffii8ioii,  The  course  of  this  aftt?c- 
tjon  is  slow  and,  as  a  rule,  painless.  With  the  progress  of  the  case  more 
or  less  strnctural  elmnfre  takes  place  in  the  viiginal  ttinic^  which  l>ecome^ 
modemtely  and  even  greatly  tliickened.  Tlie  bhMKi  contained  in  the 
vaginal  tunic  may  l>e  fluid,  clotted,  or  coaguhited  into  lamina\  In  pro- 
portion to  the  density  of  the  eellHiifiltmtion  anvniid  the  testis  that  gland 
is  more  or  less  compressed,  and  in  srime  instances  atrophy  results. 

This  form  of  hsBmatoeele  is  found  usually  in  persons  of  middle  age, 
even  to  the  sixtieth  or  seventieth  year, 

Ujwn  examination  of  this  form  of  hrematoeele  we  find  a  mther  large 
round  or  oval  tumor,  with  smooth  walls,  and  having  a  tense  but  elastic 
feeL 

As  a  rule,  the  history  of  the  case  and  the  condition  fvf  the  tumor  will 
render  a  diagnosis  quite  clear. 

TraB^tmeiit.^ — 8nch  is  the  sluggishness  of  the  course  of  chronic  haema- 
tocele  that  patients,  as  a  rule,  do  not  apply  early  for  relief.  As  a  tenta- 
tive measure,  compression  may  he  employed  and  aj>pliaitions  of  mer- 
curial ointment  or  ichthyol  may  be  trie<L  When,  owing  to  the  size  and 
weight  of  the  tumor,  it  beeomos  evident  tliat  surgical  intervention  is 
n€H?essary,  we  may  resort  to  Volkmann's  ojw?i*alion  (see  p,  337)  or,  when 
\lie  tumor  is  of  very  large  size  and  there  is  evidence  of  testicular  dis- 
^rganization,  it  is  well  to  remove  it. 

Parenchymatous  Haematocele. — This  rdsn  is  a  rare  form  of  acute 
testicular  lesion.  It  is  always  the  n^sult  of  traumatism,  ami  consists 
in  a  moderate  effusion  of  hhiod  into  the  strnetun-  of  the  testis^  and 
perhaps  into  the  epitliilyinis.  Persistent  |>uin  is  a  markeil  symptom. 
The  testis  may  he  more  or  less  enlarged,  and  in  some  eases  a  small 
area  of  fluctuation  may  be  felt. 

Treatment.^ Rest  in  bed,  witli  the  scrotnni  suspended,  and  the  ap- 
plication o{  enoling  lotions,  are  necessary  in  recent  eases.  In  some  cases 
in  which  fluctuation  can  be  felt,  it  may  lie  necessary  to  make  a  free 
incision  and  then  pack  the  %vound  with  iodoform  gauze.  A  cutting 
operation,  however,  should  not  he  resorted  to  until  all  other  means 
fail. 

Haematocele  of  the  Epididymis  and  Testis. — ^In  souk;  very  rare 
instances  the  huge  and  small  cysts  seated  around  the  head  of  the 
epididymis  and  upiJii  the  bmly  of  the  testis  may  (see  p.  338),  as  a  result 
of  traumatism,  become  the  seat  of  lueniatocele.  The  [mrts  then  become 
swollen  and  painful,  but  full  resolutiun  may  take  place. 

Treatment.— As  a  nde,  rest  in  the  recnndxnit  position  and  suspen- 
sion of  the  afl'ecteil  testicle,  together  with   the  application  of  cooling 
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lotions,  will  cause  subsidence  of  the  affection.  In  chronic  cases  a  modi- 
fied Volkmann's  operation  may  be  necessary. 

Hsematocele  of  the  Cord. — Haematocele  of  the  cord  is  very  rare, 
and  may  occur  in  a  diffused  or  in  an  encyded  form. 

Difltised  Hsematocele  of  the  Gord.— Diffused  haematocele  occurs 
quite  suddenly  from  rupture  of  a  spermatic  vein  during  violent  exer- 
tion, as  in  lifting  a  heavy  weight,  or  in  consequence  of  a  blow  on  the  parts 
or  during  the  act  of  copulation  and  sudden  intra-abdominal  pressure. 
The  swelling  is  usually  cylindrical,  extending  from  the  upt)er  part  of 
the  scrotum  to  the  external  ring,  and  may  attain  very  large  proportions. 
The  parts  lying  over  the  tumor  are  unaffected  unless  the  lesion  is  a 
result  of  contusion. 

The  symptoms  of  diffuse  hsematocele  of  the  cord  are  sometimes  slight 
and  sometimes  severe.  On  palpation  the  tumor  is  found  to  be  firm 
but  doughy,  with  ill-defined  outlines.  The  course  of  diffused  hsemato- 
cele  of  the  cord  is,  under  favorable  circumstances,  toward  gradual  sub- 
sidence ;  in  some  instances  severe  inflammatory  action  is  set  up.  Ulti- 
mately the  cord  is  left  in  a  normal  condition  or  perhaps  a  little 
thickened. 

The  diagnosis  of  diffuse  hsematocele  of  the  cord  usually  offers  no 
difficulty.  The  history,  position,  and  general  features  of  the  swelling  are 
unmistakable.  An  important  point  is  the  absence  of  impulse  on 
coughing. 

Treatment. — During  the  acuteness  of  the  affection  the  patient  should 
remain  in  bed  and  cooling  lotions  should  be  applied  to  the  part.  In 
the  chronic  condition,  blisters  may  be  freely  used  and  graduated  pres- 
sure may  be  tried.     As  a  rule,  full  absorption  of  the  exudates  occurs. 

Encysted  Hsematocele  of  the  Cord. — Encysted  hematocele  of  the 
cord  is  very  rare,  and  is  due  to  effusion  of  bloo<l  into  a  cyst  or  an 
encysted  hydrocele  in  consequence  of  injury.  The  resulting  tumor  is 
small  and  round  or  oval,  but  is  not  translucent.  As  a  rule,  encysted 
hydrocele  of  the  cord  is  unattended  with  marked  symptoms. 

Treatment. — When  the  encysted  haematocele  is  large  enough  to 
cause  discomfort  it  may  be  necessary  to  make  an  incision  into  it,  to 
turn  out  its  contents  and  pack  its  cavity  with  iodoform  gauze,  all  being 
done  with  strict  antisepsis. 

STRANGULATION  OF    THE   TESTIS  AND  EPIDIDYMIS 
FROM  TORSION  OF  THE  GORD. 

There  are  in  medical  literature  less  tlian  twenty-five  eases  recorded 
in  which  the  testicle,  seated  either  in  the  inguinal  canal  or  just  in 
the  scrotum,  became  acutely  swollen  and  painful  as  a  result  of  tor- 
sion of  the  spermatic  cord.     Of  these  cases  the  majority  were  those  of 
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bcivi*  from  thirteen  to  tvventy-Htne  years  ok],  while  in  the  gix-at  minority 
were  old  men  and  yonng  cliiklren.  In  most  of  the  cases  there  is  a  his- 
tory or  evidence  of  nndescended  or  im})erfeetly  deis<»ended  testis ;  con- 
sequently, as  a  ride,  the  swelling  is  found  in  the  in*^oinal  eaniil  or  just 
w^ithin  the  n|iper  part  of  the  scrotnnu  The  ohjeetive  symptoms  are 
localized  towelling,  tedenm,  and  redness.  The  subjective  symptoms  are 
varied,  and  they  may  point  to  strangulation,  liernia,  traumatism,  or 
inflamniatioii  oi'  the  appendix  vermifurmis.  'J'hese  are  pain,  fever,  and 
frequently  eonstipation  and  vomiting,  wliieh,  however,  is  not  stercora- 
ceons.  As  distingai^iied  from  hernia,  it  will  be  noted  that  tlie  consti- 
pation is  not  so  persistent,  the  slioek  is  decided ly  less,  and  there  are  no 
abdominal  symptoms.  The  tumor  is  fjarder  than  that  oY  hernia,  and  is 
absolutely  without  impulse  and  is  irredncible.  Though  the  lrK:!ation  and 
quite  sharp  loealization  of  the  tumor,  together  with  its  liistory  and  eon- 
comitant  symptoms,  point  very  eonvineingly  to  tlie  testis  (and  it  h 
absent  from  the  scrotum  in  tlie  majority  of  eases),  it  sometimes  happens 
that  a  diagnosis  is  not  arrived  at  until  an  exploratory  ineisiim  has  been 
made.  Then  the  testis  and  epididymis  are  found  to  Ix^  swoik'U,  of  a 
deep-blue  or  even  black  color  from  hemorrhagic  infarction,  and  sorae^ 
times  it  is  gangrenous.  When  the  tumor  is  below  the  internal  ring 
the  tingcr-tip  pressed  over  that  part  will  ^how  that  the  case  is  not  one 
of  hernia.  Hernia  may  W  found  as  a  complicating  eoiidition  of  this 
accident  to  the  testis. 

The  exciting  causes  of  torsion  of  the  cord  are,  in  the  main,  excessive 
labor  aiul  vitdi  iit  and  .sudden  strain.  In  some  of  the  rej>ortcd  cai^es  no 
exciting  cause  whatever  could  be  ascertained,  and  in  some  instances  the 
ciUidition  developed  while  the  jjatient  was  aslec|>. 

Usually  torsiiiu  of  the  cord  leads  to  destruction  of  the  testicle  unless 
promptly  relieved. 

The  twist  of  the  cord  may  l>e  jmrtial  or  ctmxplete,  or  the  cord  may  l>e 
twisted  several  turns.  The  essential  and  underlyutg  eatise  oi' torsion  of 
the  cord  is  due  to  disturbance  in  the  development  of  the  vaginal  process 
of  the  peritoneunu  in  whit-h  tlu*  mesorchinm  is  either  too  slender  or  too 
long,  and  hence  d4>cs  not  give  the  testis  the  jun-essary  aniount  c»f  fixation. 
The  inesunOiiutu  (ken  allows  greater  movement  than  manual,  and  the 
testis  may,  as  a  result,  encounter  dittieulty  in  entering  the  inguinal  canal 
and  impediment  in  traversing  it.  When  it  is  m  the  inguinal  canal  the 
flat  condition  of  the  organ  militates  agaitist  its  replaccmetjt,  and  renders 
this  impossible  as  soon  ih^  iuHnmmation  has  become  established. 

Treatment, — When  it  occurs  in  the  scrotal  sac,  torsioji  of  the  cord 
may  he  rctbieible  by  taxis.  Ileniurrkagic  iniaiY*tion  of  tlie  testis  and 
epididymitis  calls  for  prompt  incision  and  extir]xation. 
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EPIDIDTM0-0RCHITI8   FROM    URETHRAL   EXPLORATIONS 

AND  OPERATIONS. 

The  intrcxluction  of  bougies,  sounds,  and  catheters  into  the  urethra 
for  various  conditions  is  not  infrequently  followed  by  epididymitis  or 
epididymo-orchitis.  In  the  course  of  gradual  dilatation  for  stricture 
and  for  chronic  urethritis,  as  a  result  of  catheterism  in  retention  of  urine 
in  acute  gonorrhoea  and  gonorrhoeal  congestion  of  the  prostate,  and  in 
the  retention  which  sometimes  follows  severe  operations,  chiefly  about 
the  rectum  and  abdomen,  and  also  elsewhere,  inflammation  of  the  tes- 
ticle sometimes  occurs.  In  young  and  old  subjects,  upon  whom  lith- 
otrity,  litholoi)axy,  and  lithotomy  have  been  j^rformed,  the  testicle  may 
become  damaged.  This  accident  not  infrequently  occurs  when  a  cathe- 
ter or  other  instrument  is  tied  in  the  bladder. 

In  cases  of  hypertrophy  of  the  prostate,  in  which  the  necessity  for 
the  introduction  of  the  cxitheter  is  more  or  less  urgent,  testicular  inflam- 
mation is  not  very  uncommon.  In  many  of  these  cases  the  testicular 
complication  may  be  traced  to  the  use  of  too  large  a  catheter,  to  one 
which  has  by  age  become  rather  rough,  and  often  to  dirt  which  has  been 
carried  on  the  catheter  owing  to  the  patient's  carelessness. 

While,  in  general,  the  symi)toms  of  this,  as  we  may  call  it,  traumatic 
epididymo-orchitis  resemble  those  of  gonorrhoea,  they  present  certain 
somewhat  distinctive  features.  As  a  rule,  the  testicular  inflammation 
comes  on  quite  promptly  after  the  receipt  of  the  injury.  Then,  again, 
the  onset  may  not  occur  for  several  days,  and  then  may  be  slow,  halt- 
ing, and  intermittent.  In  the  cases  where  the  inflammation  is  slow  in 
development  its  course  is  usually  prolonged,  and  resolution  comes  on 
rather  tardily.  In  some  cases,  however,  the  invasion  is  rapid  and 
brusque,  and  in  these  particular  cases  we  not  unfrcquently  observe  quite 
prompt,  even  markedly  rapid,  resolution. 

The  physical  signs  differ  in  various  cases  according  to  the  mode  of 
invasion.  In  the  slowly-develoj)ing  cases  the  patient  may  suffer  little 
pain,  and  may  discover,  sometimes  by  accident,  that  the  tail  or  head  of 
the  epididymis  is  somewhat  swollen,  hard,  and  perhaps  a  little  tender  on 
pressure.  The  swelling  may  then  increase  slowly,  limited  to  one  part 
of  the  epididymis,  or  it  may  spread  and  involve  the  whole  of  it.  It  then 
feels  like  a  hard,  firm,  (juite  bulky  crescent  seated  on  the  testis.  This 
condition  may  remain  indolent  for  a  varying  |)eriod,  and  it  may  cjuite 
fully  disappear,  or  it  may  lead  to  a  permanent  swelling  and  induration 
of  the  epididymis.  There  may  be  a  concomitant  moderate  eHiision  into 
the  tunica  vaginalis. 

The  course  of  the  case  in  which  the  onset  is  brusque  and  rapid  is,  in 
the  main,  (juite  like  that  of  acute  gonorrlucal  epididymo-orchitis.  Ab- 
scess, however,  is  more  frequent  than  in  the  latter  condition. 
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In  a  g^oodly  proportion  of  young  ami  niitl*llfMijHHl  |>atient8  this  fK^ist- 
instnimentiil  inrtanirniition  k  limitefl  to  the  terfticle,  with  t^onictirnes  the 
involvement  of  the  tunica  vaginalis.  In  a  rather  larger  proportion  the 
epididymis  Ib  attacked.  In  ehlerly  and  \i'r\  old  men,  while  the  process 
may  l>e  limited  to  the  ei>ididynii.s,  it  more  eommonty  attacks  the  testis 
also.  In  these  cases  the  epididynio-cjrchitis  may  be  stow^  in  development 
or  tlie  onset  may  be  quite  rapid.  Wticn  the  tetjtis  is  involved  there  is 
usually  much  pain, 

Ahscess  of  the  epididymis,  of  the  tunica  vaginalis,  and  particularly 
of  the  parenchyma  of  the  testis,  is  a  not  nneunimon  aceiflent.  AbsecBS 
of  tlie  testis  in  old  men  may  lead  to  the  total  extrusion  of  the  gland  and 
its  appendages.  This  secjuela  may  be  <|uite  rarely  observed  in  young 
and  niiddle-nged  men. 

The  treatment  is  the  same  as  is  directiHl  for  gonorrhreal  epitlidymo- 
orchttis,     (See  p.  121  d  neq,) 

OROHITIS  BUE  TO  MUSCULAR  CONTRACTION. 

So  many  eases  have  i>een  reptu'ted  in  which  epididymitis  and  nrehitis^ 
sejiamtely  or  combined,  have  developed  as  a  residt  of  muscular  injury 
that  to-day  this  causative  factor  is  quite  generally  mbnitted.  In  these 
case^  the  pain  on  the  receipt  of  tlie  injury  may  be  at  tirst  slight,  and 
may  gradually  become  severe,  or  it  may  be  violent  and  sickening  from 
the  first* 

In  most  cases  the  left  testis  is  affected,  and  the  eliniail  picture  re- 
sembles  that  of  gonorrlueal  inllanimalion  of  tliese  parts. 

There  is  considerable  divergence  of  opinion  as  to  the  mechanism  of 
the  traumatism  in  ttiese  cases^  in  which  patients  slipping  with  violence, 
lifting  heavy  weights,  and  by  any  menms  rudely  shaken  liccome  attacked 
by  testicular  pain  and  inH animation. 

According  to  one  view,  violent  contraction  of  the  abduminal  muscles, 
particularly  of  tlie  fibres  of  the  rectus  abdominalis  ninsi'Ie,  which  are 
present  in  arched  form  over  the  cord  at  the  external  abdominal  ring, 
injures  the  cord,  and  the  inflanmiation  then  descends  to  the  testis. 

Anotiier  view  held  is  that  the  injury  results  J'rom  violent  contraction 
of  the  cremaster  muscle,  which  jerk^s  the  testis  against  the  pilhirs  of  the 
external  rings  by  what  is  called  a  whip-snap  action. 

In  all  (irobability  the  mechanism  of  tlie  injury  is  as  follows:  Owing 
to  violence  in  c*iughing,  straining,  (*r  to  sudden  wrem-biug  of  the  btxlyi 
the  atHkmiinal  parietes  and  diaphragm  ecmlract  and  thus  bring  strong 
pressure  to  bc*ar  on  the  sjternuuie  plexus  of  veins,  wliich  are  jkmu'Iv 
providcil  witli  valves  and  hnwely  surrountled  wiili  connective  tis.«ue. 
A«  a  result,  rupture  of  the  veins  may  oi-cur  in  the  cord,  in  the  epididy- 
mis, or  in  the  substance  of  the  testis. 
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In  addition  to  this  action,  spasmodic  contraction  of  the  cremaster 
and  of  the  fibres  of  the  rectus  muscle  may  also,  in  some  cases,  play  an 
accessory  part.  In  many  cases  of  this  form  of  orchi-epididymitis  the 
patients  have  previously  been  free  from  venereal  diseases,  gonorrhoea 
especially.  There  can  be  no  doubt  that  a  latent  subacute  inflammatory 
condition  of  the  testis  or  cord  may  be  transformed  into  an  acute  condi- 
tion by  means  of  muscular  traumatism. 

This  form  of  testicular  trouble  usually  goes  on  promptly  to  resolu- 
tion, though  induration  of  the  epididymis  and  enlargement  of  the  testicle 
may  result. 

The  treatment  is  the  same  as  is  directed  for  gonorrhoeal  epididymo- 
orchitis.     (See  p.  121  et  seq.) 

ORCHITIS   AND  EPIDID7M0-0R0HITIS   DX7E    TO  VARIOUS 
INFECTIOUS  DISEASES. 

Inflammation  of  the  testicles,  alone  or  in  combination  with  epididy- 
mitis and  vaginalitis,  may  also  occur  as  a  complication  of  a  number  of 
infective  diseases. 

In  the  course  of  mumps  the  testicle  may  become  painful,  swollen,  and 
hard.  The  aflection  called  mumps,  or  parotidian  orchitis,  may  be  limited 
to  the  gland  and  it  may  involve  the  epididymis  and  the  tunica  vaginalis. 
The  onset  of  this  inflammation  is  brusque  and  its  course  rapid,  so  that 
in  from  tliree  days  to  a  week  it  may  cease.  Involvement  of  the  second 
testicle  sometimes  occurs.  In  this  form  of  orchitis  resolution  may  be 
perfect,  but  not  uncommonly  total  atrophy  occurs. 

During  the  course  of  small-pox  the  testicle,  its  tunica,  and  its  append- 
ages may  be  attacked  with  more  or  less  violent  inflammation.  This 
complication  may  occur  in  men  who  have  previously  suffered  from 
gonorrhoea  and  in  those  who  have  not. 

Orchitis  accompanied  by  epididymitis  and  vaginalitis  is  a  very  rare 
complication  of  scarlet  fever.  Two  cases  have  been  reported  as  occur- 
ring in  boys  six  and  eight  years  old. 

There  have  been  so  many  cases  reported  in  which  orchitis  developed 
during  malarial  fever,  and  for  which  no  other  pathogenic  cause  or  con- 
dition can  be  assigned,  that  it  seems  reasonable  to  accept  the  latter  as 
cause  and  the  former  as  effect.  One  testis  or  both  may  be  attacked. 
The  clinical  picture  is  that  of  acute  orchitis.  The  tendency  of  the  dis- 
ease is  to  quite  prompt  resolution,  after  which,  in  some  cases,  atrophy 
may  occur  and  an  indurated  epididymis  may  be  left.  The  pain  incident 
to  this  inflammation  is  usually  severe,  sometimes  continuous,  and,  again, 
it  may  be  intermittent.  Quinine  has  an  excellent  effect  in  aborting  and 
causing  the  resolution  of  this  inflammatory  process. 

There  is  abundant  evidence  to  prove  that  influenza,  or  la  grippe, 
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may  Ue  tlie  exeitiiiLT  muse  of  orchitis  in  subjects  wlitj  Imv*^  iit^vtT 
suffered  from  f^onorrhtpa  or  any  iufiamniatioti  of  the  uriimry  tract. 
This  infectious  disease  also  has  been  known  to  e^use  reerudei^eences  of 
eptdidyiuitis  and  orchitis  in  organs  previously  the  seat  of  gonorrha*al 
intlammation.  The  iihysical  signs  generally  are  lliose  of  acute  gouor- 
rhcBal  luflammatiou,  but,  as  a  rule,  resolution  occurs  more  pn>m]>tly* 

In  some  cases  of  grip-orchitis  there  is  a  mild  mucopurulent  urethral 
discharge. 

When  uncomplicated  these  testicular  affections  due  to  grip  run  an 
acute  course  and  quite  rapidly  go  on  to  complete  resolution. 

During  tlie  course  of  pneuiuouiii  and  for  some  time  after  itHdeferve.'^ 
cence  iuflumnmtiou  c»f  the  testicle  or  epididymis  may  occur  as  a  result 
of  that  infective  process. 

Testicular  inflammation  occurs  somewhat  rarely  during  the  course 
of  typlioid  fever,  Ix'ibenneister  having  found  two  inst^inees  in  2(K> 
cases.  Generally,  it  is  toward  the  end  of  tlie  fever  that  the  epididymis 
is  attacked,  either  in  a  sulmcute  or  a  hruHjuely  acute  mannt  r.  There 
is  usually  a  concomitant  rise  in  the  tern |>e nature  and  an  epheniend  return 
of  the  gencnil  symptoms.  In  some  cases  this  complication  appears 
early  in  the  disease,  and  in  ot Iters  after  full  deter vcst^ence  and  cure. 

Usually  this  fi>rni  of  epidulymitis  is  unilateral,  and  resolution  takes 
place  slowly,  leaving  no  trace  after  it,  Tlien,  again,  induration  has 
been  known  to  follow.  In  Home  crises  the  testis  ami  vas  deferens  are 
attacked. 

Several  cases  have  been  reported  in  which  during  typhoid  fever 
chronic  urethritis  has  undergone  recrudescence,  and  epitliilyjuo-orchitis 
has  resulted. 

During  the  course  of  pyremia  and  of  grave  phlegmonous  inflamma- 
tion in  bones  orchitis  ma>'  suprven^^ 

It  is  claimed  by  some  authors  that  (hiring  and  following  the  course 
of  tonsillitis,  whooping-cough,  acute  articular  rheumatism,  and  gout  an 
inflaniniation  of  the  testicle  etiologieally  reflated  to  these  morbid  condi- 
tions may  t>ccnr.  The  treatment  of  these  anomalous  ibrnks  of  testicular 
intlauimation  is,  in  the  main,  that  directed  for  guuorrhieal  epididymo- 
orchitis,     (See  p.  121  d  aet^,) 


CHRONIO   ORCHITIS  ANB  EFIDIBYMITIS. 

The  testis  and  tlie  epididymis  are  liable  to  be  attacked  by  such 
a  degree  of  chronic  inflammation  in  young,  middle-aged,  and  old  sub* 
jects  that  the  function  of  the  gland  njay  be  destroyed  by  the  indurating 
and  atropine  processes  which  supervene.  In  many  of  these  cases  there 
has  existed  as  a  starting-point  gonorrhteal  epididymitis,  or  epididymo- 
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orchiti.s;  in  sooie,  Imwovor,  tiie  ^4aiul  had  previnus'ly  U^ii  iH'ultliy.  In 
none  of  them  Is  tiiherc-ular  infi-rtiLm  an  I'xdting  or  prodis|)Osiiig  cause. 
In  some  ca^'s  of  chronic  posterior  urethritis  and  of  strieture  of  the 
nretlira,  usually  in  carele.ss  sexually  indulgent  .sul*j«X'ts,  the  epididymis 
and  iu  some  eases  the  testis  may  he  attacked  hy  a  mild  iiirni  of  inflam- 
matioDj  which  does  not  cause  the  patient  to  go  to  bed,  or  these  struct- 
ures to  become  nnich  swollen  or  painful.  Such  an  attack  usually  snon 
subsides,  and  is  folk>wefl  at  a  greater  or  less  interval  of  time  by  a  recru- 
descence, which  in  it*s  turn  is  followed  by  another  attack,  and  so  the 
case  continues  for  years.  Some  rchipses  are  more  severe  aiid  inflam- 
matory than  otIuTs.  When  examined,  such  an  epi^lidymis  is  founc!  to 
be  enlarged  usually  iu  its  whole  length,  the  swelling  being  quite  uniform 

Fig.  90. 
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Chrotitc  orebitl3  ond  epididymitis. 

and  diffuse  and  not  nodulatetl  at  any  point,  (See  Fig.  90.)  Thus  is 
produceil  a  liainj,  firm,  perhaps  painless,  sclen>dc  crescent,  which  is 
attached  to  the  back  and  upper  and  Inwer  part  of  the  gland.  Tlie  lesion 
not  l>eing  of  a  tubercular  nature,  degenerative  elianges,  such  as  abscesses 
and  necrosis,  are  not  observed,  but  as  time  goes  on  the  sclerosis  gradually 
destroys  the  efferent  spermatic  tubes  and  produces  azoospermatism  of  one 
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and  not  infrcqueDlIy  of  both  sides.  The  testis^  when  it  is  attanrked,  may 
becrmie  rather  Istrger  than  normal  or  it  may  decrease  in  size.  As  a  rale, 
patientj^  thits  affected  Ix-iii^  young  and  well,  and  oWr\nng  for  a  long 
pericpd  no  diminution  in  their  .sexual  desires  and  in  their  ability  for 
copatation^  f«ay  little  heed  to  their  tef^ticuhir  trouble*  L^ter  on,  in 
tmBtm  of  d*iubU^  epididymitii^  or  epididymo-orchiti**,  the  j=;exual  appetite 
and  the  capacity  for  coituj*  may  begin  to  wane,  and  the  affection  becomes 
a  wiurce  of  anxiety  and  apprehension.  In  the  case  of  unilateral  involve- 
ment there  may  be  no  functional  impairment  unless  the  unaffected  testis 
become.**  dii4^*aj*ed  from  any  cause. 

ThiHi  form  of  chirmic  epididymo-orchitift  being  so  persistent,  so  liable 
to  utidiTgo  exaccrlmtion,  and  sm  rebellious  to  treatment,  is  really  a 
aerious  affair,  and  it  c^all?^  for  careful  local  and  urethral  treatment. 

The  clinical  pic^ture  alwve  portrayed  will  apply  to  cases  of  young 
and  old  Hohject'*  u.sually  having  chronic  gonorrhrea  or  stricture  of  the 
urethra,  in  whom  it  h  necessary  to  pajis  for  long  |>eriods  of  time 
urelliml  inj^truraenls  ;  also  to  cases  in  which  lithotrity,  litholapaxy, 
and  litlif»t4Hny  liavc  Ijeen  performed.  In  these  cases,  however,  abi$c«S8 
of  the  testis  may  oc^ur. 

In  ftome  old  men  liaving  hyjiertrophy  of  the  pnistatc,  cystitis,  and 
tliat  low-grade  form  of  flironic  gootirrlKca  which  is  nt^t  uncommon,  a 
slfjw,  usually  painless  fibroid  eulargenient  of  the  whole  epididymis, 
1111*1  perhaps  of  the  toHtis,  may  not  uncommonly  be  ohscTvod.  In  nearly 
all  the  cases  in  which  the  tCijtiH  h  the  seat  of  chronic  enlargement 
there  is  more  or  less  involvement  of  the  epididymis,  l)ut  the  latter 
struetun*  may  be  attacked  without  there  being  any  perceptible  change 
in  the  testis  itself. 

Treatment*^ — In  those  cases  in  which  chronic  orchitis  and  epididy- 
mitis seem  to  have  been  «;inise(l  and  perpetuated  by  such  urethral  lesions 
as  chronie  un-tliritis  and  stricture*,  the  essential  point  is  to  treat  these 
comJitions  Im'ally  mid  to  eiirc  tficni,  Citscs  in  elderly  men  in  which 
prostatic  hypertrophy  is  an  exciting  cause  should  receive  treatment 
diriH'ted  to  the  prositatc.  When  surgical  openitions  {lithotomy,  lithot- 
ritVt  Juid  litliolapsixy)  have  been  followed  hy  inHaniniation  and  con- 
gestion of  the  [irostutic  urethra,  complicate^I  with  testicular  involve- 
ment, systematic  to]>iral  treatment  i>f  the  urethral  eanal  is  imperative. 

All  patieiit.H  su  He  ring  trom  elironie  urehitis  or  epididymitis  should 
wear  a  nicely-fitting  suspensory  bandag*'  at  all  times  during  the  day, 

(For  local  treatment  of  the  testicle,  see  p.  124  d  serp) 
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ATROPHY. 

Atrophy  of  the  testis  is  not  very  uncommon,  and  is  due  to  a  great 
variety  of  causes. 

In  the  young  subject  the  gland  may  become  dwarfed  by  reason  of 
abnormal  retention  and  of  malposition  or  ectopia.  In  old  subjects, 
senile  changes  begin  earlier  in  the  testis  than  in  other  parts  of  the  body, 
and  the  organ  may  be  reduce<l  to  a  mere  mass  of  fibrous  tissue  with- 
out any  trace  of  glandular  structure. 

As  a  complication  in  the  course  of  a  number  of  infectious  diseases  the 
testis  is  not  infrequently  involved,  and  the  outcome  is  very  often  atrophy 
or  structural  degeneration. 

Gonorrhoea  may,  in  rather  exceptional  cases,  end  in  testicular  atrophy, 
but  its  danger  to  the  sexual  capacity  resides  in  its  tendency  to  occlude 
the  spermatic  tubes. 

Syphilis  is  a  potent  and  frequent  factor  in  the  production  of  atrophy 
of  the  testis  and  of  the  epididymis,  and  occupies  a  prominent  place  in 
the  category  of  causes  of  sexual  impairment  and  sterility. 

Hydrocele  and  hemat<x;elc  may  lead  to  moderate  and  temporary  or 
permanent  azoospermatism  by  reason  of  the  structural  atrophic  changes 
which  they  produce  in  the  testis  and  epididymis. 

It  is  doubtful  whether  varicocele  produces  true  atrophy  of  the  testis, 
except  in  very  rare  instances. 

In  a  certain  number  of  cases  of  elephantiasis  of  the  scrotum  true 
atrophy  of  the  testis  has  been  observed.  In  some  forms  of  hemiplegia, 
general  paresis,  and  in  some  cases  of  traumatism  of  the  skull,  brain, 
cerebellum,  medulla  oblongata,  and  spinal  cord,  wasting  of  the  testes  is 
observed.  In  these  cases  the  spinal  sexual  centre  is  so  aflTected  that  its 
function  is  destroyed.  The  long-continued  use  of  iodide  and  bromide 
of  potassium  and  belladonna  has  been  stated  to  be  the  cause  of  atrophy 
of  tlie  testis. 

TUBEROXTLOSIS. 

Tubercular  infiltration  is  one  of  the  most  common  affections  which 
attacks  the  testis  and  destroys  its  function.  It  is  observed  chiefly  at 
and  during  puberty  and  in  adult  life,  but  may  be  found  in  infants,  and 
much  less  frequently  in  middle-aged  and  elderly  men. 

In  all  probability,  tubercle  of  the  testis  is  developed  secondarily  to 
some  other  more  or  less  remote  focus  of  infection  of  the  bodv,  and  it  is 
chiefly  noted  as  being  found  in  association  with  tuberculosis  of  the 
prostate,  seminal  vesicles,  and  bladder  and  ureters  and  kidneys.  Though 
some  cases,  from  a  clinical  standpoint,  seem  to  be  instances  of  primary 
testicular  tuberculosis,  it  is  not  well  to  venture  such  a  diagnosis  with 
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much  prmilf venaifiy  ^mce  Itrrking  find  ptdiapa  doncimnt  foci  of  tniecti<»ii 
way  i^nini  in  ^ottUf  jmrt  of  the  hricly  which  can  odIt  be  detected  hr  po?t- 
mifru*m  exiiinf nation. 

A*  Uf  t\u*  HvtnnwM  by  whir»h  the  tesiU  is  invaded,  it  may  be  stated 
iUiit  r\hiiv.H\^iHUiU}mmi\^  luul  [»sithulf>^eal  facts  point  to  the  biood\*ejssek 
114  ibi'  vtirru'Tn  of  the  infinitive  material. 

Tlwrt*  in  no  Kf^if^ntifif  miflfiipe  at  liancl  in  favor  of  the  view  that  pri- 
miiry  infrrtion  through  l(j<-  ur*4hral  canal  may  in  some  obscure  way 
iHHHir  firifl   l^'jiit  1o  li'Atienbtr  invasion. 

'I'Im'H*  \h  ^ooil  fi'ii'^f^n  for  .sii|i|>fr-iin|r  that  infeetioii  of  tlie  soniinal  vo<?i- 
i\v^  riitfl  jrroiifiitr  TjiJty  <i*M-ur  thronj^lj  the  vesico-rectil  peritoneal  fold 
froru   hibrrrnlowih  of  rh**  peritorieiini. 

[ii  fitir»»efil  jimrtirr  we  fitid  t\vo4|uite  clearly  nuirked  forms  of  tnber- 
«^li'  «*r  tin*  tvf^iU — iianirly,  the  nente  and  tbechroiiir  form??.  Besides  these 
iVirriM  \Vi^  fHMl    rnixe<l   varietiejSj  in   which    acuity  and   chronieitv  are 

'Hut  uemc  i'onn  of  tnbrri'iilosis  nf  the  testis  pre&ent^  Bomewhat  the 
muni'  I'l'uiitMd  jiirhin^  nn  Is  olTc^rcd  by  aeiite  gonorrhieal  epididymitis. 
*yUv  \m\ivui  tuny  liiive  given  rvideiier  of  tuberculosis  in  some  other  and 
|ierhn|M  ninolr  i»r(xun  ;  lii^  ni/iy  or  ii*{iy  not  havt*  eompluined  of  bla<hler, 
]in»,H|jihv,  nr  urettind  disiu'der;  and  In^  may  or  may  nut  have  sutfercd 
tVoin  gomni'lHral  r|iiilidynuM>rcliitis,  He  may  have  previously  enjoyed 
\^iHH\  or  fiiirly  goiMl  ht^nllb,  ortlje  ti^stienlar  lesion  may  apfR-ar  as  the  only 
lorrd  rvidt'uor  of  disease  in  a  num  wlio  is  pale,  weak,  and  siekly,  and 
whoj  prrlrntH,  Iuih  within  a  short  time  lost  flesh.  In  many  aises  trau- 
nuili?«in  ?*eeni!H  to  be  the  exeitiug  eause, 

llHiially  i|ji»  ilv^t  syni|itom  i-  |Viiin  seated  in  the  head  or  the  tail  of 
the  i*|iiiltdynds»  and  vtry  hikhi  the  -rirmeiit  involvtHl  swells  to  consider- 
abb*  >\i\\  In  wome  gtdloping  itiM-  tlu'  whole  epididymis  is  much 
MVollen  in  all  tliitM^ions,  la  eithi^r  sjK*ntaneously  ]iainful  or  on  flight 
piri^!»^*tin\  iind  is  tnnei'tHl  witli  an  acutely  intlanunl  area  of  scrotal  ti^i^^ue 
in  a  day  or  two,  In  other  aiscs  st^veral  days  or  even  two  or  three 
wt*t*k*  elajvie  Wfon^  jiueh  an  arute  i*ondttion  i^  reaehtj.  In  these  cases 
there  h  usually  luort^  or  h'ss  fi  ver  and  malaise.  When  palpated  in  this 
Ktat^"  the  e|iti)ii(ynit!&  usually  dtn^  not  prt^sent  any  dtagiioefic  piHntjs  and 
the  ^HUielusitni  may  W  ivaebetl,  if  there  is  any  evidence  of  urethra]  di^ 
et^r^,  tliat  the  i'vu^  is  i^ie  k^  tri^norrlnvral  epidtdrino-orrhltis  in  cIm 
iWUiiii^  iW  %^hnmie  sf;^^.  When  the  entire  absence  of  any  uretlii«l 
il&M'karise  i%r  aflRvtkoi  i$  r^[»mk*frd  chfar,  tbe  ^Kfkmm  of  tubemikr  ibt** 
Am  nwiy  Ike  eiitt^naineiL 

In  a  iew  vby?^  %irin  a  wvek  or  Iwo^  Qpon  dit  sdbejdevre  of  the  semeM 
inianiniaK^  rn*i^^ti.^  ^in  cdk<«!»  in  wkick  an afaaoefia  hss  Ml  bctt  httmmi^ 
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examine  the  organ,  and  then,  or  perhaps  later,  a  nodular  or  bossy  con- 
dition of  the  head  and  tail  and  perhaps  of  the  body  of  the  epididymis 
may  be  clearly  made  out.  At  this  time  the  testis  may  appear  unin- 
volved,  but  later  on  it  may  become  more  or  less  enlarged,  and  on  its 
surface  small  or  large  nodulations,  just  as  if  small  shot  or  split  peas 
were  seated  in  the  tissue,  can  be  felt. 

It  sometimes  happens  that  the  seminal  fluid  becomes  of  a  rose  color 
from  blood  admixture,  probably  derived  from  some  part  of  the  testis. 
Abscess  may  sooner  or  later  develop,  usually  at  the  head  of  the  epidid- 
ymis, and  also  at  the  tail.  When  the  tail  of  the  epididymis  is  attacked 
it  is  not  uncommon  to  find  a  mass  of  suppurating  tissue  about  an  inch 
or  less  from  it  and  connected  by  a  fibrous  strand  in  the  loose  scrotal 
tissue.  These  extra-epididymal  abscesses  seem  to  be  due  to  infecting 
pus  which  escapes  from  the  involved  epididymis. 

Abscess  is  the  direct  outcome  of  the  caseation  and  softening  of  the 
tubercular  inflammation.  The  non-vascular  cellular  nodules  produced 
by  the  infective  process,  and  the  infiltration  which  surrounds,  com- 
presses, and  destroys  the  seminal  tubules  and  leads  to  a  chronic  diffuse 
orchitis,  break  down  and  give  issue  through  one  or  several  fistulas  to  a 
thin  fluid  streaked  with  pus  and  small  grumous  masses.  The  scrotal 
wall  becomes  of  a  deep  red,  even  of  a  bluish -red,  color,  and  the  orifices 
of  the  fistula)  look  very  unhealthy.  In  the  cases  thus  briefly  described 
there  is  usually  more  or  less  destruction  of  the  testis  proper,  but  the 
function  of  the  gland  is  promptly  destroyed  by  the  deadly  infective 
invasion  which  attacks  it  in  its  centre  and  on  both  flanks.  One  testis 
may  be  thus  attacked,  but  not  very  frequently  the  other  one  is  sooner 
or  later  involved. 

In  the  chronic  form  of  tuberculosis  of  the  testis  many  clinical  pictures 
are  presented.  In  some  cases,  in  apparently  healthy  or  in  sickly-look- 
ing subjects,  with  or  without  coexisting  urethral,  prostatic,  and  vesicular 
involvement,  the  epididymis  (tail  or  head)  swells  painlessly,  and  the 
patient  by  accident  discovers  a  small  pea-sized  or  hickory-nut-sized 
nodule  of  irregular  outline.  This  condition  may  slowly  increase,  and  as 
it  do(*s  the  infiltration  becomes  more  rugose  upon  its  surface,  and  it  may 
extend  to  the  whole  e])ididyniis,  converting  it  into  a  fibrous  mass.  In 
this  painless  indolent  state  it  may  remain  for  a  long  time — months  or 
years — or  caseation,  softening,  and  fluctuation  may  be  discovered,  or 
abscess  or  fistula  may  develop.  On  removal  of  such  a  testis  the  epidid- 
ymis is  found  to  be  very  tough  and  fibrous,  with  here  and  there  cavities 
in  which  degeneration  has  occurred.  Very  often  no  evidence  of  inva- 
sion of  the  testis  can  be  found. 

In  other  chronic  cases  tlu^re  may  be  synchronously  observed  separate 
nodules  of  small  or  large  size  in   the  head  and  tail  of  the  epididymis. 
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with  what  is  then  most  common,  tlie  iuvcilvement  of  the  whole  metliai*- 
tiniim  testi?*.  In  these  cases  tlie  disease  may  remain  hitent  and  indtdent 
for  varying  periods  (often  quite  hmg  onef>),  or  exacerbations  may  occur, 
and  the  case  in  its  conrse  may  then  resemlde  those  of  acute  develop- 
ment. In  general,  however,  tlie  infrctivf  process  g*>es  on,  the  chronic 
epididynio-orchitis  keeps  on  its  conrse,  and  then  we  find  a  much  en- 
larged epididymis,  wlnrh  is  Imrd,  knobby,  and  irregular.  In  sonic 
cases  the  lesion  in  the  epitlidymis  preponderates,  and  then  tliat  append- 
age 19  vcrj^  large  indeed,  and  the,  as  yet,  iinin%*aded  testis  forms  bnt  a 
small  portion  of  tljc  morbid  tnmor.  Then,  again,  the  grriwth  in  the 
testis  keeps  pace  witli  the  process  in  the  ei)ididymis,  and  a  large  mass  is 
prmlucf'd.      (See  Plate  XII.) 

Hydrocele  is  observed  in  abont  one-third  of  the  cases  of  tubercle  of 
the  testis.  In  some  exceptiomd  ensi's  tulK*rcnhisis  of  the  testis  (one  or 
bi»tb)  presents  the  same  clinical  picture  as  is  offered  by  syphilitic  sarco- 
cele.     By  slow  dcgn'cs,  with  some  or  little  pain,  the  testis  and  cpidid- 

lis  enlarge  and  furni  an  ovoid  or  fK-ar-sl raped  linn^jr,  wldcli  lias  a 
BmtHith  siu'face  and  liard,  tirm  consistence,  and  wldt^li  may  be  mistaken 
f*>r  syphilitic  sarcoccle  or  cystic  Rart^oma  of  the  testis.  These  tnljcrcular 
testt's  nijiy  he  as  large  as  a  goiMl-sizi  fl  pfjir  or  as  a  large  fist*  They  may 
remain  intact  for  a  long  peril  wl,  and  they  may  become  the  s<:'at  of  abscess 
etnd  fistida  and  of  fungi »ul  devclopnTent.  In  some  of  these  ca^B  I  have 
ohstTved  small  and  large  rounded  ncMlulations  on  the  surface  of  the  tcstisi* 
It  is  always  dilficult  and  often  im|wjssil>le  in  this  form  of  tnbcrculosrs  of 
the  tjestis  to  discover  the  epididymis  or  to  settle  in  one's  mind  how 
ninch  it  contribntes  to  the  general  sw*elling,  since  the  piirts  are  so  inti- 
matt^ly  mei'ged  together* 

The  life-history  of  patients  suflTering  from  tubercle  of  the  testis  is 
that  (>f  tnherculosis  in  general.  In  some  cases  the  patients  live  for 
years  after  the  extirf>ation  of  the  organ  or  organs  ;  in  others  death  fol- 
lows sooner  or  later  from  extensifui  of  the  disease  to  vital  organs. 

Btvsides  the  stri kingly  well-marked  features  presented  by  the  alTected 
testis,  there  is,  in  mo.^t  cases,  evidence  of  prostatic  involvenient  in  the 
stuipr  iA'  enlargement  and  large  and  small  n^idulations,  and  [n^rhaps  of 
irrcgidar  infiltrations  in  the  ampul  la  ted  ends  of  the  vasa  deferent  ia  and 
of  the  senn'nal  vesicles,  wliich  may  he  ascertained  by  digital  examina- 
tion in  the  rectum. 

In  raany  eases  of  tubercular  testis  the  scrotal  part  of  the  vas  deferens 
is  more  or  less  attjickcd.  There  may  be  slight  thickening  and  enlarge- 
ment, circumscribed  or  diffuse,  or  the  tube  may  be  so  nodulated  that  it 
leels  like  a  string  of  beads  of  various  sizes,  A  testis  attacked  by  tuber- 
culosis siMin  ceases  to  possess  the  spermatogenic  function. 

In  all  pfobabilityj  tuhercidaf  invasion  of  the  epididymis  and  testis 
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destroys  the  function  of  the  gland  much  sooner  and  more  frequently 
than  we  have  lieretofore  thought.  It  must  be  remembered  that  even 
in  mild  and  indolent  cases  the  development  of  toxins  occurs  in  associa- 
tion with  the  morbid  tissue-changes,  and  these  poisons  permeate  the 
structures  of  the  testis  and  destroy  the  delicate  arrangement  by  which  the 
s|>ermatogenic  function  is  performed.  In  very  acute  cases  the  extensive 
swelling  and  hypenemia  are  undoubtedly  largely  due  to  the  diffusion  of 
the  poisons  through  the  whole  gland.  It  is  fair  to  assume  that  this 
condition  destroys  the  function  of  the  testis  at  once.  Then,  in  addition 
to  this  diffusible  poison,  the  cell  changes  so  destroy  the  integrity  of  the 
gland  that  it  soon  becomes  useless  as  a  producer  of  si)ermatozoa. 

Involvement  of  the  two  glands  carries  with  it  sterility.  The  fore- 
going considerations  show  what  a  widely  deleterious  influence  tubercu- 
losis exerts  upon  the  sexual  function. 

Treatment. — The  most  important  point  in  the  management  of  cases 
of  tuberculous  testes,  and  in  which  other  organs  and  tissues  (lungs,  kid- 
ney, bladder,  prostate,  vesicle,  etc.)  are  attacked,  is  the  removal  of  the 
patient  to  a  suitable  climate  which  is  high,  dry,  and  sunshiny — the 
Adirondacks,  Southern  (^ilifornia,  and  Colorado.  In  all  cases  it  must 
be  remembered  that  climate  is  the  chief  curative  factor,  and  that  the 
action  of  drugs  is  only  secondary.  Benefit,  however,  may  result  from 
the  use  of  cod-liver  oil,  the  hypophosphites,  creasote,  iodide  of  iron,  and 
tonics,  all  of  which  should  be  judiciously  employed.  The  adoption  of 
surgical  measures  depends  wholly  upon  the  extent  and  seat  of  the  tuber- 
cular lesion. 

If  there  are  indurated  masses  in  the  epididymis  or  in  the  testis  these 
points  should  be  incised,  thoroughly  scrajied,  and  packed  with  iodoform 
gauze. 

If  there  are  sinuses  leading  into  the  epididymis  or  testis,  they  should 
be  enlarged,  scrajKHl,  and  packed  with  absorbent  gauze  or  iodoform 
ointment. 

When  the  entire  testis  is  extensively  involved  and  broken  down  it 
is  necessary  to  resort  to  castnition  ;  but  in  these  cases  the  necessity  of 
climatic  chang(»  should  be  forcibly  impressed  on  the  patient. 

CYSTIC  SARCOMA. 

This  form  of  testicular  tumor  (and  the  jvarotid  gland  is  sometimes 
similarly  affected)  is  rare,  and  is  found  in  the  pro|)orti<>n  of  about 
three  in  one  hundred  cases  of  malijrnant  disease  of  the  testis.  It  occurs 
most  fre(iuently  l)etwecn  the  aires  of  twenty  and  forty,  a  large  number 
of  cases  havinjj:  been  uotal  l)etween  thirty  and  forty  and  a  smaller  num- 
ber between  twenty  and  thirty.  It  may  occur  in  early  and  in  late  life, 
but  the  eases  of  its  very  l:it(»  dc^vclopnient  are  (piite  rare.     As  a  rule, 
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but  cmc  testis  U  attackeil.      It  runs  its  euurse  to  a  fatal  termination 
in  from  one  to  two  years. 

The  disease  begins  insidiously,  without  marked  suhjective  symp- 
timi*.  As  the  growth  increases,  a  smooth,  hard,  firm,  sometimes 
densely  elaf^tie^  indolent  tnmor  is  pro<lueed.  Spontaneous  pain  is  not 
present,  and  the  {Mtient  simply  complains  of  a  dragging  sensation  and 
the  impediment  offered  by  the  size  of  the  tumor.  Hydrocele  is  some- 
times a  complieation.  Being  smooth,  hard*  and  firm  in  its  eommenee- 
ment,  tliis  form  of  testieular  degeneration  may  be  diagnosticated  as 
syphilitic,  so  much  does  it  resemble  syphilitic  sarcoeele.  Bnt  the 
touchstone  to  the  diiignosis  lies  in  treatment.  It  is  always  well  in 
tlieso  cases,  if  the  history  is  mislcailing  fir  negative,  to  |itit  the  patient 
under  active  local  and  general  antisyphilitie  tixnitment.  If  the  dis- 
ease is  of  speei fie  origin,  the  morbid  pri>cess  will  be  arrested  and 
the  swelling  will  gradually  subside.  If  it  is  of  mabgnant  nature, 
it  will  go  on  increasing  in  spite  of  medieation,  and  tlien  the  surge*m 
knows  that  ablation  is  necessary.  Usually  the  surface  of  the  tumor  in 
its  early  development  is  smooth,  btit  sometimes  it  becomes  nodular, 
rugose,  or  bossy  i^uite  early.  In  this  event  the  suspieiim  of  malignancy 
is  warranted.  In  the  course  of  time  the  morbid  growtli  becomes  ex- 
uberant and  fungating.     (8ee  Plate  XI 11.) 

Pathology. — The  morbid  structure  of  these  tumors  is  not  generally 
well  understood.  Thorough  microscopical  study  of  a  typical  case 
« >  I  »se  r  V  f  n  1  \  JV  m  e  de  v  el  oped  t  h  e  f o!  1  o  w  i  ng  fli  cts  : 

Tlje  testicle  was  largely  composed  of  a  congeries  of  variously  sized 
cysts,  tlie  larger  of  which  measured  one-half  centimetre.  In  places  the 
cysts  were  closely  approximated,  c<mimimicating  with  each  other  and 
lined  by  thin  walls. 

The  intimate  structure  was  as  follows  : 

1.  Small  regularly  spherical  acini  lined  with  cylindrical  epithelium. 
Tiiese  corresixnided    to    the    typical    adenoma    portions  of  the   tumor. 

2.  Very  irregularly  Ijranehing  cavities,  lined  with  less  regularly  dis- 
posed columnar  cells.  These  cavities  were  on  the  border-line  of  car- 
cinomji,  and  indicated  a  departure  from  the  perfect  adenoma  type,  so 
that  the  tumor  was  really  aden(teareini>nia.     (See  l*latc  XIIL,  Fig,  2.) 

3.  Verj"  large  cavities  lined  with  epithelium  and  frequently  filled 
with  gmnulsir  and  Huid  material.  These  represente<l  cystic  trans- 
formation of  the  atlenoniatiais  j>ortions  of  the  tumor. 

4.  Tiny  islands  of  liyaline  ciirtilage. 

fj.  The  rernaiader  of  the  tumor  was  composed  of  closely  packed 
small  spindle-shaped  cells  or  tissue  in  various  stages  of  productive 
inflammation.  The  small  spindle-celled  tissue  was  arranged  in  the 
manner  characteristic  of  sarcoma. 
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The  tumor,  then,  was  complex  and  was  composed  of  sarcoma, 
chondroma,  adenoma,  and  cystic  adenocarcinoma. 

Treatment. — When  the  diagnosis  of  cystic  sarcoma  is  definitely 
made,  prompt  removal  of  the  aflfected  organ  should  be  practised. 

Carcinoma. 

Cancer  of  the  testicle  is  usually  encountered  about  middle  life,  but 
may  occur  much  earlier  or  at  a  later  period.  It  is  the  most  frequent 
of  all  new  growths  of  this  organ,  and  may  be  of  the  medullary  or  the 
scirrhous  type,  the  medullary,  or  soft,  variety  being  the  most  com- 
mon.    As  a  rule,  but  one  testicle  is  involved. 

Its  etiology  is  as  obscure  as  is  that  of  cancer  in  other  glands  or 
organs.  Inflammatory  conditions  and  traumatisms  seem  to  be  predis- 
posing causes. 

Beginning  in  the  testicle  or  the  epididymis,  it  finally  involves  the 
entire  gland,  eventually  extending  up  the  cord  and  invading  the 
inguinal  and  retroperitoneal  glands.  The  testicle  increases  in  size,  and 
is  hard  and  smooth  to  the  touch,  and  the  veins  of  the  scrotum  are 
enlarged  and  tortuous.  The  cord  becomes  thickened  and  indurated. 
Pain  is  usually  slight  or  absent.  As  the  tumor  increases  in  size  it 
becomes  soft  and  almost  fluctuating,  and  adherent  to  the  skin,  through 
which  it  finally  protrudes  as  a  fungating  bleeding  mass.  Unless  proper 
treatment  has  been  employed  at  the  outset  of  the  disease,  the  jmtient 
finally  dies  from  exhaustion  and  involvement  of  other  organs. 

Treatment. — The  testicle  should  be  removed  as  soon  as  the  diag- 
nosis has  been  made,  and  the  cord  divided  as  far  up  as  possible.  The 
inguinal  glands  are  to  be  removed,  as  well  as  the  scrotal  tissues  on  the 
affected  side,  even  if  they  appear  perfectly  healthy. 

Sarcoma. 

Sarcoma  of  the  testicle  may  occur  at  almost  any  time  of  life,  but  is 
usually  encountered  in  young  subjects  and  children.  It  may  be  made 
up  of  round  celL<,  spindle-cells,  or  both  combined,  and  very  frequently 
a  variety  of  abnormal  tissues  is  present  in  these  c«ses,  when  they  are 
known  as  mixed  tumors,  or  teratoma.     (Sec  Cystic  Sarcoma,  p.  357.) 

The  clinical  course  of  the  disease  and  the  treatment  are  the  same 
as  those  given  for  carcinoma. 

Fibroma. 

This  is  a  very  rare  affection  of  the  testicle,  occurring  in  young  adult 
life.  It  forms  a  hard,  painless  tumor,  which  grows  slowly,  shows  no 
tendency  to  extend  up  the  cord  or  to  involve  other  structures. 
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Treatment. — The  testicle  should  always  \w.  removed,  for  fea? 

potisible  niMligiiaiit  degeneration. 

Enchondroma. 

Cartilaginous  tiuiior  of  the  testicle  resembles  fibroma  so  closely  that 
the  description  of  tlie  former,  both  clinieally  and  as  to  treatment,  is 
equally  applicable  to  the  latter. 

Dermoid  Cysts. 

These  cysts  are  congenital,  and  resemble  similar  tumors  situated  else- 
where in  the  bcKly.  They  may  contain  cartilage,  hair,  teeth,  bone,  or 
skin,  and  are  situated  either  on  the  surface  or  in  the  Iwjily  of  the  gland. 
Tljese  tumors  may  interfere  with  descent  of  the  testicle,  or,  as  a  rcr<uh 
of  pressure,  they  may  cause  imperfect  development  or  atrophy  of  the 
gland.  At  about  the  time  of  puberty  tbey  increase  in  size,  thus  mak- 
ing their  presence  known  to  their  bearers. 

Treatment. — These  cysts  should,  if  possible,  be  enucleated  from 
the  testicle,  the  gland  itself  not  being  interfered  with.  This  failing, 
however,  the  testicle  to  a  greater  ur  less  exlcjit  will  have  to  be 
removed. 

Cysts  (Cystoma  Testis)* 

Scattered  through  the  testicle  in  a  fibrous  tissue  stroma,  or  associated 
with  sarconiatoiis  or  carcinomatous  tissues,  are  sometimes,  though  rarely, 
found  cysts,  varying  greatly  in  size  and  number,  and  containing  a  clear 
or  brownish  or  even  bloody  fluid.  In  some  cases  their  contents  are 
cheesy  in  consistence. 

Treatment.^ — The  testicle  should  be  removed  immediately  and  the 
cord  ligated  and  cut  as  high  up  as  possible. 

CASTRATION. 

The  patient  being  properly  prepared  is  placed  on  his  Ijack  and  ether- 
ized, an  incision  is  made  through  the  long  axis  of  the  anterior  scrotal 
wall  dowTi  to  the  tunica  vaginulisj  and  the  whole  orgim  is  shelled  out  en 
vMwm  from  the  surmunding  scrotal  tissue-s,  as  in  the  nidietd  opcnilion  for 
hydnjcele.  The  tunica  is  opened  and  examined  to  exclude  the  pfjssible  ex* 
istenee  of  a  hernia,  and  then  the  cord  is  strippeil  of  its  semns  fevering  as 
high  np  as  jMissible,  and  it  is  ligateil  with  heavy  silk  or  gut*  To  pre- 
vent the  slipping  of  the  ligature,  it  is  best  to  have  it  tmnsfix  the  cord,  and 
then  ligate  each  half  separately  and  then  again  e7\  maifsc.  The  cord  is 
then  cut  a3  high  as  is  deemed  advisable  and  its  individual  vessels  ligated 
with  gut.  All  bleeding  points  are  caught  and  tied,  the  wound-cavity 
wiped  dry  and  the  wound  itself  closed  with  sutures,  or  its  dependent 
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part  left  open  for  a  small  rubber  tissue-drain.     The  parts  are  dressed 
with  sterile  gauze  and  supported  in  the  usual  manner. 

The  above  operation  is  performed  in  those  simple  cases  where  the 
disease  is  limited  to  the  testicle,  the  tunica  and  scrotum  not  being  adher- 
ent or  involved.  If,  however,  the  tunica  vaginalis  and  scrotum  are 
adherent  to  the  testicle,  or  the  seat  of  disease,  sinuses,  or  fistulse,  then 
the  incision  must  be  elliptical  in  shape  and  extend  from  the  external 
ring  well  down  to  the  bottom  of  the  scrotum  so  as  to  include  all  such 
infiltrated  and  infected  areas.  The  remainder  of  the  operation  is  per- 
formed as  above  described. 


CHAPTER  XVI. 

AFFECTIONS   OF   THE   SPERMATIC   CORW 
VARICOCELE. 

The  term  varicocele  is  iisetl  to  denote  a  varicose  condition  of  the 
spermatic  veins  by  which  a  generalized  or  lexsxlized  swelling  in  the 
scrotum  is  prwluced.  It  is  n>iially  a  mild  affection^  and  occurs  in  well- 
ma  rkoil  form  in  about  10  per  cent,  of  all  male  subjects.  Many 
men  have  slight  fnlness  and  tortuosity  of  the  t^permatic  veins  who 
cannot  be  said  to  have  varicocele* 

This  affection  is,  as  a  rule,  deveh:Ji>ed  slowly,  insidiously,  and  pain- 
lessly. Again,  it  develops  quite  rapidly  and  with  much  discomiort  to 
the  bearer.  In  the  vast  majority  oi"  cases  varicocele  is  found  only  on 
the  left  side. 

While  varicocele  may  sometimes  be  found  in  boys  of  twelve  to 
fifteen  years,  it  is  mostly  seen  in  adolescents  and  in  men  up  to  thirty 
years  of  age, 

Etiology. — Various  reasons  are  given  for  the  constancy  of  occur- 
rence of  varicocele  on  the  left  side.  The  main  cause  pn:ibably  lies  in  the 
fact  that  the  left  sperniatie  vein  empties  at  right  angles  into  the  corre* 
spouding  renal  vein.  Further,  the  left  spermatic  vein  may  sometimes 
be  pressed  upon  by  the  sigmoid  flexure,  which  is  posterior  to  it  and  dis- 
tended by  fecal  accynudation.  Whether  our  modern  method  of  "dress- 
ing" has  any  inHuence  in  causing  enlargement  of  the  veins  of  the  left 
side  of  the  scrotum  is  an  unsettled  cpiestion. 

Varicocele  is  sometimes  of  congenital  origin.  Heredity  may  also 
be  an  underlying  cause*.  There  can  be  no  doubt  that  vessel-tissue  may, 
like  other  tissues,  be  transmitted  in  a  couditiou  of  vulnembility.  There 
is  fr«?quently  found  a  coexistence  of  other  vascular  anomalies  witli 
varicocele. 

Hernia  and  tumors  in  the  groin,  particularly  when  seated  in  or  near 
the  external  ring,  are  liable  U\  press  on  these  veins  and  produce  vari- 
cocele. Various  other  causes  have  been  believed  to  induce  this  C£>ndi- 
tioii.  For  instance,  it  is  stated  by  some  authors  that  ungratified  sexual 
desire  and  excessive  venery  are  imiH)rtant  factors  in  its  cause.  My 
opinion  is,  that  as  predisposing  causes  these  perhaps  may  be  cou- 
sidered  as  somewhat  intiuential,  since  any  condition    which    tends   to 

'  Bee  also  I>ererentitit»  and  Funiculilis^  pitge  114. 
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induce  engorgement  of  the  spermatic  vessels  is  liable  to  aggravate 
this  condition,  and  perhaps  even  to  lead  to  its  development.  There  is 
no  scientific  evidence  whatever  in  support  of  the  statement  frequently 
made,  that  masturbation  causes  varicocele.  On  the  contrary,  the  latter, 
by  its  irritating  influence,  may  lead  to  the  practice  of  masturbation.  I 
have  frequently  seen  the  mild  congestion  of  the  spermatic  veins  of 
continent  young  men  speedily  pass  away  after  marriage.  Varicocele 
very  often  occasions  more  or  less  mental  suffering  in  patients  afflicted 
with  it.  Some  patients,  like  many  surgeons,  regard  it  as  the  result 
of  masturbation  practised  in  early  years,  and  fear  that  it  will  lead  to 
impotency ;  while  in  others,  again,  its  existence  causes  the  most  gloomy 
thoughts,  which  sometimes  result  in  well-marked  hypochondriasis. 

Varieties. — The  following  forms  of  varicocele  may  be  found : 

There  is,  first,  the  elongated,  diffused  swelling,  which  extends  from 
the  external  abdominal  ring  down  to  the  testicle,  which  is  larger  high 
up  than  lower  down  ; 

The  second  form  is  that  of  a  diffuse  tumor  surrounding  the  testicle, 
particularly  its  upper  part,  and  extending  halfway  up  to  the  external 
abdominal  ring ; 

The  third  form  is  a  goodly  sized  tumor  just  below  the  external  ring 
and  extending  halfway  down  to  the  testis. 

When  a  varicocele  tumor  is  palpated,  a  sensation  is  conveyed  to  the 
fingers  like  that  of  a  mass  of  earth-worms,  and  this  simile  is  sometimes 
rendered  all  the  more  striking  by  the  contraction  of  the  cremaster 
muscle.  Very  often  the  scrotum  is  lax  and  dependent,  and  in  its  walls 
tortuous,  flaccid  veins  can  be  distinctly  seen.  Under  the  influence  of 
cold  the  scrotum  and  its  varicocele  contract  materially,  while  heat 
and  excitation  tend  to  pro<luce  marked  laxity  and  elongation  of  the 
parts. 

Symptoms. — The  symptoms  of  varicocele  depend  largely  upon  the 
size  and  condition  of  the  tumor.  When  it  is  large,  long,  and  dependent, 
the  patient  often  complains  of  a  sensation  of  weight,  dragging,  and 
of  mild  tension,  which  may  extend  to  the  groin,  loins,  and  even  to 
the  lumbar  region.  All  these  symptoms  may  be  aggravated  by  exces- 
sive heat  and  overexertion.  In  other  cases  patients  suffer  from  a  dull, 
aching  pain,  which  has  periods  of  intensity  and  intermission.  Acrampy 
pain  is  sometimes  complained  of  in  crises  in  which  the  tumor  is  very 
large.  In  all  probability  this  pain  is  due  to  the  tense  condition  of 
the  cremaster  muscle.  The  sharp  pain  sometimes  complained  of  is,  in 
all  probability,  due  to  spasm  of  the  cremaster  muscle  associated  with 
intra-abdominal  pressure.  Tenderness  of  the  veins  and  of  the  cord  is  a 
not  infrequent  symptom,  particularly  in  nervous,  neurasthenic,  and 
overanxious    patients.     Very   often  patients    themselves  produce   this 
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»yin|)toni  by  n?}K'atecl  inaiii|mlatiuu  of  their  varicw^ek',  Hrat,  over- 
exertion, jnltitig,  and  bicyeliiig  also  excite  this  symptom  temi»orarily. 
Ill  many  ea^8  there  are  no  symptoms  whatever* 

V^arieoeele  ennsi.sts  in  excessive  doveUjpment  of  the  veins,  tlie  walls 
of  which  become  thickened  by  cell-iiierease,  and  are  subseijueiitly  the 
seat  of  fatty  change,  and,  in  some  cases,  even  of  e^lc^ircous  degeneration. 
I^fdebolites  are  sometimes  foiiml  within  the  veiiis,  while  in  general  their 
valves  are  wholly  etfaeed  and  their  walls  much  thinned.  Certain  sec- 
ondary chajiges  in  parts  in  eooneetion  with  the  sjK'nnatie  veins  often 
folhiw  varicocele.  For  examjde,  as  a  result  of  the  weight  of  the 
vemuis  tumor  the  scrotum  sometimes  becomes  more  or  less  redun- 
dant and  relaxed  an<l  its  walls  mncli  thinned.  lu  such  Instances  the 
]>ovver  (»f  tlic  dartos  muscle  is  more  or  less  impaired.  Further^  in 
chronic  cases  a  softened  condition^  witli  perhaps  slight  atriipby  of  the 
testis,  is  a  not  uncommon  sequela  ;  while  early  in  the  coiirse  of  varico- 
cele it  is  not  unusual  to  find  a  slightly  cruigested  condition  of  this  organ, 
due,  of  course,  to  the  iuipediment  to  the  return  circulation.  As  a  n^sult 
of  tlicse  eliauges,  it  often  happens  that  idtimat(*ly  the  testicle  grows  grad- 
ually smaUcr,  until  in  some  eases  it  is  reduced  to  the  size  of  a  |K^a  and 
sometimes  it  seems  to  be  wholly  absorbed.  Hydrocele  is  another  not 
iufn^i[ucut  complication,  but  it  is  always  of  a  subacute  character  and 
usually  not  very  extensive.  Tlrrombus  of  the  veins  is  an  oecasio'iial 
complication. 

Patients  honu*times  attribute  want  of  sexual  ]>ower,  due  to  otlier 
causes,  to  varicocele,  and  therefore  demand  relief.  Ho  importunate  are 
ftome  of  them,  and  so  deaf  to  reasoning,  that  the  surgeon  is  forced  to 
]»i'rtorm  tlie  operation  iW  its  mental  ctfcet.  This  condition  of  mind  is 
U^ostly  found  in  men  beyond  fiu'ty  years  of  age. 

Diagnosis. — ^The  diagnosis  offers  no  difficulties  whatever,  since  simple 
ins|M'etioii  presents  a  striking  clinic^d  picture,  and  palpation  reveals  the 
wi»rm-like  mass  within  the  scrotum.  If  the  extenud  abdominal  ring  is 
now  compressed  with  tlie  tinger-tips  atul  the  patient  tcdd  to  stand  tip, 
tlie  veins  will  be  felt  to  be  empty  j  then,  withdrawing  the  pressure  of 
the  tltigcr-tijn  the  sudden  ftlliug  of  the  veins  can  be  readily  felt,  A 
hernia  wlien  reduced  mny  stay  up;  if  it  should  come  down,  it  i'ornis  a 
cylinder  of  decided  calibre,  which  gives  an  entirely  different  senszitioti 
fnim  thut  offtTcil  by  veins  tilling  with  blood. 

Treatment. — Palliative  treatment  may  be  of  benefit  in  some  cases. 
Mueli  relief  can  be  afford(Kl  by  the  use  of  cold  douches  and  by  attention 
to  the  cDmlition  of  the  bowels.  Patients  in  a  neun>tic  or  neurasthenic 
condition  shotild  be  treatt^d  symptomatically.  Errors  in  sexual  hygiene 
should  be  corrected,  accoi*ding  to  the  indimtions  in  each  case*  Sinoe 
physical  exhaustion  of  any  kind  tends  to  aggravate  \*aricooele,  patients 
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should  be  put  on  their  guard  in  this  direction.  When  an  opera- 
tion is  not  admissible,  much  comfort  is  afforded  patients  by  the  use 
of  a  snugly-fitting  and  well-supporting  suspensory.  The  surgeon 
should  take  pains  to  see  that  the  bandage  is  suited  to  each  case,  since 
discomfort  may  be  felt  by  a  patient  who  indiscriminately  purchases  and 
wears  a  suspensory. 

The  radical  cure  of  varicocele  can  be  effected  by  a  number  of  sui^ 
gical  procedures,  many  of  which  are  complicated  and  attended  with 
difficult  after-treatment,  and  need  not  be  mentioned. 

The  ideal  operation  for  varicocele  is  the  open  one.  The  results  of 
this  operation  are  uniformly  good.  The  parts  are  so  clearly  exposed, 
the  ligatures  can  be  applied  with  such  precision,  and  the  operation  is 
so  simple  that  it  cannot  be  commended  too  highly. 

It  is  necessary  to  remember  that  the  veins  to  be  excised  are  those 
of  the  pampiniform  plexus,  which  is  surrounded  by  a  well-defined  con- 
nective-tissue sheath.  These  spermatic  veins  lie  well  in  front,  while 
the  vas  deferens  with  its  artery  and  veins  is  farther  l)ackward  and  in- 
ward in  the  scrotum.  If  the  testis  is  carefully  pulled  downward,  the 
vas  is  put  on  the  stretch,  and  it  can  be  easily  felt,  it  being  hard  and  firm 
like  a  whip-cord.  The  vas  and  the  deferential  artery  and  veins  should 
be  carefully  avoided.  Only  by  gross  carelessness  will  they  be  included 
in  the  ligation  of  the  veins.  In  that  event  there  may  be  sloughing  of 
the  testicle  from  want  of  blood-supj)ly. 

The  Open  Operation. — The  patient  is  properly  prepared  for  the 
operation  and  placed  under  the  influence  of  ether,  or  the  parts  may  be 
freely  cocainized.  An  assistant  holds  the  testicle  firmly  and  dniws 
it  horizontally  downward  between  the  thighs.  The  parts  are  then  tense, 
the  veins  can  be  distinctly  felt,  and  under  them  the  vas isvery percepti- 
ble. An  incision  is  then  made  for  an  inch  and  a  half  in  the  longitudinal 
direction  and  over  the  prominence  of  the  veins.  The  edges  of  the 
wound  are  separated  by  retractors,  and  the  coverings  of  the  cord 
are  carefully  dissected  until  the  sheath  of  the  veins  conies  into  view. 
It  presents  a  shining,  whitish-gray  color,  through  which  the  purple 
veins  are  seen.  This  sheath  of  the  pampiniform  plexus,  which  must 
not  be  cut  into,  is  then  isolated  by  the  knife,  aided  by  the  fingers,  and 
then  the  ligatures,  of  strong  silk,  are  to  be  applied  by  moans  of  an 
eyed  probe  or  aneurysm-needle  about  an  inch  and  a  half  apart.  In  some 
cases  a  longer  incision  is  necessary.  The  lower  ligature  is  tied  first,  and 
then  the  upper  one,  the  ends  being  left  fully  three  inches  long.  The  ves- 
sels are  then  cut  with  scissors  about  a  quarter  of  an  inch  from  the  liga- 
tures. The  cut  ends  of  the  vein  stumps  are  then  brought  together  by 
knotting  the  ends  of  the  upper  ligature  with  those  of  the  lower  and 
cut  off  short.     In  this  way  the  testis  is  drawn  up  to  its  natural  jwsition. 
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Tlitt  woiunJ  ih  put  uij  the  fttrctclj,  so  as  to  bring  the  edges  of  the 
iitinHiirii  ill  4H>a[jtatioii.  Tbift  can  be  done  with  the  fingers  or  by  nienns 
of  biMiil  lif>c*k«,  one  at  eaeh  end  of  the  wound.  Two,  or  |M.^rhaps 
iiitM't'j  riHgul  HUtnn'>  iirc^  now  apfilied,  tbut*  tirnily  fixing  the  parts. 
A  «niall  M|H'rjing  in  llu*  <lriicndfnt  jwrt  of  the  wt>und  is  left  for  draiii- 
lig«.     Usually  n<i  tlmiimge-tnb"  in  necessary, 

ACti-r  \\iv  o[i('ni(inn»  lire  wmnHl  is  ihisted  witli  antinosin  or  aristol 
iind  iln  hh^hI  vvitb  r*t**rlh/i'il  entrim  ntid  gun/c.  Tlie  first  dressing  may 
rt^mnin  i«n  fur  Hi'vrral  d;iyH,  Iduiling  nrtuully  occnrs  in  about  a  week  or 
|i*n  duvH,  At  (ir#*t  a  enlh>UK  muss  will  hv  frit  at  the  piint  of  jnnetnre  of 
\\\i\  hihU  oI*  file  v<>in!>»  Tbifi  will  gnidually  be  absurljed,  and  in  the 
end  It  little  llmi  niKlnlr  will  be  felt.  It  k  well  to  direct  the  (Kitient 
lo  wear  u  Hn'^peiiNtiry  Inmilage  for  a  ahort  time  after  any  of  the  radical 
(i|Kin»tlt»nti  f*tr  varieocele. 

SulH'nlMnr*MH  ligation  of  tbt*  snermatie  veins  is,  in  these  days  of  ad- 
VihuhhI  linr^jery,  praetieally  an  ob^mlete  opmtion. 

l^hKuKiiiK  Ivi.Hri  ia»rni-:u\ur  ANiiioTninH  in  mef  of  the  Em* 
I'lftiVMKM'  Hi-'  LiiKvn  ia>^  in  ihk  D^kn  OrERATiuN  nm  A\\rux> 
6l5i49»— 'AtH^^riUnif  to  Uitrwitx,  the  um*  uf  ibr  iliHtrotliernue  angiotril»e 
in  ihe  u|irn  ii|«enition  for  varitHuvIo  is  at)  itit^jl  ntHhiKl  nf  dealing  with 
iHinditiiin.4  nf  the  kind,  removing,  as  ii  dut^s,  \\w  only  objit'iiiui  that  can 
be  nrgetl  again-^t  the  ojirn  o|»i'nuion — that  ijs,  the  CK,v:isional  infection  of 
\\iv  lignHM'r. 

fhi*  dilaleil  plexus  of  veins  is  ex|Hks<*d,  sejiaitititl  fnmi  the  vas 
defeivn^,  ami  folded  into  a  liH>p  :to  a^  to  shorten  the  iitrtl  tn  the  desired 
extent.  The  base  uf  the  hn^p  is  grasjMil  liy  the  tingiotrilie,  the  part 
eoinprt»sstMl»  and  the  enrrent  allowiHl  tt>  puss  for  forty  siH\»tids  ;  the  lot- 
tery i-H  then  disi>»murlt*ii  and  th«'  ltH>p  uUive  llie  jaws  of  the  in^t^ument 
\a  eut  4)fl*. 

On  iH'leasing  the  angiotrilH*  the  stumps  nsulting  fnuu  the  re^^t'tion 
HIV  found  l4i  lie  riblMin^sbajMHl  and  Hnnly  adhcri^iit,  doing  away  with 
Ihe  iHH^Visdty  fur  the  eiiiployuieiit  of  ^utiin^^  which  hitherto  had  ^dways 
betni  m*ix*j§i«iry  in  oixler  to  unite  the  pntxitual  aikl  distal  extremities. 
The  iueision  is  eh^eil  by  mciiiti^  of  t\w>  rilkworiii^gui  ^^utiux-s.  The 
|mtietit  usually  leaves  the  ho«^pital  ou  the  eighth  iby  after  o|ienitioti. 

llorwiti  eniploytnl  the  iustniineut  devi.setl  by  Powne^^  ami  elaini^  for 
it  the  following  advantagi^  over  the  «iiuple  angiotrilM*  j?ugg«>tetl  by 
Fivinnan  :  a  m**i>*  sei^niitii*,  less  enide  and  I«6 dtogennis  cuellKkd  tbiua 
thai  4le|H4Kling  uii  violent  tmuiiisitism  iu  imter  to  prodttce  liKiiiofilsds  is 
nuWtitutiHl;  then*  is  \fm  danger  tif  s^xxmdary  hetnonhifie.  and  fifitn 
thn^tubu*;  the  o|H»miion  fa  not  tolhmeil  by  j^aiu  ;  iIm  iMlnittieiit  b  not 
CHUiduetx'e  to  the  imnhH^li^m  of  ttrehitis  a  t^UKlition 
ui>e(ikliiui»  tu  xliK  vieJnity  *%f  tlie  w«d. 
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Suprapubic  Operation  for  Varicocele. — Under  this  title 
Thornburgh  has  recently  described  an  operation  for  varicocele,  which 
he  claims  aflTords  a  radical  cure.  The  advantages  of  the  suprapubic  route 
are :  The  field  of  operation  can  readily  be  rendered  aseptic ;  a  dressing 
once  properly  applied  will  remain  indefinitely,  and  will  not  be  affected 
by  the  movements  of  the  patient ;  primary  union  is  a  practical  certainty. 
The  parts  being  rendered  surgically  clean,  the  finger  of  the  operator  is 
introduced  to  the  external  ring,  and  a  nick  made  with  the  knife  directly 
over  the  tip  of  the  finger.  With  this  nick  as  a  landmark  an  incision  3 
cm.  long  is  made,  parallel  to  Poupart's  ligament.  The  deep  fascia  is 
cut  through  with  the  knife,  and  then  a  little  blunt  dissection  brings  the 
cord  into  view.  No  bloodvessels  of  any  moment  are  encountered,  oozing 
being  checked  by  hot  normal  salt  solution.  The  sheath  of  the  cord  is 
picked  up  between  mouse-tooth  forceps  and  torn  oi>en.  The  finger  of  the 
oi)erator  is  introduced,  and  the  whole  cord  easily  raised  from  its  bed  and 
brought  out  of  the  wound ;  a  ligature-carrier  is  then  placed  beneath  it. 
The  vas  is  recognized  by  its  white  appearance  and  cord-like  feel,  and  is 
separated  from  the  rest  of  the  cord  downward  to  within  an  inch  of  the 
testis.  The  testis  can  readily  be  brought  into  view  by  gentle  traction  on 
the  cord.  The  vas  is  separated  from  the  vessels  for  about  6  or  7  cm.  in 
an  upward  direction  also.  The  vessels  are  tied  with  No.  3  cumolized 
catgut  ligatures,  the  vessels  between  them  (5  to  6  cm.)  excised,  the  stumps 
inspected  for  oozing,  the  ends  approximated,  and  the  ligatures  tied  to 
each  other,  thus  forming  a  support  for  the  testis.  It  is  unnecessary  to 
isolate  and  save  the  spermatic  artery  and  a  vein.  At  the  end  of  twelve 
days  the  dressings  may  be  removed,  and  in  three  or  four  days  more  the 
patient  may  return  to  his  usual  occupation.  A  suspensory  should  be 
worn  for  at  least  six  weeks  following  the  operation. 

My  criticism  on  this  method  is  this :  That  a  rather  severe  operation, 
namely,  the  opening  of  the  inguinal  canal,  is  substituted  for  the  simple 
incision  through  the  scrotum. 

Ablation  of  the  Scrotum. — Formerly,  in  cases  in  which  the 
scrotum  was  flabby  and  redundant  concomitantly  with  varicocele,  some 
surgeons  attempted  to  afford  relief  by  ablation  of  that  jwrtion  which 
was  excessive.  The  drawback  to  the  operation  was  that  in  many 
cases  the  redundance  of  tissue  reappeared  as  a  result  of  the  sagging 
of  the  varicose  tumor.  Owing  to  the  simplicity  and  success  of  the 
open  operation  ablation  of  the  scrotum  is  now  rarely,  if  ever,  necessary. 
If,  however,  the  oi)eration  be  decided  upon,  it  shouhl  be  performed  on 
general  surgical  lines,  a  scrotal  clamp  being  used  to  hold  the  tissues 
in  situ  and  to  ijuide  the  line  of  incision. 
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AFFECTIONS   OF   THE   SEMINAL    VFJ^ICLES.' 

Anomaloits  conditions  of  the  spniinal  vesicle?*  cK'ciir  so  rarely  that 
they  are  to  be  regarded  merely  nn  niediwil  eiiriosities,  atifl  are  therefore 
not  descrihed  at  length.  The  vesirUs  may  he  ent  or  injured  (hiring 
stirgiad  operations  or  in  general  injuries,  espeeially  of  and  about  the 
peh'id. 

As  a  residt  of  plugging  of  the  ejaenlatory  duct,  the  vesicle  may  be 
converte<l  into  a  eyst-like  swelling,  or  tumor,  which  can  be  felt  by 
rectal  touch  jinjjceting  upward  abovp  the  prostate.  Cases  have  been 
reported  in  which  the  tumor  wa?^  of  enormous  size»  holding  a  pint  or 
more  of  fluid.  These  swellings  may  bcaspiratedi  or,  bettcrj  drained  or 
excised  through  the  perineum. 

Malignant  disease  of  the  seminal  vesicle  never  occurs  alone,  being 
associated  with  similar  conditions  in  the  adjacent  structures,  and  h 
therefore  nnt  described. 

TUBERCULOSIS. 

Tubercnh)sis  of  the  seminal  vesicle  is  usually  associated  with  a 
similar  prwess  in  the  testicle,  prostate,  dee[>  nrethrn,  or  blatlder,  to 
which  it  is  in  tlie  vast  itiajority  of  cases  secondary,  althougli,  yf  course, 
it  may  be  attacked  primarily  by  the  tubercidar  process. 

Symptoms. — There  may  l>e  more  or  less  increased  freepiency  in 
urination,  with  post-mit'ticuuil  ha^inaturia.  The  sexual  desir*',  wliich  is 
at  first  increa.sed,  finally  becomes  diminished,  and,  toward  the  end, 
extinct.  Some  patients  sufier  frmn  painful  nocturnal  jMdlutions,  which 
are  more  or  less  stained  with  blood.  There  niay  tw*  a  mucoid  dis- 
charge from  the  meatus.  All  of  the  above  symptoms  vary  greatly  in 
different  cases,  de|H*nding  upon  the  degree  of  involvement  of  the  ad- 
jacent strut*tnres. 

Dia^osia  is  readily  arrived  at  from  the  patient*i4  previous  history, 
both  personal  and  family,  together  with  his  present  condition,  and  an 
exa  mi  nation  nf  the  vesicles  by  rectal  touch*  The  vesicle  feels  like  a 
distended,  irregular  sac  or  pouch  running  upward  and  outwaixl  from 
the  base  of  the  prostate;  smooth  and  soft  in  some,  and  firm  and  nodu- 
lated in  others,  de]>ending  somewhat  upon  the  stage  of  the  disease. 
Pressure  on  the  vesicle  causes  jmin  in  some  cases,  while  in  others  the 
*See  Sections  on  Acute  and  Chronic  InflatnuKilion  ot  tlie  Bemioal  Vemcles,  jip,  104  el  Bcq. 
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tumor  is  practically  insensitive.  If  during  the  rectal  exploration  any 
secretion  escapes  from  the  meatus,  it  should  be  examined  for  tubercle 
bacilli,  as  should  also  the  urine,  especially  that  passed  immediately  afler 
examination. 

Treatment. — In  the  vast  majority  of  cases,  operative  treatment  is 
not  to  be  thought  of  unless  suppuration  has  occurred  in  the  sac,  when 
its  contents  must  be  evacuated  through  a  perineal  incision,  the  cavity 
cleaned  and  packed  with  iodoform  gauze.  These  patients  should  be 
sent  to  a  suitable  climate  and  receive  the  regular  treatment  for  tuber- 
culous subjects. 

If  it  can  be  ascertained  beyond  doubt  that  the  seminal  vesicle  alone 
is  aflTected,  as  it  rarely  if  ever  is,  the  surgeon  may  advise  its  removal  by 
the  perineal  route,  employing  either  the  Rydygier,  Zuckerkandl,  or 
von  Dittel  incision ;  in  any  of  these  operations  great  care  should  be 
exercised  not  to  wound  either  the  urethra  or  rectum,  the  former  being 
made  prominent  by  a  bougie,  and  the  latter  by  a  gauze  packing. 
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AFFECTIONS   OF   THE    BLADDER 


CYSTITIS. 

Cystitis  is  a  supptimtivo  inHaiimKilion  of  tho  bladtlcr,  eatmetl  in 
the  vast  majority  of  csises,  if  in>t  in  nil,  by  miorobit;  infection  in  a 
bladder  made  vulnerable  or  susceptible  from  congestion  of  its  miicons 
mcnibnme. 

For  clinienl  and  tlicrapcntic  pnrjxises,  it  is  best  to  divide  cystitis  into 
two  stages,  viz,,  acnte  and  chronic,  acconling  to  the  dnratioii  of  the 
attack  and  tJie  severity  of  it^  manifestation8.  The  mucous  membrane 
of  the  prostatic  urethra  and  that  of  the  trigone  and  about  the  ureteral 
orifices  are  always  n^osl  inten'^ly  involved  in  the  inHauHiiatory  pro- 
cess, which,  bL'ginning  in  the  mucous  membrane  about  these  regions, 
may  in  untreated  or  neglected  eases  finally  involve  the  muscnlar  and 
even  the  serous  coats  of  the  Idadder. 

Etiology;— Tlie  most  frefjuent  pathologic  agent  in  cystitis  is  the 
colon  bacillus  (Bactcriuui  coll  commnne) ;  next  in  onler  is  found  the 
8trept<K!occus  pyogenes.  Cystitis  due  to  these  microbes  may  present 
varying  clinical  phases,  but  the  urine  is  usually  fetid  !n  odor  and 
acid  in  reaction.  Upon  long  standing  outside  the  ImxIv  or  in  cases 
of  retention  vriih  overflow  and  residual  urine  the  Bacterium  coli  com- 
mune may  produce  deeom|>osition  of  nrea,  with  the  !ilK*ratiou  of  car- 
bonate of  ammonium,  which  coagulates  the  pus  into  gelatinous,  n>py 
ntnsscs  and  gives  the  urine  its  alkahne  reaction  and  amnioniacal 
odor  (ajouioninria).  Tfiis  decnniposition  is  always  sccoiulary  to  cystitis, 
and  is  never  the  cause  of  the  bladder  inflammation.  All  pyogenic  oi'giin- 
isuis  apparently  have  the  power  of  dccomiM>sing  urea,  witli  like 
results. 

The  most  dangerous  microbe  is  the  proteus  t>f  Hauser,  This 
bacterium  exerts  an  energetic  action  in  the  decomposition  of  the 
urea,  and,  by  means  of  the  ammonia  which  it  produces,  may  excite  in- 
flammation in  a  perfectly  healthy  bladder.  In  other  words,  without 
any  tissue-predisposition,  this  microbe  may  cause  cystitis  by  reason  of 
the  chemical  irritant  (ammonia)  which  it  produces  in  urine.  Although 
the  Staphyh>coccus  ure:e  liquetaciens  has  been  found  iu  purulent  am- 
nioniacal urine,  yet  the  exact  causative  relation  of  the  microbe  to  cys- 
titis  has    not    been   positively  demonstrated.     These    two    microbes, 
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together  with  the  Streptobacillus  anthracoides,  certainly  are  pathologic 
to  bladder-tissues,  but  further  observations  are  necessary  to  clear  up  the 
doubt  as  to  their  being  the  primary  agents  of  infection. 

Although  the  genitals  of  both  males  and  females  swarm  with 
microbes,  innocent  and  pathogenic,  it  is  interesting  to  learn  that  by  care- 
ful culture  Melchoir  found  the  Bacterium  coli  commune  and  the 
Staphylococcus  pyogenes  aureus  upon  the  prepuce,  in  the  vulva  and 
vagina,  and  upon  the  lips  of  the  meatus  in  both.  When  to  this 
knowledge  is  added  the  well-demonstrated  fact  that  in  the  normal, 
and  particularly  in  the  diseased,  urethra  several  forms  of  pathologic 
microl)es  are  constantly  present,  it  can  readily  be  seen  how  easy  it  is  to 
excite  inflammation  by  the  conveyance  of  these  micro-organisms  into  a 
susceptible  bladder  by  means  of  instruments. 

Infection  may  travel  backward  from  the  urethra  or  prostate,  or 
downward  from  the  kidney  or  ureter,  and  also  directly  from  the  rectum, 
especially  in  the  chronically  constipated  subject  who  suflTers  from  hemor- 
rhoids and  whose  prostate  gland  is  more  or  less  congested  and  diseased. 
The  rough  passage  of  sterile  instruments  may  cause  cystitis  by  the 
lighting  into  activity  of  microbes  present  in  both  the  normal  and  dis- 
eased urethra. 

Pyogenic  microbes  can  be  introduced  into  the  healthy  bladder  with 
impunity  provided  there  is  no  congestion  of  its  mucous  membrane  and 
that  the  instrument  causes  none  (traumatism).  It  must  be  borne  in 
mind  that  normal  urine  in  a  normal  bladder  is  absolutely  sterile.  The 
healthy  mucous  membrane  has  the  power  to  resist  micro-organisms, 
which  power  is  lessened  and  finally  lost  by  congestion. 

Gonorrheal  cystitis  is  in  reality  a  mixed  infection,  in  which  the  gono- 
coccus  plays  a  very  insignificant  part,  the  micro-organisms  of  other 
forms  of  cystitis  outnumbering  the  gonococcus  greatly. 

In  tubercular  cystitis,  the  tubercular  deposit  or  process  first  causes 
the  necessary  congestion  of  the  vesical  mucous  membrane,  which  in 
time  is  followed  by  a  true  purulent  cystitis ;  in  other  words,  the  tubercle 
bacillus  antedates  the  advent  of  the  pus  micro-organism,  for  which  it 
prepares  a  suitable  soil. 

The  so-called  catheter,  calculus,  tumor,  prostatic,  and  stricture  cys- 
tites  are  all  in  reality  the  same  process,  having  different  etiological 
factors,  and  therefore  do  not  require  to  be  considered  separately. 

The  vesical  congestion  which  is  requisite,  and  prepares  a  suitable 
soil  or  culture-ground  for  microbic  infection,  may  be  caused  by  anything 
that  retards  or  stops  the  free  outflow  of  urine  or  that  causes  local  irrita- 
tion and  congestion  of  the  mucous  membrane,  as,  for  example : 

Retention  of  urine,  either  jiartial  or  complete,  from  urethral  strict- 
ure, prostatic  disease,  compressor  spasm,  or  paralysis  of    the  bladder 
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musculature,  h  uiviirialily  followed  Uy  nioro  or  Irss  eon^'stioii  of  the 
biatldcr  mucous  nicmbrauc,  whicli  also  rcsiilts  from  the  Irjiumatisoi  of 
calculi,  rough  iastrumentatiou,  foreign  bo*lies,  turaorB,  irritating  irri- 
gntionSj  and  ovenli  stent  ion  of  the  blaflder  by  too  et^pious  lavage. 

Catching  cold,  chilling  of  the  surface  of  the  body,  gout,  rlieumiitisni, 
irritating  urine,  etc,  may  give  rise  to  a  transient  vesical  congestitjn,  but 
<lo  not  of  themselves  cause  true  cystitis,  unless  there  is  a  subsequent 
germ  infection  or  an  alreatly  existing  congestion  due  to  an  ohJ  posterior 
urctlu'itis,  nrethroeystitis,  stricture  of  the  nretlmi,  or  prostatic  disease, 
which  is  Ughtetl  into  activity  by  the  acute  congestion  of  the  vessels. 

Lojig-i'outiuuetl  ungratified  sexual  excitement,  sexual  excesses,  and 
masturbation  cause  congestion  of  the  prostate  and  tlie  deep  uri^tlira, 
thus  pre[)ari ng  a  suitable  soil  for  infection  (cystitis)  from  any  of  the 
ahovc^nientioucd  catiscs. 

Pathology. — The  acute  orsupcrticial  variety  of  cystitis^  i)cginning 
in  an*!  limited  to  the  mucous  coat,  causes  congestion  and  dilatation 
of  the  bloodvessels  and  a  hypenrmic  and  a^dematous  condition  of  the 
mucous  mendjrane  in  the  rcgictn  of  tlie  trigone,  which  in  time  may  in- 
volve more  or  less  of  the  bladder  surface.  The  urine  at  this  time  is 
acid  in  reaction,  and  cloudy  and  opaque  from  pus,  epithelium,  and  tis- 
sue-elements. 

As  the  process  passes  into  the  chronic  stage  the  mucous  membrane 
assiunes  a  yellowisli-pink  or  gray  hue,  and  its  surface  is  seen  to  be 
thrown  into  folds  or  projections  (tralieeulie)  which  are  in  reality  due  to 
hypertrophy  of  the  bla*hler  muscles,  caused  hy  the  incrt^asc^^l  amount 
of  w^ork  which  they  were  called  uj>on  to  jK^rform  during  the  acute 
stage.  Enlarged  vessels  can  now"  l»e  sc^en  coursing  beneath  the  sur- 
face, to  winch  may  cling  shretls  of  ninco-pus,  encrusted  iji  some  in- 
stances wnth  urinary  salt^. 

The  urine  is  thick  and  purulent  and  filled  with  heavy  clumps  and 
shreds  of  tissue.  Its  redaction  is  alkaline  an<l  its  (^lor  often  ammoniacal 
from  the  decomposition  of  the  urea  by  the  micro-orgauisms,  with 
libemtiou  of  ciirbonateof  annnonium,  whicli  changes  the  pus  into  clumps 
or  mass4:»s  of  gelatinous  material.  A  tliick  sediment  is  soon  dcpositt*d 
on  standing.  If  the  disease  progresses  inichecked,  it  finally  invades 
the  submucous  coniicetive-tissiue  layer  and  muscular  coat»  constituting 
true  interstitial  cystitis,  in  which  form  Imth  of  the  layers  bectime 
intiltrated  and  thickened,  and  in  some  cases  the  seat  of  small  pus 
foci  or  abscesses,  which  may  rupture  either  into  the  bladder  cavity 
or  the  perivesical  tissues  and  structui'Ci*,  causing  a  pericystitis. 

Under  the  heading  of  membranous,  desquamative,  or  exfoliative 
cystitis  is  described  a  comlition  in  which  a  more  or  less  complete  hollow 
cast  of  the  bladder  is  voided  with  the  urine  or  removed  by  ojienition. 
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the  membranous  cast  or  mould  being  made  up  of  bladder  epithelium  held 
together  by  a  fibrinous  material. 

Sjrmptomfl. — The  symptoms  of  cystitis  are  liable  to  great  variations, 
depending  somewhat  upon  the  etiology  of  the  disease  and  whether  it  is 
acute  or  chronic  in  character. 

In  acute  cystitis  the  urine  is  acid  in  reaction,  and  turbid  from  the 
presence  of  pus,  mucus,  and  epithelium.  In  severe  and  very  acute 
cases  there  is  an  admixture  of  blood  from  the  congested  mucous  mem- 
brane of  the  vesical  neck  and  trigonum.  In  most  cases  there  is  a 
marked  increase  in  frequency  of  urination,  with  inability  to  hold  the 
urine  when  the  desire  comes  on,  which  becomes  so  marked  in  some  that 
the  patient  has  practically  incontinence,  the  desire  to  empty  the  bladder 
of  its  contents  being  almost  constant,  and  followed  by  severe  pain  and 
tenesmus  and  a  few  drops  of  blood-stained  and  thickly  purulent  urine. 
The  intense  irritation  about  the  vesical  neck  now  causes  spasm  of  the 
compressor  or  bladder  muscles,  which,  suddenly  closing  the  urethra  or 
causing  violent  bladder  cramps,  adds  greatly  to  the  patient's  suflfering, 
which  at  this  period  is  most  distressing,  as  he  suflfers  constantly  from 
suprapubic  pain  and  tenesmus,  with  more  or  less  inability  to  void 
the  bladder  of  its  irritating  contents.  These  patients  usually  become 
very  sick,  having  more  or  less  fever  with  a  high-tensioned  pulse,  dry 
and  coated  tongue,  great  thirst,  loss  of  appetite,  with  nausea  and  per- 
haps vomiting.  It  is  at  this  time  that  infection  is  liable  to  extend 
to  the  kidney  by  way  of  the  ureters. 

If  stone,  tumor,  foreign  body,  prostatic  disease,  or  tight  stricture 
complicates  the  case,  all  of  the  above  symptoms  will  be  much  more 
marked  in  character. 

As  the  inflammation  passes  into  the  chronic  stage,  the  urine,  which 
was  at  first  acid,  becomes  neutral  and  finally  alkaline  in  reaction,  with 
an  ammoniacal  odor.  It  now  contains  pus,  blood,  micro-organisms, 
and  vesical  and  prostatic  epithelium,  together  with  triple  phosphates, 
which  conditions,  if  not  corrected,  are  very  liable  to  lead  to  stone 
formation,  especially  in  prostatics  with  a  deep  post-trigonal  pouch, 
and  in  cases  of  trabeculated  and  sacculated  bladders  the  result  of 
an  intense  and  prolonged  cystitis  with  obstruction  to  urination.  All 
of  the  acute  symptoms  now  become  much  less  marked.  The  patient 
still  has  frequent  urination,  but  he  has  more  ability  to  hold  the  urine 
after  the  desire  is  felt.  Tenesmus  is  mild  or  absent,  and  the  constant 
acute  and  deep-seated  pain  over  the  bladder  and  in  the  pelvis  is  changed 
to  a  dull  or  dragging  sensation  ;  in  other  words,  an  acute  process  has 
been  converted  into  a  chronic  one,  which  latter  is  liable  to  be  lighted  up 
by  the  slightest  indiscretion  on  the  part  of  the  patient,  or  by  too  zealous 
examination  and  treatment  on  the  pail  of  the  surgeon. 
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Prognosis* — The  prognosis  of  cystitis  depends  upon  the  age  of  the 
patient,  the  cause  of  the  attack,  whether  it  is  acute  or  chronic,  and  the 
kind  and  degree  of  obstruction  to  urination  j  also  the  coiiditiou  of  the 
blaihler  walls  and  muscuhiture,  and  whether  or  not  tlie  kidneys  have 
been  attacked  hy  an  ascending  infection  from  the  hhuldcr  along  tlie 
ureters.  In  young  patients,  therefore,  with  little  or  no  obstruction  and 
healthy  kidneys,  the  |jrognusis  in  tlie  vast  nuijority  of  cases  is  goinl ; 
while  in  older  suhjtx^tSj  with  damaged  ki<iueys,  trabeculated  and  weak- 
ened bhidders,  and  marked  impedinient  and  obstruction  to  urination, 
the  prognosis  is  always  grave,  although  even  in  tliese  severe  cases,  with 
improved  teehnic  fur  vesical  irrigation,  prostatic  ojKTation,  and  urinary 
antisepsis,  botli  hy  internal  and  local  medication,  we  are  enabled  to  hold 
out  more  hope  than  formerly. 

Traatment. — ^Tbe  treatment  of  cystitis  de|}ends  upon  the  acute ness 
and  intensity  of  tlie  attack,  the  cimditiou  and  reaction  of  the  urinCj  and 
whether  it  is  due  to  simple  extension  of  an  inflammatory  process,  a 
.ubereular  deposit,  calculous  disease,  foreign  body,  or  some  form  of  ob- 
ruction  to  the  free  uuttiow  of  urine.  In  every  case  of  cystitir.  the 
surgeon  must  first  ascertain  the  cause  and  either  remove  it,  or,  if  that 
is  eontraindicuted  at  the  time,  he  should  treat  St  palliatively  according 
to  its  nature.  Tlie  cuudition  of  the  kidneys  must  be  ascertained  by 
urinary  analysis,  and  abnormal  conditions  treated  on  general  medical 
or  surgical  principles, 

In  the  acute  stage  uf  the  disease  the  patient  should  be  put  to  bed,  and 
should  be  kept  there  until  the  subsidence  of  all  acute  symptoms. 
The  diet  consists  of  milk,  weak  tea,  bland  table-w^aters  in  not  too 
large  quantity,  cereals  with  milk  or  cream,  eggs,  and  breadstuffs, 
breast  of  jwultry,  [>hiin  soups  and  broths,  a  little  fish,  oysters,  etc.  ;  in 
short,  a  light,  nutritious,  and  easily  digested  diet,  avoiding  all  red  meats 
and  green  \*egetables,  and  any  tiling  that  is  highly  spiced  or  seasonetL 
Alciihol  in  all  forms,  toguther  with  cofree,  cocoa,  and  chocolate,  should 
be  strictly  prohibited. 

The  secretory  appiratus  of  the  skin  is  to  be  kept  in  onler  by  means  of 
the  warm  bath,  followed  by  an  alcohol  rub  and  gentle  massage.  The 
bowels  must  be  regulated  by  mild  cathartic  pills,  rather  than  mineral 
waters  and  salines,  as  the  latter  are  apt  to  increase  the  urinary  irritation. 
The  local  p;iiu  will  be  much  relieved  by  the  hot  sitz-bath,  and  also  rectal 
irrigations  of  hot  saline  solution,  taken  once,  twice,  or  even  more  fre- 
quently during  the  day.  Hot  applications  over  the  bladder  and  on  the 
perineum  will  also  a4ld  much  to  the  jxitient's  cimifort.  If,  in  spite  of 
the  above  treatment,  the  frcnpieney,  pain,  and  tenesmus  continue  to  dis- 
tress the  patient,  we  must  then  in  a  guarded  manner  employ  suppost- 
tories  of  opium  or  belladonna  and  opium  eomluned.     These  failing  to 
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give  relief,  we  may  use  codeine,  opium,  or  morphine  by  the  mouth,  or, 
in  extreme  and  very  severe  cases,  morphine  by  hypodermic  injection, 
always  bearing  in  mind  that  it  may  have  to  be  continued  for'feome  time, 
and  therefore  there  is  great  danger  of  establishing  the  habit.  If  the 
urine  is  too  acid  in  reaction,  this  may  be  modified  by  the  internal  ad- 
ministration of  the  bicarbonate,  acetate,  or  citrate  of  potassium,  in  full 
doses,  either  alone  or  combined  with  a  little  tincture  of  hyoscyamus  or 
laudanum  for  their  quieting  and  soothing  effects ;  also  liquor  potassae, 
with  laudanum,  uva  ursi,  and  triticum  repens.  Bicarbonate  of  sodium  in 
Vichy  water  gives  the  same  result,  and,  taken  cold,  is  a  pleasant  and 
refreshing  drink. 

These  cases  must  be  carefully  watched  for  retention  of  urine,  which 
may  add  greatly  to  the  patient's  distress,  and,  if  not  relieved  by  the 
hot  bath  and  rectal  irrigation,  gentle  and  sterile  catheterization  must  be 
resorted  to,  under  local  or  even  general  anaesthesia  in  very  sensitive  sub- 
jects. If  the  soft-rubber  catheter  fails,  the  surgeon  may  then  employ 
a  woven  one ;  and  this  also  being  unsuccessful,  a  silver  catheter  can  be 
tried,  or  suprapubic  aspiration  performed,  according  to  the  nature  of 
the  obstruction  and  the  requirements  of  the  case. 

In  a  small  minority  of  cases,  in  spite  of  the  above  treatment,  the  fre- 
quency in  urination  and  painful  tenesmus  may  continue,  and  can  some- 
times be  relieved  by  the  instillation  of  a  few  drops  of  nitrate  of  silver 
solution  (two  grains  to  the  ounce)  into  the  deep  urethra.  It  must  be 
clearly  understood,  however,  that  the  vast  majority  of  cases  do  not  re- 
quire this  treatment,  and  that  instillations  or  irrigations  in  the  bladder 
or  urethra  are  absolutely  contraindicated  in  the  acute  stages  of  cystitis, 
although  later  on  they  are  of  the  greatest  value. 

As  the  process  passes  into  a  chronic  condition,  the  alkaline  mixtures 
can  be  discontinued,  and  in  their  place  boric  acid,  either  alone  or  com- 
bined with  hyoscyamus  or  salol  may  be  given;  and  if  the  urine  shows 
a  distinctively  alkaline  tendency,  urotropin  should  be  given  in  five  to 
seven  grain  doses  three  times  a  day.  This  remedy  is  most  valuable  in 
all  alkaline  conditions  of  the  urine,  since  it  restores  the  normally  acid 
reaction  and  induces  an  inhibitory  action  on  the  micro-organisms. 
When  the  acute  inflammatory  symptoms  have  subsided,  it  is  well 
to  begin  the  guarded  use  of  gentle  and  non-irritating  bladder  irriga- 
tions, given  by  means  of  a  soft-rubber  catheter  and  large  hand-syringe ; 
the  solutions  must  be  warm,  and  thrown  in  slowly  and  with  the  utmost 
gentleness  and  care,  the  flow  being  stopped  as  soon  as  the  patient  ex- 
periences the  slightest  local  irritation.  Then  the  catheter  should  be 
removed  and  the  patient  should  be  allowed  to  void  the  solution,  which 
washes  out  the  entire  urethral  canal.  This  treatment,  as  a  rule,  is  to 
be  given  once  a  day,  beginning  with  normal  salt  or  boric-acid  solution, 
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Whm«  tti  ft  mnii  of  the  above  ttoliDeot,  tbe  bladder 
bieioaMM  niMmjil  sod  the  itrifie  i#  ekar  aod  tnntipuesl,  but  iliB  mtt- 
imm  fliJcHt  af»il  mAiw^U^  iiuililblioiis  («ee  page  84)  of  nlmer  nstnle 
tfboold  be  eohitiliili^l  tor  the  irriipilmw.  By  tUs  tune  the  fttiiait 
■M^  be  M Arieotlf  wifll  to  p«'rfomt  fafu  ima]  dotks  and  wmf  retani  to 
fifiikr  diet. 

If  tbe  auie  in  c#ni|4icsitcifl  hy  calculous  iWifeau^^  tbe  stone  mu^  he 
nemoired  hy  liiholapaxx  or  a  cutting  opcnitton;  when^  on  tbe  otber 
hatidi  cj^niittJi  in  aggravated  hy  urethral  idricturey  prostatic  disease, 
ittniofr  or  (im*\y^n  U^ly,  thf^e  cciuditiotiA  mui^t  be  treated  as  already 
di^TfilK^l  iifitUfr  i\umt  alTeifttofia.  These*  »ame  remarks  apply  to  cases  in 
whi'^ti  ih<^  bhiiirler  ioflaniniatiaii  ia  afteoeiated  with  or  (M>mp]icated  by  a 
itih«5rr5ular  pnH^i'sM. 

ni»?n*  arii  vA*rUiin  nan*  an<l  exceptional  caaea  of  cvbtitis  which  re- 
Hint  flit  fonim  of  hMutl  ami  internal  treattnent|  and  rerjuire  prolonged 
hhuhler  (Iniiniigf*^  ffUher  |»eriiieal  or  KuprapubiOi  accord ing  to  the  con- 
(Ijfioii  nf  till*  |ini»*taii*  and  vi??iieal  ueik  ;  tin?  choice  of  procediire  will 
then  rvni  with  tin*  surgeon  after  ii  curefiii  taul  tliorough  local  examina- 
tion, which  in  w>nie  cumcm  will  be  greatly  aided  by  the  employment 
of  the  cy«ti>iioo|K», 

VIBIOAL   OALCTTLUS. 

VcNlcid  cnlottltta  origillIlte^  pnTimrily  cither  in  the  kidney  or  in  the 
hliiddcr,  nml  lnerm«CK  in  ni/e  niNl  weight  by  the  addition,  in  sii|ier- 
jio|M>Herl  liiyci"«  MfmHitl  the  inicOfii.s,  of  any  i>f  the  urinary  salts,  which 
diller  iicrtM'diitg  tr*  ilir  elu  niicjil  ef»m|K).sitif>ii  of  the  urine*  These  salts 
iii'n  hrhl  liigi'Hier  l)y  a  pcciilifir  alhriTiiiihml  or  colloid  niutcrial  foniishcd 
liv  flic  iiuiciirt  in  diHcaHcd  comIilii>nH  of  the  urinary  Iract,  and  without 
which  fttune-fonnation  does  not  occur,  even  when  certain  urinary  salts 
arc  ill  i^xccMHivc  ijnantiticH, 

(*»lcuhiN  iHf  a.H  a  rule,  Hiiigle^  althutjgh  nuiny  may  be  found  In  the 
unnu^  hhidtler,  eM|H'cialIy  in  ca>*eH  with  a  ilccp  jmHt-tripjnal  |iouch,  in 
wliieli  latter  t^oiMlilion  their  surfacen  may  be  fncH^ted  and  highly  }>olished. 
They  niiiy  be  free  in  the  l>liidder,  atlh«*rent  to  its  walln,  or  luiire  or  less 
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VESICAL    AND    RENAL   CALGULL 
Fig.  I.    Oxalate  ot  time  calculus  I  weight,  1200  grains). 
FiK.  2.    Showing  concentric  layers  of  oxalate  of  lime  calculus. 
Fig.  5,    Phosphatic  calculus  with  nucleus  of  wax. 
Fig,  4-    MlxeJ  calculus*    Chiefly  unc  acid. 
Figi.  $  and  6.    Renal  calculi  passed  through  the  urethra. 
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encysted  in  pmiclies,  rlivertieuk,  or  sareiili  (see  Plates  VI.  and  X.) ;  their 
weight  varies  JVom  a  few  gmiiis  to  many  luintiri'd  (sre  Fig.  91)^  and  their 
f^hape  according  to  the  nucleus  and  the  jxjsition  they  oecupv  in  the  viseris. 
Oxalate  of  lime  eiileuli  (mnllM'iTy  ealpiiliis)  art*  rare,  grayish-brown  to 
black  in  color,  the  hardest  of  all  in  strLietnre,aiid  present  a  rough  and  even 
knobby  surface  (see  Fig.  92  and  Plate  XIV.,  Fig.  1).  Uric  stones,  which 
are  romiiosed  of  ufiv  acid  and  the  urates  (see  Plate  XIV.,  Fig.  4),  have 
a  smooth,  yellowish -rcK]  surlace  and  are  very  soft,  Phnsjihatie  ealeuli  (see 
Plate  XIV*,  Fig.  S),  made  up  of  phosphates  and  carbonates,  are  gmy- 
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Very  large  vesitcAl  talfulns  mid  I'lu^iplmtlc  cruiil*  with  ehroolc  cyitilla. 


ish-white  in  color,  soft  and  easily  crushed^  and  present  a  quite  smooth 
or  rather  roughened  surface.  These  are  the  usual  varieties  of  gtone 
aiet  with,  although  cystiu,  xanthin,  cholesteriu,  and  ha?matoidin  cal- 
culi are  rather  exceptionally  seen.  Mixed  stones  are  very  commonly 
encountered^  their  alternate  layers  being  made  up  of  the  various  urinary 
salts,  accoixling  to  the  chemical  eompcjsition  of  the  nrine  at  the  time. 
Stones  sometimes  undergo  spontaneous  disintegmtion  or  fracture  in  the 
bladder.  This  is  supposed  to  be  due  to  a  sudden  change  in  the  specific 
gravity  and   reaction  of  the  urine,   which  acts  on  the  mucoid  frame- 
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wiirk  and  tlie  striictiire  of  tlir  ditftTent  liiytTK  uf  the*  mlculus, 
Borne  way  causes  its  rlbniptlon  into  many  fni^numt^. 

The  vast  majority  of  raleiili  <»ri^iiiat4»  in  ll»c  Icitlnoyfi  iipc»n  uric 
or  oxalate  of  lime  nuclei,  Tliey  usual ly  puss  ilown  tlio  ur€*tors  I 
the  iiladder,  either  with  or  nithciut  Myinplonij*  of  renal  colic,  and  escape 
rhnjiif^h  the  urctlini  (^ee  Plate  XIV,,  Fig,  5)  or  renmiti  in  the  bladd 
where  they  increase  in  nizc  owing  to  the  deposition  of  suj>erini|M 
layers  of  urinary  HaltH,  Many  cah-iili,  liovvever,  origiuate  in  the  bhid^ 
itself  on  niielei,  consihtiug  of  nriiiary  naitftj  blotKl -clots,  ropy  pus, 
foreign  bmlieH,  which  latter  may  enter  that  vi^seiiH  ana  result  of  accidt 
(bullets,  missiles,  bits  of  bfuie,  eh>tliing^  eiuls  of  eatheterH  and  liougics), 
ar  are  purpo^iely  intriKliieed  by  Hcxnal  jjervertH  for  sexual  gmlific^tioii 
(pm8,  hairpins,  bits  of  stmw,  sh<je-laee,  feathers,  jM'ueils,  j*eii-bolders, 
wax,  etc. — see  Plate  XIV.,  I'^ig.  .'{).  (Jases  have  hecu  reported  i 
which  various  objects  having  been  swallowed  have  found  their  w^ay  br 
ulceration  from  the  intestine  to  l!it»  bla<hler,  wlieix?  tliey  have  become^ 
encrusted  with  urinary  salts,  (-aleidi  may  Imcome  encysted  in  the 
blmlder  (see  Plate  XV.). 

Symptoms, — Although  the  classical  symptoms  of  stonej  viz.,  in- 
creased fn'ijuency  and  Hud4lcu  sto]>piig(»  of  urination,  are  present  ia 
many  cases,    there  are  houui  in   wliirh  tliese  hymptoms  are  very  milcl, 


or  practically  absent.     This  is  especially  true  wUvu  ilu'  slrme  is  snuMn 
and  so  placed  or  held  that  it  dors  tmt  pres?*upon  ut)r  irritate  tlie  sensitive 
vesical  neck.     Patients  have  been  kuuwn  to  carry  stones  for  .«K)me   time 
without  being  aware  of  their  presence,  until  they  were  discovered  acci-| 
dentally  by  tlie  surgeon  or  on  p(»st-mortem  examination.     When 
bladder  is  full  there   may  be  more   or  less  dull   aching  \m'm  above  tl 
symphysis,  in  the  groins,  the  thighs,  testes,   un^thra,  and  pc^nis,   csp 
ciallv  the  glans»  radiating  tlirough  the   pcriucum  and   rectum.     This  ifl 
increased  wlien  the  patient  walks  or  drives,  and  is  diniimsluHl  when  h< 
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lies  on  his  side  or  back,  or  assumes  the  knee-chest  position,  which  rolls 
the  stone  away  from  the  sensitive  vesical  orifice.  Some  patients  suffer 
from  severe  reflex  pains  in  the  upper  or  lower  extremities,  especially 
along  the  sole  of  the  foot  and  in  the  great  toe.  As  a  result  of  the 
vesical  irritation  the  penis  is  sometimes  kept  in  a  state  of  painful  erec- 
tion, which  greatly  adds  to  the  patient's  suffering.  At  the  close  of  urina- 
tion the  pain  may  become  acute  and  intense,  owing  to  the  stone  being 
forced  against  the  inflamed  vesical  orifice.  This  pain  radiates  through 
the  penis  into  the  glans  and  causes  the  patient  to  press  and  drag  on 
the  organ  in  the  vain  hope  of  relief.  At  this  time  there  may 
be  violent  rectal  tenesmus  with  evacuation  of  the  bowel  contents. 
As  above  stated,  the  frequency  in  the  act  of  urination  is  increased  when 
the  patient  is  up  and  about,  and  decreased  when  in  the  recumbent  |K)si- 
tion.  In  some  cases  the  stream  will  be  suddenly  stopped  by  the  stone 
blocking  the  vesical  orifice,  and  if  the  patient  changes  his  position  (as  he 
instinctively  learns  to  do)  the  stone  will  move  away  and  the  flow  com- 
mences. Hicmaturia,  which  is  caused  by  the  traumatism  of  the  stone 
against  the  bladder  mucous  membrane,  is  usually  slight  in  amount.  It 
is  increased  by  exercise  or  anything  that  causes  the  calculus  to  change 
its  position  in  the  bladder  cavity.  Cystitis,  which  may  *be  absent  or 
slight  at  first,  soon  increases  in  severity,  and  thus  adds  to  the  patient's 
suffering  and  distress. 

Diagnosis. — The  patient  is  placed  upon  his  back,  with  head  and 
shoulders  slightly  elevated,  and  then,  under  local  or  general  anaesthesia, 
depending  upon  the  irritability  of  the  parts,  the  bladder  floor  and 
walls  are  gently  explored  as  follows :  A  clean  soft-rubber  or  woven- 
silk  catheter  is  passed,  the  urine  drawn,  the  bladder  irrigated  with 
warm  salt  or  boric  acid  solution,  from  four  to  six  ounces  of  which  are 
left  in,  thus  distending  the  viscus  and  effacing  the  vesical  folds.  A 
Thompson's  searcher  (see  Fig.  93),  either  solid  or  hollow,  is  passed  in 
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Thomi«on'8  latest  searnher. 


a  careful  manner,  with  a  view  of  touching  the  stone,  and  when  en- 
countered a  peculiar  sensation  to  practised  fingers  is  conveyed.  The 
click  when  the  searcher  strikes  the  stone  can  sometimes  be  heard  un- 
less it  be  coated  with  blood  or  muco-pus.  The  hollow  or  catheter-like 
searcher  enables  the  examiner  to  lessen  the  amount  of  fluid  in  the  blad- 
der, which  is  somofiraesan  aid  in  detecting  stone  and  should  be  remem- 
bered, as  the  sudden  emptying  of  a  bladder  will  sometimes  bring  the 
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Intone  tlireotly  ajc^ain.'^t  the  searcher.  Stones  sink  to  the  base  of  the 
bknl(]t?r  unless  they  are  encapsulated  or  encysted  in  its  walls.  It  is 
well,  therefore,  to  explore  this  region  first,  and  tlien  the  remainder  of 
the  <'avity*  If  there  is  marked  |>rostalic  hyiMTtrojihy,  it  nuiy  be 
inipt>ssible  to  touch  the  stfjne  in  a  (hn'p  post-trigonal  jmuch,  uhich 
can  sometimes  be  elevate<l  by  raising  the  patient's  hips  or  by  a 
finger  passed  into  the  rectum  and  pressed  upward.  If  no  stone  is 
detected,  the  horizontal  position  may  be  clianged  to  tlie  Trendelen- 
bnrg,  knee-chest,  or  the  side,  the  idea  being  to  dislodge  an  impacted 
calculus.  The  searcher  failing,  we  may  make  an  ocular  examina- 
tion with  the  cystoscope,  and  by  its  aid  we  may  find  the  stone  if  it  be 
present,  or  obtain  data  as  to  the  existence  of  a  tumor  or  a  prostatic 
overgrowth  encrusted  with  urinary  salts.  Should  the  stone  not  be 
detected,  it  is  well  to  pass  an  evacuating  tube  attached  to  Bigclow*s  evac- 
iiator,  then,  when  pumping  is  commenced,  a  click  will  1m'  heard  or  felt 
from  contact  of  the  stone  with  the  instrument.  By  this  procedure  a 
swirl  of  the  bladder  contents  is  produced  which  dislodges  the  stone. 
As  a  last  resort,  a  small  exploratory  supmpubic  cystotomy  may  be 
done,  although  befijre  resorting  to  this  we  may  try  the  Rontgen  rays, 
wliieh  sometimes,  although  not  invariably,  give  a  very  striking  picture. 
The  examination  being  over,  the  bladder  is  carefully  irrigated  with 
warm  boric-acid  or  salt  scdution,  some  of  which  is  left  in,  and  the 
urcihra  fiushed  as  the  catheter  is  witlidniwn.  The  piitient  then  goes 
to  bed  or  is  kept  \varm  and  quiet  in  the  bouse,  for  it  must  l)e  i-emem- 
bered  that  tliis  examination  is  not  tie  void  of  risk,  especially  in  eklerly 
men  with  more  or  less  damaged  urinary  organs. 

Treatment,— ^lu  n^gard  to  the  preventive  treatment  of  stone  fi>rma- 
tion,  either  in  the  kidney  or  the  bladder,  very  liltlc  if  anything  ran  l>e 
accomplished  unless  the  ease  is  seen  at  an  early  date.  If  a  imtient  has 
an  excess  of  crystals  in  the  urine,  or  is  passing  siind  and  gravel,  their 
chemical  composition  must  be  ascertaintnl  and  pro|M.n*  means  instituted 
to  correct  the  diathesis,  whether  it  be  uric  acid,  oxalic  acid,  or  phos- 
phatic ;  the  practical  point  being  to  render  the  urine  as  nearly  normal 
as  possil>le  by  jiroper  exertT-^e,  food  and  drink,  and  internal  medication : 
all  depending,  of  course,  upon  the  special  requirements  of  each  individ- 
ual c^se.  The  bladder  must  always  be  kept  sweet  and  clean,  and  the 
residuum  reduced  and  rftplaced  by  sterile,  non-irritating  irrigations. 

When  stone  has  formiMl,  however,  solvent  treatment  is  of  no  avail, 
and  the  ibreign  body  should  be  removed  by  an  immediate  crushing  or 
cutting  o}KM*adon,  the  choit»e  of  which  depends  ujKin  the  age  of  the 
liatieut,  the  condition  of  the  bladder  and  prostate,  and  the  size,  consist- 
ence, and  seat  of  the  stone. 

LiTiioTRiTY,  which  consists  of  the  crushing  of  the  stone  without  the 
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immediate'  removiil  of  its  fni^nwnt.H,  U  tvA  \imvth<2i\  at  tlu'  prf's<?nt  time, 
liiu'iiig  been  su|Jor8edod  and  repliicod  hv  lilliolajuixy.  The  teeliiii*"  of 
the  operation  is  therefore  not  deserihed. 

LiTHOLAPAXY. — Iti  this  openitioii  the  stone  is  crushed  and  its  frag- 
ments evaeiiuted  or  jnimped  out  at  one  sittiiigj  the  hhidder  being  h^tlt 
free  and  elean.     In  practised  hands  it  is  the  o]>eration  of  choice  for 
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Bfgelow'a  Hlliotritt'.  &hn wing  slot  Jn  la-t;!  fur  uhchth"  of  detntin*. 

children  and  also  for  adults,  unless  the  patient  has  a  deep  post-tii^onal 
poiieh  with  marked  prostatic  hypertmphvj  which  renders  thorctngh 
crushing  and  evacuation  more  or  less  difficult,  but  not  impossible. 
Agjiin,  some  stones  are  too  liard  or  large  or  inaccessible  to  be  grasped 
by  the  lithotrite,  and  these  require  in  chihiren  perineal  lithotonn%and  in 
nihil ts  the  suprapubic  route.  For  the  proper  i^rfonnance  of  litliola- 
paxy,  we  must  have  a  bladder  capable  of  holding  several  ounces  of 
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Beak  uf  BigL low's  lithotrite  (open). 


Beak  of  Bigvlow  6  UlhoLrlt*3  iclOflcd>. 


fluid  (at  least  ftmr),  and  a  meatus  and  urethra  tiiat  will  admit  instru- 
ments of  sufficient  ealilire  tor  the  crushing  of  large  and  ban!  stones; 
these  points  should  be  ascertaincil  at  the  preliminary  examination. 

Operafioih — The  rectum  having  been  thoroughly  emptied,  the 
patient  is  anaesthetized  and  ]>laced  on  his  back  with  thighs  separated, 
and  the  bladder  irrigated  with  boric-aeid  solution,  six  to  eight  ounces 
of  which  are  left  in  and  retained  by  tying  a  tape  aljout  the  penis,  which 


ItKikccl  (see  Fig.  97  u  and  g^iitlv  mtated  to  ece  that  no  vesMftl  tnnoocis 
tnembrane  lias  beeo  induded  ;  the  handle  is  fbea  slowlj  tunied  mui  the 
«!touis  cnisheil.  This  b  repeated  until  no  fingmenls  of  the  sloiie  caii  be 
griflped,  wbeu  the  litholrite  is  tightly  dosed  axid  neoiovvd.      If  the 
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stone  or  fragments  cannot  be  seized  in  this  manner,  the  surgeon  will 
have  to  rotate  carefully  or  even  invert  the  instrument  in  his  efforts  to 
pick  them  up,  always  bearing  in  mind  the  fact  that  they  gravitate  to 
the  bottom  of  the  bladder.  A  full-sized  straight  or  curved  Bige- 
low's  evacuating  tube  is  plentifully  lubricated  with  white  vaseline, 
passed  to  the  bladder,  and  held  exactly  as  the  lithotrite  was;  it  is 
then  connected  with  Bigelow^s  evacuator,  which  is  (see  Fig.  98) 
filled  with  warm  Iwric  acid  solution,  the  two  stop-cocks  opened,  and 
pumping  or  squeezing  of  the  rubber  bulb  commenced,  when  the  finely 
crushed  fragments  will  be  heard  to  click  as  they  rush  along  the  tube 
and  can  be  seen  dropping  into  the  glass  bulb.  The  pumping  is 
continued  until  fragments  cease  appearing.  The  tube  is  then  re- 
moved and  the  bladder  searched,  and  if  fragments  are  found,  cnishing 
and  evacuating  are  continued  until  the  bladder  is  clean.  The  bladder 
IS  then  irrigated  and  left  partially  filled  with  boric-acid  or  salt  solution, 
which  should  also  flush  out  the  entire  urethra. 

For  very  hard  and  large  stones  it  is  sometimes  best  to  do  the  first 
crushing  with  a  fenestrated  lithotrite,  as  it  cuts  through  the  stone  more 
easily  than  a  non-fenestrated  instrument ;  but  it  should  be  remembered 
that  it  is  also  more  liable  to  injure  seriously  the  bladder  mucous  mem- 
brane ;  the  surgeon  must  therefore  exercise  the  greatest  care  in  the  use 
of  this  instrument,  avoiding  nipping  and  cutting  of  the  bladder  walls. 
If  a  stone  or  fragment  is  lodged  or  held  in  a  deep  post^trigonal  pouch, 
it  may  sometimes  be  worked  out  with  the  beak  of  the  lithotrite,  or  by 
elevating  the  pouch  with  a  finger,  or  a  rubber  bag  placed  well  up  in  the 
rectum  ;  elevating  the  hip  or  rolling  the  patient  on  his  side  will  some- 
times accomplish  the  same  result. 

Should  a  fragment  become  impacted  in  the  eye  of  the  tube,  it  must 
always  be  pushed  back  into  the  bladder  with  a  stylet,  then  crushed 
and  evacuated. 

For  children  wc  employ  lithotrites  of  about  No.  20  F.  and  even 
smaller  ones,  depending  upon  the  size  of  the  urethra ;  but  it  is  always 
best  to  select  the  largest  instrument  that  will  work  easily  in  the  canal. 

The  patient  is  given  an  opium  suppository  and  put  to  bed,  where  he 
is  kept  for  a  few  days  and  allowed  to  void  his  urine  naturally.  The 
bladder  and  urethra  are  washed  daily,  and  internal  medicine  given  as 
indicated  until  the  cystitis  is  cured.  Should  the  operation  be  followed 
by  complications,  sucli  as  epididymitis,  urinary  fever,  prostatitis,  ure- 
thritis, etc.,  these  conditions  must  be  treated  as  described  elsewhere  in 
this  work. 

Chismore's  evacuating  lithotrite  (see  Fig.  99),  which,  as  its  name 
implies,  is  a  crushing  and  evacuating  instrument  combined,  is  some- 
times of  service  in  grasping,  crushing,  and    evacuating  the  last   frag- 
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ment.  Tl»r  slmft  f»f  the  mule  blade  is  hollow,  with  an  aspirating  or 
tnTiciiiitiiig  huttli"  at  tattled  to  its  proximal  einK  whilo  the  distal  vm\ 
opens  at  the  heel  of  the  blade,  so  that,  wlit^ii  tfi*'  bla<!es  are  separated 
or  opened    and   aspiration  eommences,   tla^   fragments  will   Ik*    rushed 
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Ctiismyre's  evueuating  UtholriU*. 

down  between  the  blades,  where  they  are  cauglit,  cruslied,  and  evac- 
uated. 

The  opemtor  should  ahviiyn  have  two  or  three  lithotritas,  a  full 
assortment  of  tubes,  two  e%'acuators,  and  a  searcher,  and  aln*  be  pre- 
pared to  <lo  a  cutting  operation  should  it  prove  necessary.  There  are 
many  varieties  of  lithotrites,  tubes,  and  evacnators ;  hut  as  Bigelow's 
instruments  (and  for  special  indications  CliismoreV)  are,  in  the  writer's 
experience^  so  much  superior,  a  description  of  tlu*  others  is  <lef-med  un- 
necessary, since  they  are  merely  motliticatioug  of  Dr.  Bigelow^s  original 
instrnnients. 

Perineal  Lithotomy, — ^In  child  nvn  the  stone  maybe  removed  by  the 
perineal  incision,  provided  litliolaimxy  is  absolutely  contniindieated  and 
the  surgeon  docs  not  deem  a  sunnipubic  cystotomy  advisable.  In 
adults,  liowever,  the  j>erineal  route  should  never  be  employed^  as  it  is 
far  inferior  to  either  iitholapaxy  or  suprapubic  cystotomy,  on  account 
of  the  delicate  stnictures  at  and  around  the  vesical  neek,  which  may 
be  cut  or  bruised,  either  l>y  the  knife  or  forceps,  or  in  the  forcible 
withdrawal  of  the  ealeiiliis.  Hemorrhage  is  liktdy  to  be  severe, 
aud  sometimes  difficult  to  control  on  account  of  tlie  dej)th  of  the 
wound. 

In  j>erineal  lithotomy  the  bladder  is  reached  by  a  perineal  incision, 
either  lateral  or  median*  The  teehnic  of  the  perineal  operations  is  not 
descril>cd  in  detail,  as  the  author  considers  them  most  inadvisable  and 
not  to  bf*  employed,  for  the  reasons  stated  above. 

Lateral  Lithotomy. — The  piticut  being  in  the  lithotomy  position,  a 
curved  lithotomy  staff  with  lateral  groove  is  |>iissed  into  the  bladder 
against  the  stone  if  possible,  and  held  firmly  in  the  mcilian  line  by  an 
assistant,  who  at  the  .same  time  retracts  the  scrotum,  thus  fully  exposing 
the  ojiemtive  field.  An  incision  is  then  made  about  one  inch  in  front 
of  and  a  little  to  the  left  of  the  anus,  downward  and  outward  for  about 
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three  inches,  care  being  taken  not  to  wound  the  rectum ;  as  hemorrhage 
is  free,  the  vessels  should  be  caught  and  ligated  as  they  are  cut,  since  it 
is  very  essential  for  the  surgeon  to  have  a  dry  wound  in  this  operation. 
The  knife  is  now  thrust  into  the  groove  on  the  staff,  which  it  is  made  to 
follow,  thus  opening  the  neck  of  the  bladder  and  cutting  into  the  left 
lobe  of  the  prostate.  The  stone  is  now  grasped  with  the  forceps  and 
extracted  as  carefully  and  gently  as  possible,  so  as  to  avoid  unnecessary 
bruising  of  the  adjacent  structures ;  the  bladder  is  to  be  drained  and 
irrigated  in  the  usual  manner. 

Median  Lithotomy. — In  this  operation  the  cutting  is  done  on  a 
curved  lithotomy  staff  with  a  median  groove,  the  membranous  urethra 
opened,  and  a  finger  passed  into  the  bladder,  in  this  manner  dilating 
the  prostatic  urethra,  through  which  the  stone  is  extracted  with  forceps. 
The  subsequent  treatment  is  the  same  as  that  just  described  in  the 
lateral  operation. 

Suprapubic  cystotomy,  or  epicystotoray,  is  always  the  operation 
of  choice  when  litholapaxy  cannot  be  properly  employed.  By  this 
route  we  can  see  and  palpate  the  prostate  gland  and  remove  its  project- 
ing portions  if  they  encroach  upon  the  vesical  orifice ;  we  can  also 
see  and  remove  tumors,  or  incrustations  that  are  sometimes  found  on 
ulcerated  surfaces,  either  in  the  bladder  wall,  or  upon  areas  of  prostatic 
overgrowth,  or  tumor. 

Operation. — The  patient  is  etherized,  placed  flat  upon  the  back, 
with  head  and  shoulders  elevated,  or  in  the  Trendelenburg  ]K>sition,  and 
a  soft  catheter  passed  into  the  bladder.  A  collapsed  and  well-greased 
rectal  bag  (colpeurynter)  is  then  placed  in  the  rectum  by  a  trained 
assistant ;  the  bladder  is  irrigated  with  boric  acid  solution,  six  to  ten 
ounces  of  which  are  retained  by  tying  a  tape  around  the  penis.  The 
rectal  bag  is  slowly  distended  by  injecting  about  six  to  eight  ounces  of 
warm  water  through  its  tube,  which  is  then  clamped.  The  rectal  bag 
and  bladder  can  be  distended  with  air,  but  this  method  has  no  practical 
advantage  over  fluid. 

As  the  result  of  the  vesical  and  rectal  distention  the  bladder  rises 
up  from  the  jielvis,  thus  giving  the  surgeon  plenty  of  room  to  incise  its 
anterior  wall  without  wounding  the  fold  of  peritoneum  that  covers  this 
region  when  the  bladder  is  empty.  An  incision  is  now  made  directly 
in  the  median  line  upward  from  the  top  of  the  symphysis  for  about 
three  inches,  and  directly  down  until  the  prevesical  fat  is  exposed. 
This  must  never  be  torn  or  bruised,  but  rolled  gently  up  and  out  of  the 
way  with  the  finger-tip.  The  anterior  bladder  wall  is  now  exiK)sed, 
and  through  it  on  each  side  of  the  median  line  are  passed  silk  sutures 
which  act  nicely  as  retractors,  and  between  which  is  made  one  clean 
cut  with  a  sharp-pointed  knife.     As  the  fluid  gushes  out  of  the  wound 
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the  stone  is  ciircfully  caught  with  straight  or  curved  stone-forrqts  fse^e 
Fig.  IDO)*     If  the  stone  is  Ukj  hirge  to  k'  removed  iiieely  t!i rough  the 
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Curved  ji tone  forceps. 

supnipiibic  wound,  it  shouhl  hr  eruslicd  with  ft^rceps  and  taken  out 
]ueeemeul  in  ii  genUt*  innnuer,  great  care  lieing  taken  not  to  injure  the 
cut  bladder  edgt^  au*!  the  wound  snrfiioes  in  geueraL  This  step  in 
the  o|^ratioD,  if  damage  is  tlone,  will  lead  to  more  or  less  prevesical 
sloughing  and  necrosis,  with  perhaps  pus  formation.  The  bladder  cav- 
ity and  prostate  are  then  explored  by  the  aid  of  artificial  light,  and 
abnormal  conditions  eorrected  if  deemed  advisable. 

The  bladder  is  washed  antl  drainrd  by  njcans  of  a  large  soft-rubber 
tube  with  two  eyes,  and  its  edges  are  sewed  lightly  around  tlie  tube,  thus 
preventing  escape  of  urine  into  the  prevesical  space.  The  ends  of 
the  wound  are  closed  by  deep  sutures,  but  its  centnd  portion  is  left 
ojien  and  lightly  packed  with  strips  of  sterile  gauze,  wliieh  will  prevent 
leakage  or  secretion  escaping  into  the  prevesical  space.  In  a  day  or 
so,  a  smaller  tube  is  sul>stitnte<:l,  and  as  soon  as  possible  all  drainage 
removed  and  the  wound  allowed  to  granulate,  which  it  always  will 
if  proper  eare  is  exereiseil  by  iIjc  surgeon.  A  tight  stricture  or  an 
abnormally  small  meatus  will  for  obvious  reas<ms  interfere  with  the 
proper  healing  of  the  wound,  and  they  should  therefore  receive  jjroper 
treatment  before  the  (*jwr4tion. 

Many  elaborate  methods  for  &u|jrapubic  drainage  are  descrilied,  but 
the  single  tube,  connected  to  a  long  rubber  tulx^  by  means  of  a  glass 
coupler,  and  terminating  beneath  the  bed  in  a  bottle  one-quarter  tilled 
With  bichloride  solution,  will  nteet  all  the  requirements  i^f  these  cases. 

The  cystitis  which  complicates  stone  is  treatcil  in  the  usual  manner 
by  internal  and  local  medication,  until  the  patient  passes  clear  urine  in 
a  normal  manner. 

VESICAL  TUMORS. 

Bladder  tumors  are  either  l>enign  or  malignant  in  character,  the  former 
including  papillonias,  or  villous  tumors  (see  Plate  XVL),  adenooias,  fibro- 
maSj  cysts,  and  myxomas;  and  thr  latter  e^ircinomas  (see  Plate  XVI I.)^ 
sarciimas,  and  mixed  tumors.  The  majority  of  bladder  growths  are 
malignant,  a  fact  wliich  should  l>e  Ijorne  in  mind  by  the  surgeon  when 
making  a  prognosis  and  advising  a  plan  of  treatment.     As  a  mle,  they 
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are  sitiuitotl  at  the  base  of  the  blndtler,  but  may  ocfiir  on  any  por- 
tion of  its  wall??,  to  ^vllich  they  are  iittisrhed  eitlier  by  well-iiiarketl  peili- 
cles  fir  HatteiR'd  bases.  They  may  appear  at  ahiiost  any  age,  but  ilsu- 
ally  are  eiieountei*<^<l  after  mi<li!le  Hie.  Papilloma  is  the  commonest 
ftirm  of  Ijeiii^n  growth,  wliile  carrinoma  represents  tlii-  iij^iial  type  of 
ni  u  1  ign  a  1 1  tcl  i  sease  ( ^^ee  F  tg .  101), 

SynLptoms. — ^Thc  ^^ymptoms  of  bladder  tumor  yary  greatly,  as  a 
result  of  tlie  situation  of  tlie  growl h  and  wlietlier  it  be  benign  or 
malignant.  A  papilloma  on  the  bladder  wall  may  exist  for  years  with- 
out the  patient's  knowledge,  whereas,  if  it  was  seatcM]  on  the  trigonum 
or  near  the  vesiral  orifiee,  there  would  be  more  or  Irss  frecpieiiey  in 
urination  w^ith  perhaps  hieniaturia  and  rK'easional  interruption  of  the 
stream,  Carei nomas  and  sareomas  usually  make  their  presence  knowo 
by  ]iain,  irritation,  and  the  final  development  of  eystitis.  Hemorrhage 
may  be  trifling  or  so  free  as  to  exhaust  the  sutferer,  who  apparently 
passes  large  amounts  of  bright-red  bhxid.  If  coagulation  occurs  ie 
the  l>lad<ler,  the  vesical  orifiee  is  liable  to  Ijeeorae  cxieluded  with  clots, 
tlins  causing  retetrtion  and  great  suHering,  Thi-  bleeding  may  cease  for 
days  at  a  time,  and  then  suddenly  ix-cur  without  apparent  cause,  and 
as  suddenly  stop  for  a  longer  or  shorter  [leriod.     The  passage  of  clots 
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od  small  fragments  of  tumor  by  way  of  the  urethra  often  causes  the 
jtient  great  pain  and  distress,  unless  they  are  ex|>elled  without  ob- 
truction. 


AFFECTIONS  OF  THE  BLADDER. 

Diagnosis. — TIjo  *liij|^in)sis  of  vesical  tumor  is  arrivetl  at  by  a  oare- 
ful  coTisiileratinu  uf  ll»c  history  of  the  case  and  tlic  condition  of  the 
pulifiit,  in  ri'ganl  to  the  pain,  frctjueney  in  urination,  and  hemorrhage, 
A  rectal  exploration  will  cxchidc  tronljle  in  the  prostate,  vesicles, 
and  anipuilio.  A  microscopic  oxanii nation  of  the  nrine,  lilcxxl-elots, 
and  cs|)eeially  the  small  fragments  of  neoplasm  pas??ed  by  the  urethra, 
will  he  m<»st  valuable  in  establishing  a  correct  diagnosis.  It  h  there- 
lore  desirable  tt>  have  tliese  jiatients  urinate  into  a  vessel  and  to  save 
all  such  masfses.  If  the  nrine  or  the  injected  fluid  can  be  k(*pt  fairly 
clear,  either  by  irrigation  of  the  bladder  i>r  the  irrigating  cystoscope, 
much  valuable  aid  will  be  given  by  a  cysto.scopic  examination  of  the 
viscus,  which  shows  the  size,  situation,  and  general  make-up  of  the 
growth,  and  whether  it  is  ptM^bmculatcd  or  sessile,  and  if  it  is  covered 
with  an  incrustation  of  nrinary  Siilts,  which  latter  condition  gives  a  most 
beautiful  eystoscojjic  picture  in  the  bright  illumination  of  the  electric 
light.  In  some  cases  the  contact  of  the  beak  of  the  cystoscope  will  start 
sudden  oozing  of  blooil  from  the  surface  of  tlie  tumor,  while  in  otliers 
the  mass  can  be  touchetl  with  imjjunity,  U  bleeding  Ijc  so  profuse 
that  the  cystoscope  cannot  be  employed,  the  mass  can  sometimes  be  felt 
witli  a  stone-searcher  or  catheter  passed  gently  over  the  entire  sur- 
face of  tlie  bladder  mucous  membrane.  Sliouitl  this  mctlawJ  fail  and  a 
tumor  be  suspected,  an  exploratory  supmpubic  cystotomy  will  reveal 
the  true  couflition.  iii manual  palpation  is  only  of  aid  when  the  tumor 
is  very  large  and  Hrm. 

Treatment. — Vesical  growths  should,  as  a  rule,  be  removei]  for  the 
follow^ing  reasons :  they  arc  liable  to  malignant  degeneration,  to  Iw?  tlie 
cause  of  serious  and  even  iatal  hemorrhage,  and  they  are,  as  a  rule, 
sooner  or  later  complicated  liy  a  cystitis  which  in  time  may  travel  up 
the  ureter  and  infect  the  kidney.  Should  radical  ofieration  be  out  of 
the  *|ucstit)n  or  refused,  the  surgeon  may  endeavor  to  check  the  hemor^ 
rhage  with  bladder  irrigations  of  hot  alum  or  nitrate  of  silver soluti<»ns, 
combined  with  ergot  or  gallic  acid  taken  by  the  mouth,  the  ]>atient  being 
kept  in  bed  and  4juleted  by  the  guard ihI  use  of  co<leine,  opium,  or  mor- 
phine. If  there  h  much  tenesnuis,  with  clotting,  it  is  well  to  drain 
the  bladder  by  means  of  a  large  urethral  catheter  having  one  or  two 
good-sized  eyes. 

Hupmpnbic  cystotomy  (nee  page  385)  is  always  the  o[K'nition  c*f  choice 
in  these  cases,  as  it  enables  the  surgeon  to  see  the  entire  bladder  mucous 
membrane.  The  wound  should  be  w'ell  retracted,  and  on  slightly  elevat- 
ing the  head  and  shoulders,  and  thus  relaxing  the  abdominal  muscles, 
a  larger  working  field  than  is  atfoi*ded  by  the  Trendelenl)in*g  position  is 
obtained.     The  base  of  the  bladder  may  be  elevate*!  by  the  rectal  bag. 

Perineal   cystotomy  has  its  advocates,  as  has  also  the  removal  of 
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tumors  by  the  so-called  operating  cystoscopes;  but,  as  neither  of 
these  methods  has  any  practical  advantages,  they  are  not  to  be  com- 
mended or  employed. 

If  the  tumor  has  a  well-marked  pedicle,  it  should  be  cut  off  with  long 
curved  scissors  at  its  junction  with  the  bladder  wall ;  if,  on  the  other 
hand,  the  tumor  is  sessile  and  malignant  in  character,  more  or  less  of 
the  bladder  wall  must  be  resected,  in  order  to  include  if  possible  all  of 
the  infected  tissue.  In  some  cases  it  may  be  necessary  to  make  a  very 
extensive  resection  of  the  bladder,  with  perhai)s  transplantation  of  the 
ureter.  It  is  always  a  grave  question,  however,  if  such  a  radical 
procedure  is  warranted  by  the  results. 

The  tumor  having  been  removed  and  hemorrhage  controlled  by  the 
Paquelin  cautery,  hot  irrigations,  and  packing,  the  bladder  is  drained 
by  two  suprapubic  tubes,  or  one  suprapubic  and  one  perineal  tube, 
according  to  the  requirements  of  the  case.  The  bladder  wall  is  sewed 
tightly  around  the  drain,  but  the  wound  in  the  soft  parts  should  be  left 
open  and  drained  with  strips  of  sterile  gauze,  which  will  absorb  any 
urine  or  fluid  accumulation  which  tends  to  escape  into  the  prevesical 
space.  The  tubes  arc  removed  as  soon  as  possible  and  the  wound 
allowed  to  granulate  from  the  bottom.  The  bladder  is  kept  clean  by 
warm  and  non-irritating  irrigations,  and  the  urine  rendered  bland  by 
internal  medication  according  to  its  reaction. 

TUBEBOULOSIS. 

Although  vesical  tuberculosis  may  be  primary,  yet  in  the  vast  major- 
ity of  cases  it  is  secondary  to  and  associated  -with  similar  disease  in 
the  kidneys,  prostate,  seminal  vesicles,  or  epididymis,  the  infecting 
agent  (tubercle  bacillus)  coming  down  from  the  kidney,  or  passing 
upward  from  the  prostate  gland,  seminal  vesicle,  or  epididymis. 

Bladder  tuberculosis  may  occur  at  almost  any  age,  but  is  most  fre- 
quently encountered  when  the  sexual  organs  are  active — that  is,  from 
about  the  fifteenth  to  the  twenty-fifth  year.  In  some  instances,  the  suf- 
ferer gives  a  history  of  masturbation  or  a  previous  urethritis,  while  in 
others  there  is  no  evidence  of  antecedent  irritation  of  the  urinary 
tract. 

Sjonptoms. — As  vesical  and  prostatic  tuberculosis  are  usually  asso- 
ciated with  each  other,  the  symptoms  are  more  or  less  complex,  depend- 
ing upon  the  advancement  of  the  disease  in  either  one  or  both  organs. 
As  a  rule,  the  first  symptom  is  increased  frequency  in  urination,  which 
may  or  may  not  be  painful  and  followed  by  a  little  blood.  As  the  in- 
fection progresses,  the  urine,  which  was  at  first  clear,  assumes  a 
cloudy  appearance  caused  by  the  commencing  cystitis,  which,  as  it 
increases  in  severity,  gives  rise  to  frequent  and  very  painful  urination 
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Jay  ami  iii^4it,  each  a€t  iM^iiig-  followed  liy  jiainrul  teuesniu>.  Ilaema- 
ti(ria,  wliirli  is  rnarktHl  in  some  cases,  is  ]iractieal]y  absent  in  others. 
The  symptonis  are  really  those  ol"  a  very  aente  and  intense  gonorrheal 
n ret lu'oeystitis.  As  tlie  tuhereiilar  process  involves  tlie  vesical  neck,  it 
may  cause  retention  in  sr*me  eases,  and  ineontiiienee  in  others,  owing  to 
irritation  wliich  it  produces. 

DiagBOsiB, — A  corre(^t  <li;i^niosis  can  usually  l>e  arrived  at  by  a 
urinary  examination  for  tnhcrele  haeilli,  a  rectal  exploration  to  ascer- 
tain the  involvement  of  tlie  prostate  and  seminal  vesicles,  and  lastly  a 
cystoscopic  ins|M'ction  of  the  l)ladder  ni neons  mendirane,  wiiich  reveals 
areas  and  spots  of  infiltration^  granulation,  somefimes  of  ecehymosis, 

Fio.  lfJ2. 
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and  later  of  ulceration,  which  is  nsuidly  annular  in  form  (sec  Fig.  102). 
Tlie  ulcers  may  be  single  or  multiple,  may  have  tlnekenetl  aud  under- 
mined edge«,  and  may  Ik?  sutxTficial,  or  so  deep  as  to  leiwl  to  perfora- 
tion.     The  bladder  walls  are  more  or  Ic^ss  thiekenetl  and  mughened. 
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and  the  capacity  of  the  viscus  is  diminished.  The  patient's  history, 
both  personal  and  family,  must  be  taken  into  consideration.  All  in- 
strumental examinations  in  these  cases  must  be  conducted  with  the 
utmost  care  and  gentleness,  since  traiimatism  of  any  kind  is  very  apt  to 
be  followed  by  an  acute  exacerbation  of  the  disease.  Cystoscopy  and 
sounding  should  therefore  never  be  employed  unless  absolutely  essential. 
Treatment. — These  patients  should,  if  possible,  be  removed  to  a 
suitable  climate,  and  receive  the  usual  constitutional  treatment  indicated 
for  tubercular  subjects.  By  internal  medication  we  should  try  to  render 
the  urine  as  bland,  aseptic,  and  non-irritating  as  possible.  In  regard  to 
the  local  treatment  of  these  cases  by  bladder  irrigations  or  surgical  in- 
tervention, there  is  a  great  diversity  of  opinion,  the  majority  being  in 
favor  of  trusting  to  climatic  change  and  constitutional  treatment  until 
conditions  arise  that  demand  temporary  surgical  relief,  as,  for  example, 
suprapubic  drainage  when  tenesmus  becomes  constant  and  unbearably 
painful,  rather  than  to  undertake  any  radical  operation  with  a  view  of 
eliminating  a  disease  which  has  already  attacked  the  surrounding  struct- 
ures and  cannot  therefore  be  wholly  eliminated  by  the  knife.  As 
the  patient's  suffering  increases  opium  must  be  employed  in  a  careful 
and  intelligent  manner,  always  bearing  in  mind  that  it  may  have  to  be 
used  for  a  long  time.  Among  bladder  irrigations,  iodoform  in  emul- 
sion, and  bichloride  of  mercury  in  watery  solution,  hold  first  place,  but 
must  not  be  employed  without  due  thought  and  consideration.  The 
local  treatment  will  be  indicated  by  the  character  of  the  urine,  the 
stage  of  disease,  and  the  involvement  of  adjacent  organs. 

CYSTOSCOPY. 

The  illumination  of  the  bladder  and  its  visual  examination  by  means 
of  the  electric  cystoscope  is  undoubtedly  of  the  greatest  value  in  diag- 
nosticating certain  diseased  conditions  of  that  viscus  and  also  of  the  kid- 
ney, but  it  must  not  be  used  in  a  routine  and  haphazard  manner,  nor  em- 
ployed until  we  have  endeavored  to  make  the  diagnosis  by  the  usual 
methods.     Then,  theca.se  demanding  it,  cystoscopy  should  be  practised. 

The  patient  is  placed  on  his  back  with  knees  flexed  and  widely  sep- 
arated, and  then  under  local  or  general  anajsthesia  a  suitable  cystoscope 
(see  Fig.  103),  and  one  to  which  the  surgeon  is  accustomed,  anointed 
with  glycerin,  is  passed  into  the  bladder,  the  electric  current  turned  / 

on,  and  the  surgeon,  sitting  on  a  low  stool,  examines  every  i^rtion  of  / 

the  vesical  mucous  membrane  and  the  orifices  of  the  ureters,  from  which 
either  the  urine,  blood,  or  pus  can  be  seen  to  escape  every  few  seconds. 
Tumors,  project! nji;  j)rostatic  overgrowths,  stones,  foreign  bodies,  ulcera- 
tions, trabeculiB,  diverticula,  etc.,  can  be  seen  and  studied  by  the  prac- 
tised eye ;  but  the  cystoscopic  picture   will  be  very  confused  and  in-   / 
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definite  to  ihe  beginner,  wiio  sliould  first  acquaint  himself  with  the  con- 
dition of  the  normal  bladiler  Ijefore  he  tries  to  .study  patlioloirieal  con- 
ditions. For  a  satisfactory  examination,  the  following  conditions  are 
necessary  :  a  urethra  that  will  admit  at  least  a  No.  22  French,  a  bladder 
containing  from  four  to  six  ounces  of  clear  urine,  or  the  same  amount 
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of  a  clear  solution,  or  a  solution  that  can  be  kept  clear  by  means  of  the 
irrigating  cystoscope  (see  Fig.  103).  The  examiner,  and  especially  the 
beginner,  must  always  bear  in  mind  the  above  practical  points,  and  not 
undertake  a  cystoseopic  examination  in  a  contracted  bladder  whose  con- 
tents arc  rendered  opaque  by  the  admixture  of  pus  or  Ijlood  arising 
from  either  kidney,  bladder,  or  prostate*     (See  Plate  XVIII.) 

VARIOUS  STRUCTTTBAL  CONDITIONS. 

The  bladder  may  be  absent  in  part  or  in  its  totality,  the  ureters 
opening  into  the  rectum,  vagina,  urethra,  or  other  abnormal  load i ties. 
In  fact,  this  viseus  may  be  malformed  or  malplaced  in  a  great  variety  of 


EXPLAITATION   OF    PtATE   XVII L      (  After  NiTZE.  ) 

Fig,  1  represents  the  mucous  membrane  and  the  aiTangemeDt  of  the  vessels  in  the 
beftltby  bljidder. 

Fig.  2  represents  a  oondition  which  is  very  frequendj  found  and  is  abnftBi  lypicaJ; 
both  lateral  IoIich  are  bypertropbic  and  form  birge  nymnietrical  pHnnioeTioeh  enerottcliing 
Upm  tbe  inleriwr  of  tbebbidder;  tbe  inlemal  onliet' ih  siluatcti  WHWi-cn  \\\kim.  At  the 
point  of  the  uiigli."  n  CTiiall  piece  of  mucus  ik  Been  adlierenl. 

Fig,  3.  Phtuwpbaiic  eoncTetion  fruui  a  ptitient  feuOo ring  from  p roata tie  disease ;  to  the 
right  a  part  of  ilie  by|ierlrt)phic  fold  of  tbe  inlernnl  oritice  Is  men. 

Fig.  4.  Showing  a  uric  arid  ctik-ulus  and  in  the  iipi>er  part  of  tbe  figure  the  furrowed 
miieou*!!  memhrane  of  the  Ihwr  of  tbe  bhiddcr. 

Fig.  5.  Showing  villous  linnor  of  the  bhidder. 

Fig.  6-  Recent  niiliarj'  tuberclet^  frinji  tbe  bladder  of  a  patieat,  aged  fortY-three» 
forming  groiifw  of  pnuili  gbdiular  n<Hbdt^  arrj:Jige<l  very  mueb  like  vesiclcfi  in  berpca. 
Tbey  iire  ^^iifliLieiitly  di^tinguii^bed  from  ibe  oiherwi^  healthy  mucous  mcmbiaiie  hy  their 
dull-phttk  color. 


EXTENSJVE  RUPTURE  OF  BLADDER, 
showing  peritoneal  surface. 


1 

PLATE  XX. 

RUPTURE  OF  BLADDER, 
from  within. 

L 
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ways,  but  it  must  be  remembered  that  these  conditions  are  extremely 
rare. 

Exstrophy. 

Exstrophy,  or  extroversion  of  the  bladder  (ectopia  vesicae),  is  due 
to  lack  of,  or  insufficient  development  of,  the  anterior  abdominal 
walls  and  the  symphysis  pubis ;  the  anterior  wall  of  the  bladder,  the 
posterior  wall  with  the  ureters  is  pushed  forward  and  bulge  out  of 
the  abdominal  opening.  In  these  the  urine  trickles  out  over  the  sur- 
rounding integument,  and  it  becomes  reddened  and  excoriated.  The 
patch  or  piece  of  bladder  mucous  membrane  is  usually  intensely  con- 
gested, sodden,  and  bleeds  readily  on  manipulation.  The  testes  may  be 
present  in  the  scrotum  or  they  may  be  retained.  In  some  cases  there 
is  a  complicating  hernia.  The  deformity  is  more  common  in  the  male, 
in  whom  it  is  usually  associated  with  epispadias. 

Treatment. — The  object  to  be  attained  in  t\w  treatment  of  these 
cases  is  the  colk>ction  and  removal  of  the  urine  without  irritating  the 
integument  and  soiling  the  clothing.  This  can  be  more  or  less  per- 
fectly accomplished  by  the  use  of  a  suitable  urinal,  which  should  be 
worn  day  and  night,  or  a  plastic  operation  may  be  jwrformed,  either 
with  or  without  transplantatiim  of  the  ureters.  If  the  cleft  is  very 
wide,  a  flap  of  the  integument  from  the  al>dominal  wall  (Woocl's 
operation)  can  be  utilized  to  form  a  new  anterior  bladder  wall.  In  this 
event  the  hair-follicles  should  l>e  previously  destroye<l,  since  the  pres- 
ence of  hairs  would  naturally  favor  the  development  of  stone,  and 
thus  add  to  the  patient's  distress.  If,  however,  the  cleft  is  not  too 
broad,  the  best  results  follow  suturing  of  the  edges  or  borders  of  the 
bladdetr  wall  together,  as  this  gives  us  a  viscus  which,  although  very 
small,  is  lined  with  mucous  membmne  and  it  can  be  fitted  with  an  ap- 
paratus which  collects  the  urine  from  an  opening  in  its  most  dependent 
part. 

TRAUMATISMS. 

The  bladder  may  be  punctured,  incised,  torn,  or  contused,  as  a 
result  of  gunshot-wounds,  stab-wounds,  fracture  of  the  pelvis,  and 
general  injuries.  These  accidents  are  much  more  liable  to  occur  when 
that  viscus  is  distended  and  elevated  than  when  it  is  empty,  contracted, 
and  deeply  seated  in  the  pelvis  behind  the  symphysis. 

Rupture  of  the  Bladder. 

A  distended  bladder,  the  result  either  of  violence  or  of  pathological 
changes  (weakness)  in  its  walls,  may  rupture ;  the  rent  being  more  fre- 
quently intraperitoneal  than  extraperitoneal.  (See  Plates  XIX.  and 
XX.) 

Sjrmptoms. — If  the  patient  is  not  intoxicatetl  at  the  time  of  the 
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acddent  (uthI  lie  vory  IrcqiieiUly  is),  lie  ron^plains  of  a  snrldeii  pain,  or  as 
if  Konielhing  ImJ  **  broken  *'  or  **gr\M^n  iiway  "  in  the  siiprapiihie  region. 
Thin  Is  quickly  followrrl  by  a  (toiislant  and  irujM?rative  desire  to  urinut^, 
wliicb  when  attenipte<l  is  JV^id(^<s.  TIm/ patient  finsse.s  blo<xl  and  a  little 
!irin4%  or  notliin^  at  all,  l>nt  eiicli  act  is  followed  Uy  severe  tenesmus.  If 
tbe  nature  of  the  injury  ik  not  recro^^nized  and  pro|>er  treatment  em- 
ployed, the  patient's  eondilion  ^rows  gnubiaily  worse  until  be  passes 
into  a  state  of  j^hockj  and  fiually  snecundjs  from  septie  {jeritonitis  or 
pel  vie  rellulitis,  as  the  urine  iu  ttiese  cases  is,  as  a  nde,  not  normal 
(sterile)*  If,  on  the  other  hand,  the  treatment  is  pr^mipt  and  effieient, 
tlie  patient*s  ebanees  are  mueb  better  ;  but  the  prognosis  is  always  grave, 
cspeeiidly  in  intnij>eritruieid  cases  \vitb  entriince  of  septie  urine  into  the 
peritoneal  cavity. 

DiaiplOStS. — The  previous  histoiy  and  present  condition  having  I n^en 
carefnlly  erjusideretl,  the  alidonieu  is  palpated  anil  tbe  rectum  exam- 
ined, Tbe  former  procedure  will  aiil  us  in  extraperitoneal  rnpture,  and 
the  latter  in  the  iutniperitoneal  variety,  when  there  will  be  more  or 
less  tumefaetion  in  Douglas's  eid-de-siic  and  tbe  adjacent  tissues.  The 
blatlder  walls  can  then  be  examined  with  tbe  aid  of  a  gum-elastic  or 
silver  catheter,  whicb  if  tbe  eye  is  not  occluded  with  a  clot  may 
allow  of  tbe  escape  of  blood  or  Ijloixly  urine*  It  may  liappen  that  the 
prnnt  of  tlte  catheter  may  catcb  in  a  rent  or  tear,  or  even  pass 
through  it.  Tbrough  this  ciitheter  a  known  quantity  of  warm  sterile 
sidt  sobiti(vn  can  he  gently  injected,  and  if  tire  same  amount  is  not 
witbilrawuj  the  missing  quantity  must  have  es*'aped  into  tlie  surround- 
ing tissues  or  peritoneal  cavity.  This  test  is  not  to  l>e  relic*!  U|H)n 
absolutely,  as  the  catheter  may  become  plugged  with  clots,  tbe  tear 
may  be  so  made  that  the  bhukler  will  bohi  tluid  unless  great  force  is 
used,  or  the  w^ound  may  have  been  closed  quickly  by  plastic  exudation. 
Cystoscopy  is,  as  a  rule,  of  little  aid  on  aecount  of  tbe  liemorrhage. 
The  above  metluuLs  having  faileii  to  establish  a  correct  diagnosis,  the 
patient  is  etherizinl  and  an  explonttory  suprapubic  cystotomy  per- 
formed (see  page  385),  when  the  surgeon  can  make  a  vijsual  examinatioa 
of  tlie  biaddtT  surface,  and  locate  the  injurv. 

Treatment* — Wlien  tin*  rent  iu  the  biadtler  wall  is  extraperitoneal, 
it  may  l>c  closed  and  the  patient  ciitheterized  continuously;  or,  better 
still,  it  may  be  left  open  and  dniined  by  the  ordinary  suprapubic  method  ; 
the  prevesical  sjiace  being  tightly  packtH]  with  gauze,  wljicb  prevents 
infiltration  into  the  surrounding  tissues.  Thorough  eleansing  and 
dniinage  of  tbe  prevesical  space  are  most  imiK>rtanl ;  iherefore  the  sur- 
geon should  always  be  on  tire  lookout  for  signs  of  burrowing  or  sup- 
puration in  this  an<l  the  perineal  region.  If,  however,  the  rent  is 
intraperitoneal,   lajmrotomy  should  be  iierformcd  and  the  tear  in  the 
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bladder  wall  should  be  tightly  closed  by  several  interrupted  sutures,  so 
as  to  prevent  further  leakage  of  urine  into  the  peritoneal  cavity.  Ex- 
isting conditions  are  treated  according  to  general  surgical  principles, 
and  the  abdominal  wound  closed,  except  at  its  lower  portion,  which 
should  be  left  open  and  drained  with  strips  of  gauze.  The  bladder  is 
to  be  drained  for  a  few  days  by  means  of  a  permanent  urethral  catheter 
or  i>erineal  tube,  through  either  of  which  it  should  also  be  gently 
irrigated. 

FOREIGN  BODIES. 

Foreign  bodies  gain  access  to  the  bladder  either  by  way  of  the 
urethra  or  through  its  walls  as  a  result  of  injury  or  ulceration.  Sexual 
perverts  not  infrequently  introduce  hair-pins,  pieces  of  shoe-lace,  straw, 
pencils,  pen-holders,  long  pieces  of  wax,  and,  in  fact,  all  kinds  and 
varieties  of  articles,  with  the  view  of  gratifying  their  abnormal  sexual 
cravings.  The  ends  of  catheters,  bougies,  etc.,  may  break  off  in  the 
bladder,  and  therefore  the  surgeon  should  always  see  that  these  instru- 
ments are  in  good  condition  before  introducing  them.  As  a  result  of 
injury,  bullets,  missiles,  bits  of  shell  and  bone,  clothing,  etc.,  may  enter 
the  bladder.  Solid  articles  swallowed  accidentally  by  patients  have 
been  known  to  pass  from  the  intestine  to  the  bladder  by  ulceration  of 
their  walls. 

The  Sjrmptoms,  which  may  be  absent  or  trifling  at  first,  soon  become 
marked,  as  the  foreign  body  is  rapidly  incrusted  with  urinary  salts, 
causing  the  usual  symptoms  of  stone. 

The  diagnosis  is  readily  made  from  the  history  of  the  case  and  the 
symptoms,  followed  by  exploration  of  the  bladder  with  a  stone- 
searcher,  and  the  electric  cystoscope  if  the  surgeon  cares  to  see  the 
shape  and  conformation  of  the  foreign  body,  since  this  information  will 
aid  him  greatly  in  the  choice  of  operation. 

Treatment. — If  the  object  is  small  and  soft  or  brittle,  it  may  be 
caught  with  a  lithotrite  and  removed,  or  crushed  and  evacuated  as  in 
litholapaxy.  If,  however,  this  plan  of  treatment  is  contraindicated, 
the  bladder  can  be  opened  either  by  a  small  suprapubic  or  by  a  perineal 
incision.  Special  instruments  for  the  removal  of  foreign  bodies  have 
no  advantages  whatever  over  the  above  method,  and  are  therefore  not 
described. 


CHAPTER   XIX. 

AFFECTIONS    OF    THE    URETERS, 

The  ureters  may  be  double,  multiple,  or  absent ;  they  oiay  pursue 
an  abnormal  course,  emerging  from  any  part  of  the  kidney  other  than 
its  inner  border,  and  terminate  extravcsically.  Their  calibre  may  be 
diminished  or  occluded  by  stone,  rttrieture^  or  valve-like  fokk.  They 
may  be  the  seat  of  tumors,  iistulfe,  or  tubei-eulous  disease. 

THE  SHAPE  OF  THE  URETEE. 

The  ureter  is  not  a  uniform-calibred  tnWj  but  consiiits  of  ureteral 
dilatations  and  constrictions.  Calculi  k>dge  at  the  ureteral  isthmuses  or 
constrictions,  as  well  as  at  the  tarns  of  Hexions.  The  following  facts 
are  taken  from  Byrou  Robinson's  essay  on  the  shajK^  of  the  ureter  (see 
Fig.  104) :  ' 

Fig.  1  illustrates  the  shape  of  ten  ureters  distende<l  with  paniffin, 
demonstrating  {a)  the  three  ureteral  dilatations,  spindles  (reherv(ut*s)  (2,  4, 
6);  {b)  the  three  constrictions^  sphincters  (3,  5,  7),  an*!  (/*).  The  spirality 
was  notetl  while  distending  the  ureters  with  melted  paraifin.  Tlie  free 
ureter  would  rcjtate  from  riglit  to  left  alniut  two  circles. 

Nos.  1  (left)  and  2  (right) ;  man,  aged  furty-six  years.  This  pair 
show  the  kdt  calcvces  (1,  1)  dilatetl  and  a  well-4level(»piM:I  ju-lvis  (2), 
The  left  [*roximal  ureteral  istlimus  (3)  well  marked  and  dibtalward 
locatei!  ;  the  right  (3)  indistinct  and  elongated,  less  constricted.  The 
left  Inmlmr  spindle  (4)  the  most  pn^minently  developed  and  the  more 
distahvard  locute<L  The  middle  isthmuses  (5,  5)  moderately  marked. 
In  each  ureter  two  pelvic  spindles  {t>,  6)  exist*  The  distal  i>lhmuses  (7, 
7)  were  less  in  lumeu  than  tlie  proximal  (3,  3), 

The  left  ureter  (1)  presented  five  well-marked  spina!  ridges  i*rHJeeting 
in  the  nretcml  hmien.  All  ureteral  dilatations  are  more  prominent  iu  the 
left.     The  left  ureter  (1)  was  one  inch  longi>r  than  the  riglit  (2). 

Tiie  left  u rioter  (1)  is  complete — /.  r.,  it  presents  fvur  calyces  (I,  1), 
pelvis  (2)»  ureter  proper,  and  the  renal  artery  lying  on  the  ventral  sur- 
face of  the  calyces  and  jielvis.  The  calyces  and  jii-lvia  were  the  result 
of  cfjrrosion  process,  Nos,  3  (left)  and  4  (right),  woman.  This 
pair  shows  well-marked  right  calyces  (1,  1),  well-<levclop<*d  oval  pelvis 
(2),  and  distinctly  marked  right  narrow  proximal  istlimus  (3).     Promi- 


TUt'  fijrrn  of  I  he  ureter.    {From  Ryron  Robinson,) 

No,  6  (left),  lumbar  spindle  (4)  and  two  .short  pelvic  spindles  (6,  6). 
No.  G  (riglit)  sliovvs  slnirt  nurrovv  proximal  ibtlnniLs  (;i).  Two  liirge  and 
one  small  lumbar  spindle  {4)|  narrow  middl*j  L^thmui*  (5),  a  short, 
\V€'ll*marktHj  pelvic  s|»indle  (G).  No?*.  7  (left)  and  8  (riglit),  mau,  aged 
forty-six  years.  Tliii^  pair  shows  moilerately  deveh^|>e4l  ealycen  (1,  1), 
double-armed,  slightly  develoiMpd,  rounded  pelvis  (2^  2).     Marked^  but 
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d  18 tally  l<K'ate(I  proximal  L^thimists  (*i,  ?»).  Short,  but  marker^  lumbar 
spindles  (4^  4),  ModeraUdy  markfd  middle  ii^tlimus  (5,  5).  Twu  un- 
equally sized  pelvic  spindles  ou  each  side  (6,  6).  DisUil  Isthmuses  (7,  7) 
al)ont  ef|ual  in  lumen  to  the  proximal  (3»  3).  Nos.  9  Oett)  ami  10  (right), 
woman,  aged  torty-uiiie  yeiirs.  Tlus  pair  shows  moderately  deveh^pitl 
flattened  right  pivis  (2).  Indistinet,  elougateil,  proximal,  ureteral  isth- 
muses (3,  3).  Slightly  develoixMl  left  hunhiir  spindle  (4),  but  more 
marked  right  one  (10).  The  middle  isthmus  is  hut  sliglitly  marked  on 
left  (5),  oil  the  right  more  marketL  The  right  {10}  slimvs  two  large  and 
one  small  pelvie  spindle  (6,  6).  Tlie  left  ureter  (tl)  shows  one  pelvic 
spindle  (6°).  The  distal  isthmuses  [1,  7)  are  less  in  cidibrc*  than  tlie 
proximaL 

TRAUMATISMS, 

The  ureters  are  sometimes  injured  as  the  result  of  gunsliot-  or  stab- 
wounds,  or  general  injuries ;  or  during  surgieal  operations  they  may 
l>e  jKirtially  or  eompletely  severed* 

Treatment. — If  a  diagnosis  can  be  made  (au<l  this  is  usually  a  dif- 
ficult task  unless  the  ureter  is  injured,  at  the  time  of  au  operation),  the 
opening  in  the  tube  may  be  closed  by  suture.  If,  on  the  other  hand, 
the  tube  is  more  or  less  completely  severed,  its  eontiuuity  can  be  restored 
by  anastomosiri{vau  Hookas  operation),  the  ureter  Ijeing  ai>proaehed  and 
exposed  either  cxtrapritoneally  or  intrajwritoneally,  according  to  the 
cause  of  the  injury  and  the  hx^atiou  of  the  wound. 

URETERITIS. 

This  condition  may  be  caused  by  tlie  direct  upwartl  extension  of  dis- 
ease from  tlie  bladder,  or  downward  from  tlie  kidmn'  (cystitis,  tubercu- 
losis, pyelitLs),  but  is  so  obseured  by  the  bladder  av  kidney  symjvtoms 
that  its  existence  is  rarely  recognized  and  its  tj-eatment  is,  as  a  rule,  a 
matter  of  spceulation. 

STRICTURE  OP  THE  URETER. 

This  condition  has  been  diagnosticated  and  treated  by  means  of 
uretenil  catheters  and  bougies  passetl  from  below  upward  through  the 
uretend  orifiee  or  through  an  incision  into  the  continuity  of  the  tube, 

STONE  IN  THE  URETER. 

It  sometimes  happens  that  a  renal  ealcidus  bei;omcs  impacted  in  the 
ureter;  but,  as  a  rule,  after  a  sharp  attack  of  kidney  colic  the  8tone 
enters  the  bladder,  where  it  remains  and  enlarges,  or  is  jx»<?iH^d  by  the 
urethra  (see  Fig,  105).  The  diagnosis  is  to  Ix*  made  from  the  history 
of  the  acute  onset  of  kidney  eolie,  followed   by  hydrouephiT^sis  or  pvo- 


cases.     Abdominal  ijalpatiou  and  rectal  exaiuhiation  will  be  of  aiJ,  as 
will  also  a  qiiaiititativc  and  (jualitativo  t'xamiuation  of  the  urine. 

Treatment — ^Tlie  patient  should  be  put  in  a  hot  sitz-hath»  ^iven 
rectal  injections  of  hot  saline  j^vlution,  and  enough  morphine  hyix»der- 
mically  to  rtjlieve  pain.     If  urinatiuu  be  imixjssiible  and  the*  W' 
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distended,  these  conditions  must  be  relieved  l>y  aseptic  and  gentle  cath- 
eterization. 

When,  after  a  fair  trial,  palliative  treatment  fails  and  the  c^dculoa 
becomes  permanently  lodged  in  the  ureter,  then,  and  only  then,  is  it 
time  to  think  of  operative  relief.  The  ureter  i»  exposed  by  a  lumbar 
incision,  the  stone  lf>eated  and  removed  through  a  longitudinal  cut, 
which  can  be  left  o|>en  or  closed  awonling  to  the  preference  of  the  sur- 
geon, and  the  wound  should  l>e  treat*3d  on  general  sui^ical  principles, 
every  endeavor  being  made  to  prevent  ureteral  fistulie. 

DIAGNOSIS  OF  KIDNEY  CONDITIONS  AND  LESIONS  WITH. 
OUT  CATHETEfilZATION  OF  THE  URETERS 

Voelcker  and  Jo6*eph  have  found  that  indigocarmine  h  excreted  by 

the  ki<Ineys  with  sufficient  regularity  and  prumptuess  to  make  it  a  reli- 
able intii«itor  of  the  functional  etlicieacy  *>i  the  two  organs.  The  diflS- 
cul ties  of  ureteral  catheteriziition  and  the  uncertainty  of  cryo^icopy,  which 
1.^  I  lie  determinaticm  of  the  nece3*.^ry  frc^'ziug-p^iut  of  the  blo«:Ml  and 
urine,  have  made  thes^e  newer  fun<'tional  aids  in  diagnosis  *jf  renal  lesions 
more  thei>retieal  than  practical.  The  author^g  meth<Hl  a<H^>mpIi.shes  the 
same  ]Mirpr»se^  in  a  much  siiU|»l4'r  and  reliable  nianiicn  Indigocarmine 
hm  many  advantages  over  methyleue-blue,  wliich  has  previously  l>een 
employed  in  renal  work.  It  is  non-toxic,  is  excreted  only  by  the  kidney, 
and  dot*j4  not  sutler  change  in  its  passage  through  the  IwkJv,  Iu.  appear- 
ance in  the  urine  is  uotetl  within  a  verj*  short  time  after  its  admiui.^tra- 
titin,  reachi?s  a  maximum  in  tliirty  minutes,  and  the  colonitioii  disappears 
within  ten  hours.  Tlie  authors  inject  into  tlie  gluteal  muscles  4  c.c.  of  a 
warm  sterile  4  ]wr  cent.  s<jlution  of  indigoc^irmine  in  physiological  salt 
sohitiou.  On  iutr*Mhiciijg  the  cystoscope  tht*  urine  is  seen  to  leave  the 
ureteral  o}K?ningi^  in  jets  of  blue-colored  fluid,  which  gradually  disperse 
like  puffs  of  smoke.  Not  only  i^  the  finding  of  the  ureteral  orifices 
grt^tly  facilitated,  but  it  is  jjossible  to  determine  pisitivcly  the  existence 
of  two  secreting  kidney*^,  and  to  estimate  the  actual  amount  of  func- 
tionating tissue  in  wirh  kidney,  and  the  relative  projwrtion  of  the  work 
dr>ue  by  each  as  iudicate<l  by  t!»e  comparative  size,  frequency,  and  force 
of  the  two  streams.  Tiic  metho<I  has  Innm  used  successfully  in  a  number 
of  cases  in  which  the  results  were  contnjiled  by  operation  or  autopsy 
and  its  value  demonstrated* 


CATHETERIZATION  OF  THE  URETERS. 

By  means  of  any  of  the  various  ureter  or  catheterizing  cystoecopes 
now  on  the  market  (see  Figs.  106  and  107)  a  skilful  operator  is  often 
enabled  to  locate  the  ureters  and  pass  a  delicate  catheter  into  their 
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interior,  from  which  will  flow  the  normal  or  morbid  secretion  from 
either  one  or  both  kidneys. 

Fig.  107. 


Fig.  106. 


Caspar's  ureter  cystoscope. 


Brenner's  ureter  cystoscope. 


In  the  Brenner  cystoscope  the  catheter  emerges  from  the  convex  side 
of  the  instrument,  while  in  the  Albarran  Caspar  and  Nitze  instruments 
the  catheter  is  situated  on  its  upper  or  concave  side.  The  choice  of  an 
instrument  depends  upon  the  requirements  of  the  case  and  the  skill 
and  experience  of  the  surgeon  in  this  special  field  of  work. 

26 


402 


AFFECTIONS  OF  THE   URETEBS, 


The  technique  of  the  opemrion  is  praftiolly  the  sarno  as  for  E^imple 
cystoscopy  (see  page  391).  The  ureters  being  found,  first  one  and  then 
the  other  is  catheterized  with  ti  woven-silk  catheter  of  about  No,  6 
French  scale  under  the  direct  vision  uf  the  operator  The  eye  of  the 
catheter  having  entered  the  ureter,  the  stylet  i^^  withdniwo.  Himple  as 
this  seems,  it  h  often  a  very  difficult  and  sometimes  iraport.-.ible  fa^^k^ 
especially  in  liypertrophied  conditions  of  the  prostate  and  in  an  irrita- 
ble and  contracted  bladder.  In  this  manner  it  is  possible  to  determine 
whether  blood,  pus,  or  tubercular  material  esca|K^s  from  the  right  or 
left  kidney,  and  also  if  one  or  both  are  functionatinj:^  normally;  and 
wlietlirr  botli  kidneys  are  present  (and  thii*  is  a  most  imp»rtant  ques- 
tion wlien  nephrectomy  or  nephrotomy  i^  contemplated).  Blocking  of 
the  ureter  from  tlie  stoppage  of  a  renal  stone  or  from  a  structural  con- 
dition can  also  be  determined  with  more  or  less  accuracy.  Catheteriza- 
tion of  the  ureters  is  at  best  a  very  delicate  procedure,  not  devoid  of 
danger^  and  should  only  be  eniph>yed  when  all  otiier  methods  of 
examination  have  been  exliausted,  and  by  one  who  is  competent  to  do 
such  work.  It  must  be  remembered  that  the  little  catlieter  may  cause 
more  or  less  (sometimes  quite  severe,  as  is  sliown  hy  blcc^ling)  trau- 
matism of  the  ureteral  orifice  and  the  ureter  itself,  thus  a  suitable  soil 
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for  infection  may  be  produced,  t!ic  seeds  of  which  are  already  present 
in  the  diseased  bladder,  ureter,  or  kidney. 

Kclly^s  dry  mcthfxl  of  cathetcrrzing  the  ureters  is  omitted,  as  bein^ 
especially  applicable  to  the  female  and  as  not  having  [lad  as  yet  a  suffi- 
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cient  trial  in  male  subjects,  in  whom,  in  all  probability,  it  will  not  prove 
of  much  value  on  account  of  the  length  of  the  urethra. 

The  Harris  segregator  (see  Fig.  108),  for  collecting  the  urines  without 
catheterizing  the  ureters,  may  prove  of  great  value  in  certain  cases, 
but  our  experience  with  it  is  too  meagre  to  warrant  i>()sitive  conclusions. 
Its  intnxluction  and  retention  cause  considerable  pain  and  uneasiness : 
therefore  great  care  has  to  be  exercised  that  traumatism  to  the  bladder 
and  adjacent  structures  is  not  produced. 

The  latest  procedure  for  collecting  the  urine  separately  from  the  two 
uterers  is  advocated  by  Cathelin,  of  Paris,  and  has  been  indorsed  by 
many  surgeons. 

Oathelin's  urine  separator  (diviseur  vesical  gradue)  is  an 
extremely  simple  instrument,  and  one  that  can  be  used  by  almost 
any  operator  and  requires  but  little  technical  knowledge.  It  has  been 
well  described  and  endorsed  by  Vanderpoel.  It  consists  of  a  hollow 
tube  in  the  shape  of  a  lithotrite,  corresponding  to  No.  25  French.  In 
the  centre  of  this  tube  is  a  flat  piston,  to  the  end  of  which  is  attached 
a  membrane  which  separates  the  bladder  into  two  lateral  chambers. 
Upon  the  sides  of  the  tube  are  two  openings,  into  which,  and  through 
which,  pass  two  ureteral  catheters.  The  manipulation  of  the  instrument 
is  as  follows :  The  sterilization,  in  the  first  place,  can  be  done  by 
ordinary  boiling  of  everything  except  the  gum  silk  catheters,  which  are 
sterilized  by  formaldehyde.  After  sterilization  one  of  the  catheters 
should  be  passed  through  the  canal  at  the  side  until  it  comes  to  the 
0})ening  at  the  other  end ;  the  same  should  be  done  with  that  of  the 
opposite  side.  The  second  step  is  the  injt»otion  of  a  few  drops  of  liquid 
through  the  catheters  to  determine  their  ])ermeahility.  Next  attach 
the  membrane  or  diaphragm  to  the  distal  end  of  the  instrument,  where  it 
fits  into  a  catch  on  the  end  of  the  piston,  and  is  fastened  by  means  of  a 
little  tack,  held  in  place  by  a  spring.  The  membrane  being  attached 
and  in  position,  it  should  be  oiled  with  storilized  oil  or  luhrichondrin, 
and  then  the  piston  withdrawn  until  it  (the  membrane)  disappears 
within  the  shaft. 

The  preparation  of  the  patient  is  the  same  as  for  any  cystoscopic 
examination — that  is,  the  bladder  is  washed  out  with  one  of  the  various 
aseptic 'solutions  at  our  dis|)osal,  after  which  it  is  ncvessary  to  determine 
the  capacity  of  the  bladder  (that  is,  not  its  greatest  capacity,  but  the 
point  where  the  patient  first  desires  to  micturate).  The  instrument  has 
been  used  by  Cathelin  on  a  patient  who  had  a  capacity  of  about  18 
grammes,  and  was  kept  in  ititu  for  fourteen  minutes.  This  is  the 
smallest  bladder  on  recc^rd  which  has  thus  been  treated.  The  instru- 
ment can  be  used  in  almost  any  sized  l)ladder,  but  in  extremely  large  or 
sacculated  ones    it    might    not   be   applicable.     After   determining    the 
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capacity  of  the  bladder,  inject  10  c.c.  of  sterile  fluid,  in  order  afterward 
to  start  siphonage.  The  instrument  is  then  passed  and  the  catheters 
introduced — i.  e.,  protruded  at  the  distal  end  into  the  sides  and  lower 
part  of  the  bladder.     The  distance  which  they  should  be  introduced  de- 
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ponds  upon  th<^  capacity  of  tlie  bladder.  If  it  is  ouc  of  100  grammes, 
they  should  project  2  cm.;  if  200  grammes,  4  em.;  if  300  grammes, 
6  em.,  wliieli  distaiiee  can  be  measured  l)v  markings  on  their  proximal 
cud.    After  introdiietiou,  the  l)eak  of  the  instrument  is  brought  back  snugly 


Showing  the  urine  iepurator  in  situ  with  the  mcmbmne  expAndcd  and  the  mechanism  of 
eullecttng  the  urine  from  the  two  ureien. 

in  and  divides  the  posterior  urethra  as  it  does  tixe  bladder*  After  it 
is  drawn  against  t!ie  ^lymphysis  pubis,  protnide  the  membrane  corre- 
spcjnding  to  the  number  of  grainines  which  tlie  bladder  will  hold,  which 
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is  marked  u|xjn  the  proximal  ciul  of  ihe  piston.  Tlic  instrument  is  then 
brouglit  upward  slit|;litly,  not  being  left  exactly  in  a  horizontal  |)osit]on, 
so  that  tlie  memhnuie  will  tit  lK?tter  into  i\w  hhuhler  floor.  The  cnlge 
of  the  memhnine  is  n)mposcKl  of  a  thin  wire,  which  i)revents  it  from 
collapsing.  The  fluid  which  has  been  injected  will  then  Ix^in  to  flow 
easily  and  rapidly  ;  but  if  the  streams  do  not  start  inunediatoly,  it  is  a 
very  simple  matter  to  inject  a  few  (Imps  at  the  end  of  each  catheter, 
to  snirt  the  flow.  The  usual  sitting  is  not  over  thirty  minutes,  allowing 
eight  to  ten  minutes  for  getting  in  working  order.  The  urines  are  then 
collected  into  the  glasses  or  tul)cs,  the  outer  one  of  the  instrument 
being  held  firm  and  resting  on  a  stand  consisting  of  the  lid  of  the  hox, 
into  which  is  sccunnl  a  sliding  rod  for  male  or  female  j>atients.  The 
pitient  is  pnjue  U|>on  the  table,  with  head  slightly  niised  and  thighs 
scjKirated.  There  is  no  i>ushing  up  (as  in  the  segregator)  of  the  wall  of 
the  rei^tum,  and  no  forming  of  a  i)artition  in  the  blad<ler,  except  by  the 
nKMubrane  which  is  introduct»d.  The  removal  is  simple.  First  with- 
draw the  catheters,  and  then  the  nu»ml»rane,  after  which  n^lease  the 
instrument  as  one  does  a  steel  sound. 


ASCENDING    PYELONEPHRITIS   AND  ABSCESS  OF   KIDNEY;  ENORMOUS 
VESICAL  CALCULUS  AND  CYSTITIS. 


CHAPTEK  XX. 

AFFECTIONS   OF   THE   KIDNEY. 

SUPPXTBATIVE  INFLABIMATIONS  OF  THE  KIDNE7. 

The  suppurative  inflammations  of  the  kidney  may  be  classed  under 
the  following  heads:  pyelitis,  pyelonephritis,  pyonephrosis,  suppura- 
tive nephritis,  and  |>eri nephritis. 

Pyelitis  and  Pyelonephritis. 

Pyelitis  is  a  condition  resulting  from  inflammation  of  the  pelvis  of 
the  kidney  and  of  its  calyces,  and  is  usually  accompanied  by  dilatation 
of  these  cavities.  It  should  be  clearly  borne  in  mind  that  in  only  a  few 
of  the  cases  under  consideration  is  there,  strictly  speaking,  tlie  definite 
morbid  entity  which  we  call  pyelitis.  In  some  cases  of  temporary 
irritation  and  inflammation  of  the  tissues  of  the  pelvis  and  the  calyces 
from  local  and  general  causes  these  structures  alone  are  involved; 
but  in  the  great  majority  of  cases  the  morbid  process  extends  beyond 
the  pelvic  region  and  invades  the  parenchyma  of  the  kidney  projier  in 
various  degrees  of  extent  and  intensity.  In  nearly  all  cases,  therefore, 
in  which  the  causes  and  conditions  now  to  be  mentioned  result  in  dis- 
ease of  the  pelvis  of  the  kidney,  there  are  morbid  changes  in  the  renal 
parenchyma,  the  simplest  forms  of  which  are  acute  and  chronic  hyper- 
semia  and  congestion  (which  may  or  may  not  be  of  ephemeral  duration), 
and  the  severe  ones  are  the  various  infiltrative  and  degenerative  changes 
now  to  be  mentioned.  In  all  forms  of  pyelitis  and  pyelonephritis  it  is 
very  probable  that  morbid  disturbances  of  a  congestive  nature  are  the 
predisposing  causes  which  underlie  the  conditions  of  susceptibility  to  the 
inflammation.  The  usual  exciting  causes  are  germ  infections.  Tissue- 
peculiarities  seem  to  render  some  individuals  more  susceptible  than 
others. 

Etiology. — Pyelitis  and  pyelonephritis  may  be  due  to  extension  of 
the  morbid  inflammatory  process  from  the  bladder  through  the  ureters 
(which  are  also,  as  a  rule,  involved),  as  a  result  of  stricture  of  the 
urethra,  hypertrophy  of  the  prostate,  the  various  forms  of  cystitis,  and 
of  atony  and  paralysis  of  the  bladder.  This  is  called  ascending  pyelitis 
and  pvelonepliriti^,  and  is  the  most  common  form  of  the  affection.  (See 
Plates  XXI.  and  XXII.) 

Ascending  pyelitis  and  pyelonei>hritis  may  also  result  from  ob- 
struction of  a  ureter  by  a  calculus.     Cases  have  recently  been  reported 
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in  which  pressure  upon  the  ureter  by  a  tumor  or  an  enlai^oil  uterus 
producetl  suppuration  in  the  kidney,  probably  from  infection  from  the 
iotestinal  canal.  Recent  observations  prove  that  in  cxcseptional  in- 
etances  gonorrh*]ea!  inflammation  may  attack  the  bladder,  tnivel  up  the 
ureters,  and  involve  both  the  jKdvis  and  the  kidney.  In  nmie  cases 
the  infecting  agent  h  the  gonococens,  but  in  other  cases  a  mixed  infec- 
tion is  the  cause  of  the  tronblcn 

This  condition  may  be  unilateral  or  both  kidneys  may  be  attacked. 

Descending  pyelitis  and  pyelonephritis  are  that  form  in  which 
micrnbic  infection  seems  to  be  the  predominant  element,  and  which  is 
carried  to  the  kidneys  by  means  of  the  arterial  supply  and  the  veins, 
and  probably  by  the  lymphatics. 

These  cases  are  caused  by  various  acute  and  chronic  infectious  dis- 
easeSy  such  as  osteomyelitis^  caries  of  bones,  diphtlieria,  typhoid  fever, 
appendicitis,  pyaemia,  puerperal  sejvticoemia,  jieri typhlitis,  and  lesions 
of  the  intestinal  canal^  liver,  and  spleen.  In  most  cases  these  condi- 
tions  primarily  produce  nephritis,  and  the  resulting  pyelitis  is  due  to 
extension  of  the  morbid  process  by  contiguity  of  tissue  with  the  infect* 
ing  foci.  It  is,  therefore,  in  such  instances  a  secondary  pyelitis.  But 
in  some  cases  there  has  been  found  an  antecedent  jwelitis  due  to  local 
lesions,  and  in  that  event  general  Infective  processes  have  prmluced  an 
intense  form  of  the  pelvic  inflammation. 

Descending  pyelitis  and  pyelonephritis  may  therefore  be  of  the 
simple  catarrhal  or  the  soppy  rati  vc  type. 

The  third  and  strictly  local  form  of  pyelitis  and  pyelonephritis  is 
that  caused  by  the  lodgement  of  sand,  gravel,  and  calculi  f  uric  acid, 
oxalate  of  lime,  phosphates,  rystin,  and  xanthin),  and  is  called  calcu- 
lous pyelitis  and  pyelonephritis  and  nephrolithiasis,  and  is  due  either  to 
irritation  of  the  jielvic  tissue  itself  or  to  obstruction  of  the  ureter.  This 
condition  is  more  frequent  in  men  than  in  women.  In  some  cases  of 
highly  acid  urine  with  excess  of  uric  acid  crj'stals  and  of  fjxalate  of 
lime,  a  superficial  pyelitis  may  be  produced  wdiich  ceases  when  the 
irritating  cause  is  removed  ;  or,  if  the  latter  is  persistent,  the  pelvic 
intlanimation  may  become  severe  and  chronic,  and  then  the  renal  paren- 
chyma may  also  he  attacked.  Renal  calculi  may  be  small,  and  fi^r  long 
periods  may  remain  in  the  pelvis  and  cause  no  symptoms.  In  many 
cases  they  loilge  in  the  ureter,  and,  if  not  tof>  large,  after  giving  rise  to 
considerable  pain,  may  pass  into  the  bladder.  In  simie  cases  they  be- 
come impacted  in  the  ureter  and  cause  hydronephrosis  or  pyonephrosis. 
In  exceptional  cases,  when  these  conditic)ns  are  unilateral  and  the 
other  kidney  is  diseased,  and  when  both  organs  are  thus  aHected,  death 
usually  results  from  urffraia,  unless  ojierative  intervention  atfonls 
relief.     When  the  renal  calculus  remains   and  increases  in  size,  there 
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may  be  mild  pyelitis,  and  severe  nephritis  or  intense  pyelonephritis 
may  be  produced.     (See  Plate  XXIII.) 

Pyelitis  and  pyelonephritis  may  result  from  traumatisms  of  the 
kidney  which  produce  perinephritis.  In  this  event  the  morbid  secre- 
tions burrow  and  rupture  into  the  pelvis  of  the  organ  or  into  the  renal 
parenchyma.  In  like  manner  foreign  bodies,  such  as  fragments  of 
bone,  benign  and  malignant  neoplasms,  or  parasitic  growths  near  the 
kidney,  may  lead  to  suppurative  degeneration  and  of  the  pelvic  and  renal 
parenchyma.  These  same  conditions  may  occur  around  or  near  the 
ureter,  which  then  becomes  blocked,  and,  as  a  result,  a  form  of  ascend- 
ing pyelonephritis  is  produced.  This  fourth  form  of  pyelonephritis 
really  belongs  in  the  category  of  traumatisms. 

The  fifth  form  of  pyelitis,  and  perhaps  pyelonephritis,  are  usually  of 
a  mild  catarrhal  character,  and  are  caused  by  the  elimination  through 
the  kidneys  of  such  drugs  as  creasote,  chloroform,  carbolic  acid,  canthar- 
ides,  turpentine,  copaiba,  cubebs,  and  santalwood  oil,  which  have  been 
taken  into  the  stomach.  In  these  cases  there  may  be  a  concomitant 
congestive  nephritis.  With  cessation  of  the  irritating  cause  the  kidney 
lesions  soon  undergo  resolution. 

Tuberculosis  is  a  rather  infrequent  cause  of  pyelitis  and  pyelo- 
nephritis, and,  while  it  may  arise  primarily  in  the  kidney,  it  is  very 
often  coexistent  with  and  perhaps  an  extension  of  the  same  process  in 
the  ureters,  bladder,  prostate,  seminal  vesicles,  testicles,  ovaries,  and 
uterus.  This  morbid  process  usually  begins  in  the  mucous  membrane 
of  the  pelvis  and  calyces,  and  thence  extends  to  the  stroma  of  the 
organs.  As  a  result,  the  tissues  are  degenerated  and  replaced  by  pulpy 
masses,  which  become  cheesy  and  calcified,  and  also  may  develop  into 
fibrous  tissue.     In  this  way  the  whole  organ  may  be  destroyed. 

Tubercular  nephritis  and  pyelonephritis  may  be  unilateral  and  com- 
plicated with  a  similar  process  in  the  urinary  tract  of  the  same  side. 
Extension  of  the  infiltration  may  lead  to  peritonitis  and  pulmonary 
tuberculosis. 

Renal  tuberculosis  usually  occurs  about  puberty,  but  may  manifest 
itself  beyond  the  fiftieth  year,  and  is  more  frequent  in  the  male  than 
the  female. 

There  is  also  an  ascending  and  usually  bilateral  form  of  tubercular 
pyelonephritis  which  is  due  to  extension  from  the  prostate,  testes, 
seminal  vesiclejj,  bladder,  and  ureters.  The  descending  form,  which  may 
be  unilateral,  is  due  to  infection  carried  through  the  bloodvessels  from 
foci  in  various  organs  of  the  body.  Primary  renal  tuberculosis  is  rare, 
but  instances  have  been  observed. 

In  tubercular  nephritis  and  pyelonephritis  the  morbid  process  may 
extend  through  the  capsule  and  attack  the  surrounding  fatty  and  con- 
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nective  tissuei?.     Tin's   tubercular  jjori nephritis  may  also  be  caused  by 
the  biirstiiit^  of  iufeeletl  cysts  seated  in  the  renal  parenchyma. 

Pathology  of  Pyelitis. — The  pelvis  and  calyces  become  dilated, 
their  nuicons  membrane  thickened,  and  their  stroma  infiltrated  with 
cells.  The  epithelial  surface  becomes  covered  with  pus  and  mnciis, 
and  in  some  places  it  h  thinned  and  in  others  thickened.  Calculi  and 
gravel  of  uric  acid  and  oxalate  of  lime^  and,  later  on,  phosphatic  con- 
cretions, may  also  be  present  tu  these  parts.  In  very  ephemeral  crises 
in  whiivh  the  irritation  or  inflammation  has  not  been  long  continued  or 
severe,  the  renal  parenchyma  may  not  be  invaded ;  but  in  most  in- 
stances there  is  hyperoemia  of  varying  gnides  of  intensity^  which  may 
lead  to  conucMLitive-tissue  iu filtration  of  th(*  stroma  of  tlie  pyramids  and 
cortex,  degeneration  of  the  epithelium,  and  atrophy  of  the  glomernli. 
In  seveiv  and  chronic  aisea  there  may  be  true  suppurative  inflamma- 
tion, in  wliit^li  event  there  is  a  true  pyelonephritis. 

Pathology  of  Pyelonephritis.— In  ascending  pyelonephritis  one 
or  both  kidueys  may  become  much  eongeated  and  inflamed,  and  the 
pelvis  coated  with  pus  and  tibrin.  The  renal  parencliyma  becomes 
swollen  and  studded  with  foci  of  pus.  The  larger  of  these  foci  are 
enclosed  in  area.s  of  hyjK.'nemia,  and  appear  as  white  streaks  or  lines 
in  the  course  of  the  tubes.  In  more  advanced  forms  abscesses  are  scat- 
tered throughout  the  organs,  wliich  are  very  much  congesteiL  The  very 
small  foci  can  be  seen  only  by  means  of  the  raicrosco|)e,  which  reveiils 
groups  of  piis-cells  between  the  tubes,  the  lining  epithelium  of  which 
IS  di 'gen  era  ted. 

In  most  cases  of  pyelonephritis  the  walls  of  the  ureters  are  in- 
fliuued  aiifl  thickeneil,  and   tliey  may  e<jntain  pus  or  fibrin. 

In  descending  pyelonephritis  the  kiilneys  l^ecomc  much  enlarged, 
and  present  foci  of  suppurative  inflammation  resembling  little  wliite  spots 
surrou ruled  by  areas  of  hypenemic  tissue.  These  sptjts  consist  of  ag^ 
gregatious  of  pus-cells  seate*!  between  tlie  tubes,  and  they  may  lead  to 
degeneration  and  necrosis  of  the  renal  parenchyma.  These  cases  are 
instances  of  microbie  infection  and  suppuration,  which  usually  involve 
the  {xdvis  of  the  kidney. 

In  the  early  stage  of  ealculous  pytjflitis  there  may,  as  we  have 
already  seen,  be  but  little  change  in  the  |K»lvis  and  calyces  l>eyond 
mild  liyjicnemia  of  the  mucous  membrane.  Later  on,  should  the  irritat- 
ing cause  persist,  the  mucous  membrane  of  the  parts  may  Ijccome  thick- 
ened, their  stroma  iufiltmtetl  w  ilh  cells,  and  their  surface  studded  with 
tissue-exudates.  From  the  iuflammatory  focus  the  kidneys  may  l>o 
attacked  by  chronic  difl'use  nephritis,  in  which  there  is  hyperplasia  of 
the  connective  tissue  of  the  cortex;  the  cortex  tubes  arc  atropliied  in 
some  parts  and  dilated  In  olliers,  and  they  contain  exudates,  castas,  and 
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blood.  The  renal  epithelium  is  swollen  and  degenerated.  The  cells 
of  the  glomeruli  and  their  capillaries  are  at  first  increased  in  number, 
but  they  become  atrophied  later  on.  The  kidneys  are  usually  enlarged 
and  either  smooth  or  nodular,  and  they  are  variously  designated  as 
chronic  parenchymatous  nephritis,  waxy  kidney,  the  large  white  kidney, 
or  chronic  Bright's  disease. 

In  i)yelonephritis  resulting  from  traumatism  and  perinephritis 
there  is  much  degeneration  of  the  organs,  which  become  broken  down 
and  infiltrated  with  pus  and  blood. 

In  tubercular  pyelonephritis  the  lesion  usually  begins  in  the  mucous 
membrane  of  the  pelves  and  calyces,  and  thence  extends  to  the 
I>arenchyma,  which  becomes  degenerated  or  converted  into  fibrous  tissue 
infiltrated  with  pus.  In  some  cases  cheesy  and  calcareous  degeneration 
may  occur. 

The  various  micro-organisms  which  cause  renal  suppuration  are  the 
Bacterium  coli  commune,  the  staphylococci,  the  streptococci,  the  pro- 
teus  of  Hauser,  the  gonococci  alone  or  in  combination  with  pyogenic 
microbes,  and  the  Bacillus  tuberculosis. 

Chronic  pyelonephritis  may  affect  only  one  kidney  or  it  may  attack 
both.  In  some  rare  cases  in  which  but  one  kidney  is  thus  involved 
the  organ  previously  unaffected  becomes  symimthetically  involved,  even 
when  the  primarily  diseased  organ  has  been  adequately  drained.  The 
pathogenesis  of  this  complication  has  not  l)een  determined. 

Sjrmptoms  of  Acute  and  Chronic  Pyelitis  and  Pyelonephritis. — 
Acute  pyelitis  is  rather  rare,  and  usually  is  produced  by  gravel  and  cal- 
culi and  by  the  irritation  of  various  drugs  taken  into  the  system.  The 
symptoms  may  be  so  mild  that  only  moderate  pain  in  the  loins  and  fre- 
quent micturition  are  complained  of;  but  in  some  cases  the  invasion 
is  sudden,  and  the  patient  suffers  from  headaches,  chills  and  fever, 
sweating,  nausea,  and  debility.  There  are  pain  in  the  loins,  frequency 
of  urination,  and  decided  tenderness  on  manual  pressure  over  the  kid- 
neys or  on  deep  respiration.  The  urine  is  rather  scanty,  loaded  with 
mucus  and  pus,  albuminous  from  presence  of  blood,  and  may  contain 
epithelial  cells  from  the  renal  pelvis.  There  may  be  reflected  pain  in 
the  j)enis  and  testicle.     The  kidneys,  as  a  rule,  are  not  much  enlarged. 

In  chronic  pyelitis  of  local  origin  long  i)eriods  may  elapse  without 
the  appearance  of  appreciable  symptoms.  When  a  d(*cidedly  purulent 
stage  is  reached  and  renal  disorgnnization  has  set  in  the  symptoms  are 
well  mark(Ml.  The  pain  in  the  loins  is  more  severe  and  constant  than 
in  the  lighter  form  and  the  changes  in  the  urine  more  marked.  At 
this  time  there  is  no])hritis  as  well  as  ])velitis.  There  may  or  may  not 
be  polyuria,  but  tlie  amount  of  pus  present  is  decidedly  increased. 
As  a  result,  the  urine  is  albuminous,  which  condition   is  intensified  by 
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the  aildition  of  mucus  aud  blood.  By  the  microscope  we  find  epitlie^ 
liai  celU  from  the  [>elvis  and  tiie  tubules  of  the  kklney.  Hyaline  ca.sts 
aud  pus-eyliiitlers  jiiay  also  be  discovered.  In  some  eases  the  amount 
of  bloml  wliieh  eisGajH^s  ir^  small,  in  others,  it  is  very  copious,  while 
in  a  few  it  may  be  absent.  Variations  in  the  amount  of  pus  and 
blood  secreted  may  be  observed  from  day  to  day. 

When  the  ureter  is  jjervious  and  the  secretion  drains  off  thoroughly, 
the  urine  usually  remains  acid,  and  a  diagnosis  of  cystitis  is  not  to  be 
considered.  But  when  calculi  or  tissne-detritus  more  or  lesa  effectually 
blocks  a  ureter  (or  both  ureters)  animoniacal  decomposition  occurs,  and 
it  then  becomes  difficult  to  determine  the  seat  of  the  trouble. 

The  unilateral  and  bilateral  nephral<j;ie  pain  and  soreness  may  l>e 
ctmstant  or  intermittent,  and  is  aggravated  on  deep  inspiration,  and  by 
jarring  ami  sudden  movements  of  the  body  and  by  nianual  pressnre. 

The  kidney  will  he  fountb  in  some  cases  early  and  in  others  quite 
Late,  to  be  so  greatly  enlarged  that  the  swelling  can  be  recognizetl  by 
the  eye,  particularly  in  thin  subjects  and  when  there  is  a  complicating 
perinephritis. 

Bimanual  palpation  should  be  thorouglily  practised  when  these 
conditions  are  present.  The  patient  is  placed  on  his  back,  with  head 
and  shoultlers  slightly  elevated  so  as  to  relax  the  abdominal  muscles, 
and  the  thighs  should  be  slightly  flexed  on  the  trunk.  Peep  pressure 
is  made  by  placing  the  fingers  of  one  hand  on  the  anterior  alMjoniinal 
wall,  and  the  fingers  of  the  other  on  the  posterior  abdominal  wall,  be* 
tween  the  last  rib  and  the  iliac  crest.  This  methtnl  is  of  little  or  no 
value  in  fat  subjects  or  when  the  muscles  are  rigid  and  fixed.  General 
anaesthesia  overcomes  muscular  rigiility.  It  is  often  r>f  value  in  thin 
subjects,  in  floating  and  movable  kidney,  and  when  the  kidney  is 
enlargetl,  tender,  or  sensitive  from  any  cause,  viz.,  distention  of  its 
pelvisj  malignant  growths,  etc.  A  distended  colon  may  make  the 
examination   more  difficult  and  incomplete. 

With  the  intensification  of  the  renal  lesions  and  the  increase  in  the 
suppuration  the  patient^s  health  fails,  and  he  tx^comes  thin,  ansemic^  and 
exhausted.  He  loses  appetite  and  sutfers  from  chills  and  tl^ver.  Unless 
he  is  relieved  by  surgical  intervention,  death  ensues  sooner  or  later. 

It  is  difficult  to  determine  the  time  of  invasion  in  ascending  pyelo- 
nephritis, for  the  reason  that  the  symptoms  are  masked  by  those  which 
have  previfMjsly  existed  in  the  ureters,  l>l,idder,  prostate,  and  seminal 
vesicles.  In  these  cases  the  predominating  condition  is  the  antecedent 
cystitis,  in  which  the  symptoms  are  very  similar  to  those  pro<!ueed  by 
the  rejial  lesions.  In  all  cases,  as  a  rule,  by  a  careful  microscopic 
study  of  the  urine,  the  condition  of  the  kidneys  and  the  bladder  may 
be  ascertained,  so  long  as  that  fluid  remains  acid  j  but  when  ammQ> 
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niacal  decomposition  has  taken  place,  either  in  the  pelvis  of  the  kidney 
or  in  the  bladder,  or  in  both,  the  condition  of  the  urine  does  not  furnish 
precise  data.  In  many  cases  the  existence  of  ascending  pyelonephritis 
is  only  determined  with  certainty  at  the  autopsy.  In  all  cases  it  is 
important  that  palpation  of  the  kidney  should  be  thoroughly  practised, 
and  in  many  it  will  give  evidence  of  the  existence  of  an  enlarged  and 
painful  kidney.  With  the  upward  extension  of  the  morbid  processes 
from  the  bladder  and  ureters  there  is  very  often  an  intensification  of  the 
patient's  symptoms,  as  shown  by  the  increasing  deterioration  of  the 
patient's  health  and  strength,  in  the  progressive  emaciation,  and  in  the 
chills  and  fever,  dry  tongue,  rapid  pulse,  and  general  febrile  phenomena. 
In  these  cases  the  fatal  termination  is  due  to  aneemia  and  septicemia. 

The  symptoms  of  descending  pyelonephritis  due  to  infectious  dis- 
ease are  for  a  time  obscured  by  general  morbid  conditions.  There  may 
be  renal  tenderness  and  pain,  and  enlargement  of  the  organ  may  per- 
haps be  made  out.  Frequent  micturition  and  the  passqge  of  turbid 
urine  loaded  with  bacteria,  pus,  blood,  and  renal  tissue-elements  may 
call  attention  to  the  kidney  disorganization,  and  then  a  diagnosis  may 
be  made.  In  all  these  cases  the  dominating  symptoms  are  those  due  to 
general  blood-changes  caused  by  micro-organisms. 

The  symptoms  of  pyelonephritis  due  to  traumatisms  are  usually 
more  or  less  severe  pain  in  the  loin,  swelling  and  tenderness  in  the  kid- 
ney, together  with  chills  and  fever  and  gradual  emaciation.  In  such 
cases  there  are  pyuria,  jyolyuria,  hsematuria,  and  frequent  and  perhaps 
painful  micturition. 

What  may  be  termed  elimination-pyelitis  and  pyelonephritis,  in 
which  various  drugs  already  mentioned  {vide  supra)  are  taken  into 
the  stomach  and  pass  out  through  the  kidneys,  may  not  be  accompanied 
by  any  symptoms.  In  some  cases  a  mild  febrile  movement  and  pain  in 
the  kidney  may  be  observed.  Hflematuria,  pyuria,  and  bacteriuria  may 
be  ephemeral  conditions  in  these  cases,  which,  as  a  rule,  cease  when 
the  irritating  agent  is  eliminated. 

The  symptoms  of  renal  tuberculosis  are  at  first  rather  ill  defined, 
particularly  when  the  lesion  is  of  primary  development.  In  cases  of 
tuberculosis  of  the  intestines,  lungs,  and  viscera,  the  kidney  infection 
may  not  develop  till  a  later  period,  and  for  a  time  its  symptoms  may 
be  masked.  Involvement  of  the  kidney  is  attended  by  pain  in  the 
loin.s,  and  by  frequent  and  perhaps  painful  urination.  In  the  urine, 
blood,  pus,  tissue-detritus,  epithelium  of  the  pelvis,  and  renal  paren- 
chyma tubercle  bacilli  may  be  found.  If  operative  intervention  is  not 
practised,  or  if  the  patient  does  not  remove  to  a  suitable  climate,  the 
usual  symptoms  of  phthisis  will  be  observed — gradual  emaciation  and 
loss  of  weight,  hectic  fever,  and  night-sweats. 
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When  tuberculosi?^  iuvatlcs  the  kitliit'y  by  extension  from  the  bladder 
and  ureter,  its  recognition  may  for  a  time  be  masked  by  tlie  symptoniii 
caused  by  tlie  various  afiectiuns  of  the  gen ito-uri nary  tractj  namely,  the 
seminal  vesicles,  prostate,  and  testieles  in  men,  and  the  uterus  and 
ovaries  in  women. 

The  quantity  of  blood  whieh  escaiM?s  with  the  urine  in  renal  tu- 
berculosiF*  is  variable.  It  may  be  small  in  amounlj  or  it  may  be  very 
copious.  It  nuiy  Ik?  passed  in  small  (j[uantities  during  the  day  or*iu 
gushes.     In  many  eases  it  is  absent  for  longer  or  shorter  periods. 

In  all  eases  of  pyelonephritis,  it  is  important  that  Ixith  kidneys 
should  be  carefully  examined  in  order  to  determine  whether  the  disease 
IS  unilateral  or  bilateml.  To  this  end,  |>alpation  of  the  organ  shoidd 
be  thorougliiy  made,  and  ureteral  catheterization  and  Harris's  segre- 
gator  should  be  employed. 

DiagnosiB, — In  general,  the  tliagnosis  is  to  be  made  between 
ascending  and  descending  pyelitis  and  pyelonephritis.  The  symp- 
toms of  lumbar  pain  and  perhaps  of  tumor  point  to  the  kidney  as  the 
seat  of  the  att'ection,  and  a  careful  examination  of  the  urine  may  then 
clear  up  all  doubt.  In  addition,  catheterization  of  the  ureters  or  at^gre* 
gation  of  the  urine  by  Harris's  metlnul  may  be  of  much  value. 

In  many  of  the  ascending  cases  the  difficulty  in  diagnosis  will  occur 
in  the  coexistence  of  cystitis  and  pyelonephritis.  By  means  of  care- 
fid  physical  examinations  and  a  scientific  study  of  the  condition  of 
the  urine  the  exact  state  of  affairs  may  l)e  learned*  As  a  rule,  so 
obvious  are  the  symptoms  of  calculous  |>yelonephritis,  of  traumatism 
of  the  kidney,  and  of  descending  pyelone[)hritis,  by  a  study  of  the 
ease  and  the  examination  of  the  nriue,  that  a  clear  diagnosis  can  be 
generally  made.  The  diagnosis  of  lub«^rculosis  nf  the  kidney  may  for 
a  time  present  some  ditfieulty,  but  the  study  of  the  local  symptoms  and 
the  micmscopical  examination  of  the  uritje,  t*»geiher  with  catheteriza- 
tion of  the  ureters,  will  generally  clear  up  doubt.  In  uumy  cases  the 
h»sa  of  flesh  and  of  health  and  the  existence  of  tuberculous  prticesses  in 
the  body  in  general  will  point  to  tut>ercular  infection  as  the  source  of 
the  tnitdde. 

Treatment  of  PyelitiSi — Mild  cases  of  pyelitis  require  rest  in  be<l, 
a  light  itutritious  diet,  with  ptThaps  local  counterirritation  and  the  hot 
bath.  The  urine  should  he  rendered  bland,  nnn-irritating,  and  anti- 
septic by  pri>|>er  interna!  medicati^m  and  si i liable*  waters.  If  the  j>aiii 
is  severe,  it  nnist  be  controlled  by  the  guarded  use  of  opium  or  mor- 
phine. The  radical  or  operative  treatment  will  be  indicated  Ijy  the 
recognition  of  the  etiological  factor.  Ojieration  shouhl  Ix*  deferred, 
as  a  rule,  until  the  cessation  of  acute  symptoms*  If  pyelitis  is  due  to 
renal  calcidi,  to  an   obstruction  in  the  ureter,  to  hypertrophy  of  the 
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prostate,  or  urethral  stricture,  these  irritating  and  obstructive  lesions 
must  be  removed  by  suitable  surgical  procedures. 

Treatment  of  Pyelonephritis. — These  patients  must  be  nourished 
by  a  liberal  and  carefully  selected  fluid  diet,  and  counterirritation  over 
the  kidney  by  cupping  and  hot  applications  should  be  employed.  The 
urine  must  be  kept  as  antiseptic  as  possible  by  the  administration  of 
full  doses  of  urotropin,  boric  acid,  or  boric  acid  and  salol.  Hot  rectal 
irrigations  of  normal  saline  solution  are  often  of  marked  benefit  in 
these  cases,  and  may  be  employed  once  or  twice  daily. 

Treatment  of  Tuberculous  Pyelonephritis.— These  cases  should 
be  removed  to  a  suitable  climate  and  receive  the  usual  constitutional 
treatment  for  general  tuberculosis,  care  being  taken  to  avoid  any- 
thing that  is  liable  to  cause  renal  congestion.  If  the  real  nature  of 
the  disease  is  recognized  suflBciently  early,  and  the  other  kidney  is 
functionating  normally,  some  benefit  may  result  from  nephrectomy, 
although  the  other  kidney  is,  as  a  rule,  sooner  or  later  attacked  by 
the  same  process.  Nephrectomy  being  out  of  the  question,  the  patient 
receives  antituberculous  treatment,  and,  should  pus  form,  it  must  be 
evacuated  by  a  lumbar  incision. 

Suppurative  Nephritis. 

As  a  rule,  it  may  be  stated  that  in  most  cases  of  suppurative 
nephritis  there  is  also  a  concomitant  and  perhaps  secondary  invasion 
of  the  pelvis,  so  that  they  are  in  reality  instances  of  pyelonephritis. 
In  some  cases,  however,  the  morbid  process  is  confined  to  the  renal 
parenchyma.  It  may  exist  in  the  form  of  localized  foci  or  in  a  diffuse 
form.  In  some  cases  traumatisms  by  incised  or  punctured  wounds, 
gunshot-wounds,  and  blows  and  falls  are  the  exciting  causes. 

During  the  course  of  malignant  endocarditis,  pyaemia,  and  general 
infectious  diseases  emboli  may  pass  through  the  renal  arteries  and 
produce  foci  of  suppuration  in  the  kidney-substance.  In  these  cases, 
as  a  rule,  the  existence  of  renal  lesions  is  masked  by  the  symptoms  of 
the  general  infectious  process.  Suppurative  nephritis  may  attack  one 
kidney,  or  both  may  be  involved. 

The  synii)toms  are  chills,  fever,  sweats,  and  vomiting.  There  are 
pain  in  the  loins,  suppression  of  urine,  and  an  advancing  typhoid  con- 
dition which  usually  terminates  fatally. 

Treatment. — In  the  majority  of  these  cases  little,  if  anything, 
can  be  done  except  in  a  medical  way ;  if,  however,  the  suppuration 
can  be  distinguished  as  a  localized  condition,  the  pus  can  sometimes  be 
evacuated  by  aspiration  or  by  an  exploratory  lumbar  incision.  Re- 
moval of  the  entire  kidney  may  appear  advisable  to  the  surgeon  when 
the  destruction  of  parenchyma  has  been  groat. 
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Perinephritis. 

This  condition  is  the  re.'Hilt  of  variou?;  eaii?^es  which  result  in  sup- 
pu  rat  inn  of  (lie  fatty  and  cnnnectivo  tissues  seated  behind  the  kidney, 
%vhidi  tissues,  it  sliunld  i>e  rernenil)ered,  snrnnaid  tlie  whole  organ.  Id 
almost  all  cases  the  affection  is  due  to  suppurative  intiammation  which 
goes  on  to  abscess-formatiau,  hence  the  term  peri  nephritic  abscess  is 
used  hy  some  authors.  But  it  sliould  be  borne  in  mind  that  in  some 
cases  of  chn>nic  nephritis  the  fatty  and  connective- tissue  envelope 
undergoes  synchronous  infiainmation,  and  it  then  becomes  converted 
into  a  fil)roii8  capsule  which  is  deveb»i)ed  around  itje  proper  kidney 
capsule.  This  cannot  be  considered  typical  perinephritis  as  generally 
understood.  Pcrinej)hritis  may  occur  in  a  primary  form  in  which  the 
suppumtion  begins  in  the  post-renal  connective  tissue,  and  in  a  second- 
ary form,  in  whicli  suppuration  in  a  contiguous  part  burrows  behind 
the  kidney. 

The  secondary  form  of  perinephritis  is  the  one  more  commonly  en- 
countered, in  which  abscesses  av  infective  processes  by  extension  from 
the  galUdadder,  spleen,  or  liver,  or  from  the  duodenum  and  intestine 
(chii'tly  the  ascending  and  descending  rolon),  or  from  the  vertebrie  and 
pelvic  bones,  from  the  appenilix,  ami  from  tlie  uterus  and  ovaries,  and 
very  rarely  from  the  lung  and  pleura,  invade  the  [wst-reual  connective 
and  fatty  tissue  envelope. 

The  primary  form  of  perinephritis  is  much  less  common,  and  is 
generally  caused  by  traumatism,  such  as  contusions  from  blows  and 
falls  upon  the  luml>ar  region.  In  this  category  perhaps  may  be  classed 
cases  of  perincplirilis  which  have  l»een  c^iuscd  by  infections  from  open 
wounds  in  the  integument  behind  the  ki<lucy. 

It  is  not  uncommon  fVjr  perine|jhritis  to  develop  from  extension  of 
the  inflammation  from  the  kidney  itself  in  cases  of  suppurative  neph- 
ritis, pyelitis,  pyelonephritis,  pyoiiepbrosis,  hydronephrosis  (infected), 
and  ureteritis. 

Little  can  be  said  wiH*  precision  as  to  the  f*ascs  of  |wri nephritis 
whit^h  have  been  termed  spontaneous,  and  said  to  Ijc  due  to  a  depraved 
condition  of  the  system  and  exposure  to  cold  and  wet*  In  all  these  cashes 
it  is  probable  that  the  nature  of  the  exciting  cause  was  not  made  out. 

Wlien  suppuration  has  become  pnvfusc,  extrusion  of  the  pus  may 
occur  from  the  abscess-cavity,  a  nil  then  it  may  rupture  into  the  colon 
or  stomach  and  into  the  pleural  cavity.  It  may  also  burrow  within 
.the  sheath  of  the  psoas  muscle,  and  open  either  under  Poupart''s  liga- 
ment or  it  may  follow  the  iliac  vessels  into  the  femoral  region,  or  it 
may  pass  through  the  sacrosciatic  foramen  and  spread  to  the  gluteal 
region,  and  there  form  a  urinary  or  renal  fistula. 
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Symptoms. — The  symptoms  of  perinephritis  may  for  a  longer  or 
shorter  time  be  obscure.  It  can  be  readily  seen  that  in  all  cases  of  suj)- 
puration  in  the  gall-bladder,  spleen,  liver,  duodenum,  intestines,  and 
appendix,  and  of  destructive  diseases  of  the  vertebrae  and  sacrum,  and 
from  inflammations  of  the  uterus  and  lungs,  the  dominant  symptoms 
will  centre  in  these  various  affections,  and  that  the  perirenal  lesion 
may  be  wholly  obscured  by  them,  until  the  perinephritis  is  sufficiently 
far  advanccKl  to  give  rise  to  demonstrable  lesions.  On  the  other  hand, 
when  the  affection  originates  in  traumatism,  such  as  blows  and  falls 
and  from  punctured  and  incised  wounds,  the  symptoms  are,  as  a  rule, 
promptly  apjiarent. 

The  most  constant  and  suggestive  symptom  is  pain  in  the  lumbar 
region  above  the  iliac  crest,  which  may  develop  slowly  or  promptly. 
If  the  patient  is  thin,  deep  pressure  over  the  alxlomen  may  lead  to  the 
suspicion  of  commencing  j)erinephritic  abscess,  and  by  counterpressure 
over  the  loin  (bimanual  paljiiition)  further  information  may  be  gained. 
Very  soon  the  movements  of  the  trunk  and  leg  become  impaired  and 
are  attended  with  severe  pain.  This  may  so  increase  that  the  leg  be- 
comes flexed  u]>on  the  abdomen.  As  the  inflammatory  condition  be- 
comes more  severe,  locomotion  may  become  imj>ossible,  and  the  thigh 
is  adducted  and  the  body  bent  forward.  Febrile  symptoms  promptly 
supervene,  being  mild  at  first,  and  severe  when  the  suppurative  process 
becomes  well  established.  Then  the  febrile  movement  may  be  very 
severe,  and  the  patient  may  suffer  from  chills,  rigors,  and  vomiting. 
If  the  pus  points  toward  the  lumbar  region,  a  red  brawny  tumor  slowly 
develops,  in  which,  later  on,  fluctuation  may  be  felt.  If  this  abscess 
opens  spontan(^ously,  or  if  it  is  incised,  the  severity  of  the  symptoms 
promptly  subsides ;  but  as  long  as  the  pus  is  walled  up  the  symptoms 
continue  severe. 

From  what  has  been  stated,  it  can  be  seen  that  the  salient  symptoms 
of  i)eri nephritis  are  deej>-seated  lumbar  jyain,  increasing  difficulty  of 
movements  of  the  trunk  and  leg,  and  swelling  in  the  lumbar  region. 
When  pus  burrows  in  the  directions  mentioned  a  multitude  of  inflam- 
matory and  painful  symptoms  is  developed,  and  a  correct  diagnosis 
can  only  be  made  by  an  intelligent  study  and  examination  of  the  case 
in  all  its  phases. 

Treatment. — Until  the  diagnosis  of  |)erinephritic  abscess  has  been 
definitely  made,  the  jKitient  should  receive  the  same  treatment  as  that 
directed  for  suppurative  renal  diseases.  AVhen,  however,  abscess  forms, 
its  contents  must  be  freely  evacuated  by  a  lumbar  incision,  and  its 
cavity,  the  surrounding  tissues,  and  the  kidney  itself,  if  it  be  impli- 
cated, thoroughly  drained  with  tubes  and  gauze. 

27 
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Pyonephrosis. 


be 


As  a  result  of  chronic  pyelitis  aud  pyelonephritis,  an  ureter  n 
obstructed,  in  which  event  the  pelvis  aud  ealyces  of  the  kidney  become 
greatly  dilated  and  contain  iirint%  pus,  aud  iiloml,  antl  in  many  ca^sen, 
in  addition^  tuberculous  material,  etuiccrous  nuusses,  dijditheritie  moni- 
branen,  and  hydatids,  togtither  with  urates,  oxalate  of  lime,  and  carbon- 
ates and  phuspliatCH  of  hrnc*  The  resulting  condition  is  calleil  pyo- 
nephrosis, iti  which  there  is  an  clastic  antl  jM^rhaps  fltietuatiug  tuniar 
of  varying  size  in  the  loin  which  sometinies  projeeti>  into  the  ahdominal 
cavity.  \n  some  castas  the  blocking  of  the  ureter  is  permanent,  and 
then  the  renal  tuunir  may  become  very  large.  In  other  eases  there 
may  be  only  an  intermittent  blocking  of  the  ureter,  and  with  the  e.sc*^pe 
of  the  incarcerated  fluid  the  size  id'  the  tumor  apj>reciably  lessens.  In 
all  eases  of  pyrtnephrnsis  marked  structural  changes  lake  place  in  the 
kidney.  The  pelvis  and  calyces  arc  dilated,  and  the  papillie  arc  flat- 
tened and  i^Hiaps  oldit<'ratcd.  As  tlie  process  extends,  the  pyramids 
and  the  cortex  of  the  kidney  become  atnipliied  and  their  structure 
destroyed,  and  a  poueli-like  al>sccss-cavity  filled  with  pus,  tissue-detri- 
tus, and  inorganic  matter  is  prcMlueed. 

In  some  cases  pyonephrosis  is  the  outcome  of  hydronephrosis  cona- 
plieatcd  with  infLTtion,  as  described  later  on. 

In  stimc  cases  of  pyonephrosis  dniinage  of  the  abscess -cavity  mav 
occur,  and  the  patient  may  not  experience  much  pain  or  discomfort  ; 
but  in  others  the  pelvis  or  degene rated  renal  tissue  may  undergo  ulcera^ 
tioii  and  rupture  occurs.  In  tliis  event  I  lie  fluid  may  escajK*  into  the 
connective  tissue  around  or  behind  the  kidney^  or  into  the  iliac  fos.sa  and 
under  Pnu]mrt*s  ligament ;  or  tlic  extravasation  may  occur  into  the 
lungs  and  bronchi,  into  the  bhidderj  the  intestines,  or  even  into  the 
jx^ritoncum.  In  some  cases  pyonephrosis  is  unilateral,  while  in  others 
both  kidneys  are  thus  attacked.  As  a  rule,  in  pyonejihrosis  (as  well 
as  in  pyeltuiephritis)  there  is  a  concomitant  aflection  of  other  pirts  of 
the  urinary  tract. 

It  is  sometimcH  observed  in  cases  of  pyonephrosis  tliat  the  activity 
(d*  the  diseasc-[>nwess  ceases  and  the  tumor  shrivels  up.  In  this  event 
the  purulent  fluid  becomes  inspissated,  and  a  putty-like  or  mi»rtar-like 
material  is  produced.  In  these  cases  the  kidney  becomes  reduced  to  a 
small  fibrous  eapside,  which  may  undergo  calcareous  dr^genrnition. 

Symptoms, — Th<'se  are,  in  the  mairi,  those  detailed  in  the  section  on 
pyelone[>hritis,  but  in  pyonephrosis  they  arc  more  severe.  As  a  rule, 
the  tumi>r  is  larger  and  the  systt»mic  reaction  is  more  pronounced. 

Diagnosis.— The  jrresence  of  a  round,  jx^rhaps  fluctuating,  Homc- 
what  painful  tumt^r,  together  with  marke<l  pyrexia  and  interndttent 
pyuria,  points  in   most  cases  lo   j»yoneplirosis  as  the  c^use.     In  such 
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cases  a  careful  differential  diagnosis  should  be  made  between  the 
suppurative  condition  of  the  kidney,  and  fecal  impaction  of  the  colon, 
tumors  of  the  spleen,  liver,  and  gall-bladder,  and  from  cancer  and  tu- 
bercle of  the  kidney,  ovarian  cysts,  hydatid  cysts,  tumors  of  the  supra- 
renal bodies,  and  aortic  aneurism. 

Prognosis. — This  may  Ire  favorable  when  but  one  kidney  is  involved; 
but  when  both  organs  are  affected  it  is  unfavorable.  Cases  have  been 
reported  in  which  pyonephrosis  existed  for  months  and  years,  and  in 
which  the  symptoms  were  not  well  marked  and  the  patient's  health  was 
but  little  affected.  ♦ 

Treatment. — We  may  try  to  remove  or  dislodge  the  obstruction  by 
having  the  patient  drink  freely  of  any  suitable  diuretic  water.  In  the 
event  of  failure  the  kidney  may  be  aspirated,  incised  (nephrotomy),  and 
drained,  and  the  ureter  examined  for  the  obstruction,  or  removed 
(nephrectomy),  according  to  the  state  of  the  opposite  organ  and  the 
patient's  general  condition.  For  a  description  of  these  operations  the 
reader  is  referred  to  the  section  on  operations  of  the  kidney,  in  which 
the  details  will  be  found  sufficiently  described. 

Hydronephrosis. 

Etiology. — This  condition  is  congenital  or  acquired,  and  is  either 
due  to  dilatation  of  the  pelvis  and  calyces  of  the  kidney  or  a  result  of 
an  obstruction  to  the  escape  of  urine  seated  in  the  urethra,  bladder,  or 
ureter.  In  general,  the  dilatation  is  limited  to  the  j)elvis,  but  in  chronic 
cases  distention  of  the  kidney-siibstAiice  with  atrophy  is  observed,  to- 
gether, perhaps,  with  chronic  nephritis.  Hydronephrosis,  as  a  rule,  is 
unilateral,  and  exceptionally  both  kidneys  are  involved.  In  such  cases 
a  very  large  tumor  is  produced,  and  in  many  it  assumes  enormous  pro- 
portions. 

Congenital  hydronephrosis  may  bo  due  to  stricture  of  the  urethra  or 
ureter,  or  to  malformation  and  duplicatures  of  the  mucous  membranes 
of  these  tubes.  In  some  cases  irregularities  in  the  course  of  the  ureters, 
looping  of  these  canals  and  their  abnormal  insertion  into  the  bladder- 
wall  are  the  cause  of  the  trouble.  Acquired  hydronephrosis  may  result 
from  movable  and  floating  kidney,  twisting  of  the  ureter  from  pelvic 
tumors  (chiefly  in  women),  a  temporarily  impacted  calculus,  or  from 
ureteral  obstruction  from  gravel. 

Symptoms. — These  are,  as  a  rule,  very  slight  at  first.  As  dilata- 
tion of  the  ]>elvis  increases  there  may  be  more  or  less  pain  and  a  dull, 
heavy  sensation  in  the  loin.  There  is  no  fever  except  in  eases  in  which 
suppuration  occurs,  and  then  a  pyonephrosis  is  produced.  In  many 
cases  hydronephrosis  is  in*«iTnilteiit.  due  to  the  escape  of  urine  at  inter- 
vals ;  after  such  ef  is  temporarily  lessened  in 
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size.  In  some  ea.ses  the  develnpmL'iit  tjf  iiydront^fjhmsis  ih  very  rapitl, 
and  then  jxiin  may  l)e  a  marked  symptom.  In  llie  cases  in  wliich  ihe 
ureteral  obstruction  is  caused  hy  an  impacted  ealenlns  or  by  ^^mvel 
fVirmatiun  tliere  nniy  be  attacks  of  vesical  colic  and  the  appeamiiec  of 
bIoo*l  in  the  urine.  When  the  hvdronephrotic  tnmor  is  id"  extreraelv 
large  size,  it  may  cause  much  j>ain  ami  ilistress,  ami  adhesion.^  may 
take  plaee  to  the  ^surrounding  structun's. 

When  only  one  kidney  is  attackcil  tlie  other  one,  as  a  rule,  under- 
goes eompensat4>ry  hy|*ertrophy. 

Bia^OSis. — The  jrreseuee  of  a  eyst-like  tumor  In  the  flank,  with  a 
sense  of  weight  and  some  pain  and  discomfort^  and  sometimes  the  co- 
existence of  renal  c*>lic,  should  lead  to  a  suspicion  of  hydronephrcisis. 
It  is  always  well  to  consider  the  existence  of  ovarian  cysts  and  iiitra- 
ligamental  cysts  being  mistaken  for  liydronej)hrosis.  In  many  causes 
aspiration  and  the  chemical  and  microscopical  exami nation  of  the  con* 
tained  fluid  will  furuisli  mncli  diagnostic  aid,  and  in  nearly  all  cathet- 
erizatiou  of  the  ureter  will  clear  up  doubts, 

Prognosis.^ — This  will  drpeud  upon  the  cause  of  the  uflectiou.  If 
malformations  of  the  umtrr  cause  liydroucphrosis^  particularly  wheo 
dutdd(%  death  will  oreur  unless  surgical  intervention  is  practised.  In 
unilateral  hydroncphnisis  the  prognosis  is  usually  good,  but  when  it  is 
bilateml  it  may  lead  to  death.  When  hydronephrosis  develops  into 
pyelitis,  pyeh^nephritis,  aufl  f»ycHU'[>hrosis  the  outlook  is  very  serious. 

Treatment, — If  the  blocking  is  due  to  ureteral  obstruction,  that 
condition  must  be  remedied  by  exposing  the  ureter  and  removing  an 
impacted  stone,  or  straightening  out  a  kink,  or  twist  or  loop.  These 
coiulilions  not  Ijcing  present »  the  kidney  should  be  aspi rated »  or  incised 
and  thi'  sac  ili'ainLtl,  or  the  entire  nia>s  removed  by  nephrectomy,  hav- 
ing first  ascertained  the  existence  and  condition  of  the  oitpf»site  oi^n, 

STONE  IN    THE   KIDNEY. 

lu  the  vast  majority  of  rasf^s  renal  t^alcnli  are  comjjosed  of  uric 
aeid  :  but,  as  is  the  case  with  vesical  stone,  they  may  W  oxalic  or 
phosphatic,  an4l  very  rarely  are  made  up  of  cystine  or  xanthine,  thoir 
composition  tie  pending  n]ion  the  [>atient^s  diathesis.  The  stone  mav 
consist  of  one  salt  or  of  many  varieties,  which  arc  deposited  around 
the  nucleus,  depending  upon  tlie  chemical  eoni|>ositicjn  of  the  nrine  at 
the  timf  and  thn  di-^eascd  cnuditimi  of  the  kidney  nv  its  |k*1vis. 

Calculi  originate  in  the  s^'cn^t^rry  substance  of  the  kidney  or  its 
pelvis,  the  urinary  salts  lieing  deposited  on  a  uurleus  c(msis1iug  of 
minute  bliKHl-chits,  shnnls  of  tissurc,  epithelial  cells,  or  nnicus,  a!id  held 
together  by  a  peculiar  albuminoid  or  colloid  material  i'rom  the  urinary 
trart  in  irritated  and  diseased  conditions. 
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kidnev  arid  rtetal  trritnitions  f>l'  lutt  saline  soIuI'uhl  Whori  tlie  Minie 
is  iinpat'led  in  the  kidtiey,  luid  by  its  prcseurx*  tliroateus  stii*jtiiration, 
ur  by  blocking  a  ureter  causes  hydronephrosis  or  pycmepbrosis,  it 
sliuul^l  be  removed  l)V  nepbr(Oitbotumy  and  the  kidney  draintnl,  if  su|>- 
pnratiuti  has  occurred  ;  otlierwise  I  he  incision  may  1m?  elused  with 
sutures  if  deemed  advisable  by  the  snrgeou. 

TUMORS    OF   THE   KIDNEY. 

New  growths,  or  tnmors,  *if  the  kidney  may  l>c  benign  or  malignant 
in  eharacter.  The  former  are  of  little  cliiiicid  importance,  as  they 
rarely  give  rise  to  serious  or  even  appreciable  manifestations. 

Among  licnign  tnmors  may  be  ment!i>neil  papilloma  of  the  jielvis, 
and  fibroma,  adenoma,  and  li[)onia  of  the  kidney-tissue  proper. 

The  commonest  and  most  important  malignant  tumors  of  the  kidney 
are  sarcomata  and  adenomata. 

Sarcomata  and  Adenomata. 

Sarcomata  may  arise  either  from  the  kidney  prc)j>er  or  its  pelvis, 
growing  slowly  in  sonie  cases  and  very  rapidly  in  nthers,  so  that  in  a 
short  time  the  mass  praetieally  fills  the  abdominal  cavity.  They  are 
must  frequently  encr>untered  in  young  children  and  infants,  but  are 
sometimes  met  witli  during  adult  life. 

Adeiioniaia  generally  spring  from  the  cortex  of  the  kklney,  and  in 
some  eases  remain  small  and  non-malignant,  while  in  others  they  grow 
rapidly,  become  very  vascular,  and  soon  degenerate  into  true  carcino-     ^^— 
mata.  ^^M 

Symptoms. — iMalignant  growths  t»f  the  kidney  give  rise  to  a  hard  1 

lumbar  tumor,  whicli  suun  forms  adhesions  with  tlie  surrounding  Btruct- 
ures  and  viscera,  thus  rendering  an  acenrate  diagnosis  as  to  its  origin 
very  diffieidt  and  sometimes  impossible.  Pain,  which  is  constant  and 
severe  in  some  cases »  is  paroxysmal  or  nljsont  in  ivtliers.  Ha^maturia 
is  a  more  constant  symptom  ;  it  also  varies  in  amount  and  duration, 
being  sometimes  profuse  and  constant  and  followed  by  ansemia  and 
great  exhaustion,  and  again  slight  in  amount  an<l  intermittent,  coming 
on  spontaneously  or  after  exertion.  As  a  general  rule,  to  which  there 
arc  some  exceptions,  tlxise  patients  noon  lose  flesh  and  strength,  and 
become  very  anfemic  and  exhauste<l  ;  the  nppetite  is  impaired  or  lost, 
and  they  sutfer  from  gastro-inte.stinal  ilisturbances,  such  as  nausea  and 
vomiting. 

Treatment. — If  a  correct  diagnf)si^  lias  been  m:ide  at  an  early  date 
and  bc^fore  adhesions  have  fornied,  nepbrectomy  slionld  be  jierformcd  at 
once  if  the  opposite  organ  is  healthy  ;  if,  however,  the  disease  is  well 
adv^anced,  little  if  anything  can  be  gained  l»y  surgical   infer\'^cntion 
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kidney  and  reetsil  irrigtitions  of  lint  j*iiline  soliitiniK  When  llie  h(im« 
is  iinpac*ted  in  the  kidney,  and  hy  its  i>reseuee  threatens  Hupfiunitjutl^ 
or  by  blocking  n  ureter  eauses  hydroneplirosis  or  pynnepljmsis,  it 
should  be  removed  by  nefJirMlithotoiny  and  the  kidney  il mined,  if  sup- 
pu  rut  ion  has  occurred  ;  other  wi^  t!»e  itjeisifjn  may  he  eh)>ed  with 
sutures  if  deemed  advisiilde  by  tlie  i^nrgeon. 

TUMORS    OP   THE   KIDNEY. 
New  growths,  or  tnniors,  of  the  kidney  may  he  benign  or  nmligimnl 
iji  ehuraeter.      The  former  arc  of   little  cliriicid   importance,  as   they 

rarely  give  rise  to  serioiH  or  even  appreciable  manifestations. 

Among  benign  tumors  may  lie  mentioneil  papilloma  of  the  jielvis, 
and  fibroma,  mlenoma,  ami  li|Rjn»a  uf  ihe  kidney-tis?5ue  projier. 

The  eouimonest  and  most  important  malignant  tumors  of  the  kidney 
are  sarcomata  and  adenomata. 

Sarcomata  and  Adenomata, 

Sarcomata  may  arise  eitlier  from  the  kidney  proper  or  its  pelvis, 
growing  slowly  in  s*ome  crises  and  very  rajndly  in  others,  so  that  in  a 
short  time  the  mass  praetically  fills  the  abdominal  eavity.  They  are 
most  frequently  encountered  in  young  chihiren  and  infants,  bni  are 
gometimes  met  with  during  adult  life. 

Adenomata  generally  sjiring  from  the  cortex  of  the  kidney^  and  in 
some  eases  remain  small  and  non-ma!ignant,  while  in  fathers  they  grow 
rai>idly,  i>ecnme  very  vascular,  and  soon  degenerate  into  true  carcino- 
ma ta. 

SymptomSt — Malignant  growths  of  the  kidney  give  rise  to  a  hard 
lumbar  tumor,  whieli  sudu  ffirms  adhesir>ns  with  the  surrounding  ^tniet- 
n res  and  viscera,  tlms  rendering  an  aeeunite  diagnosis  as  to  its  origin 
very  diffienlt  and  sometimes  imjwssilde.  Pain,  which  ii«  constant  and 
severe  in  some  castas,  is  paroxysmal  ur  absent  in  withers.  Hiematiiria 
is  a  more  constant  symptorji ;  if  also  varices  in  amount  antl  duration, 
being  sometimes  profuse  and  ct^nstant  and  fallowed  by  anremia  and 
great  exbausti**n,  an4l  attain  slight  in  ani(*uut  and  intermittent,  comine 
on  spontaneously  or  after  exertiim.  As  a  general  rule,  to  which  there 
are  some  exceptions,  these  patients  soon  lose  flesh  and  strength,  and 
bei^'ome  very  anaemic  and  exhausted  ;  the  ap[>etite  is  imtKiiretl  or  hisl, 
and  they  sufff^r  from  gastro-in test i rial  disturhanees,  such  as  nausea  and 
vomiting. 

Treatment.^! f  a  correct  diagnosis  has  been  made  at  an  early  date, 
and  bi'fi»re  a<lhesions  have  formcil,  nephrectomy  should  he  i>crfonncd  at 
once  if  the  ojiposite  organ  is  hcallliy  ;  it*,  lunvevcr,  the  disease  is  well 
advanced,  little  if  anything  can  be  g^iined  by  surgical   inter\*ention. 
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In  such  cases  the  patient  should  be  made  comfortable  and  relieved  from 
pain. 

Cysts  of  the  Kidney. 

Cystic  disease  of  the  kidney  may  be  either  congenital  or  acquired. 

In  the  congenital  variety  the  kidney  is  greatly  enlarged,  being  made 
up  of  an  enormous  number  of  cysts,  while  its  tissue  pro|)er  is  practi- 
cally absent.  The  cysts  vary  greatly  in  size,  and  contain  a  clear,  yel- 
lowish, brownish,  or  even  bloody  fluid  ;  they  are  lined  with  flat  epithe- 
lial cells,  and  consist  of  an  enlargement  of  the  tubules  and  cai)sule8 
of  the  Malpighian  bodies.     (See  Plate  XXV.) 

In  the  acquired  variety  there  may  be  one  or  several  cysts  situated 
in  api)arently  healthy  kidney-tissue,  which  does  not  seem  to  be  altered 
by  their  pressure,  unless  they  reach  large  proportions. 

Treatment. — If  the  cyst  is  large  enough  to  require  surgical  inter- 
vention, nephrotomy  and  drainage,  or  even  nephrectomy  (partial  or 
complete),  may  be  performed,  according  to  the  requirements  of  the  case, 
the  condition  of  the  opposite  organ,  and  the  judgment  and  experience 
of  the  surgeon. 

Hydatid  cysts  of  the  kidney  are,  as  a  rule,  very  rare,  and  when 
present  usually  attack  but  one  kidney,  and  are  then  associated  with  a 
similar  condition  in  other  organs  either  adjacent  or  remote.  They  may 
be  situated  in  any  part  of  the  kidney,  and,  although  usually  small  in 
size,  they  may  in  some  instances  reach  enormous  proportions.  Their 
treatment  is  the  same  as  that  just  given  for  simple  renal  cysts. 

FLOATING,   OR  MOVABLE,  EIDNET. 

Although  attempts  have  been  made  to  establish  a  clear  distinction 
between  floating  and  movable  kidney,  it  is  best  to  use  the  terms  inter- 
changc»ably,  as  the  exact  condition  is  only  seen  at  the  time  of  operation, 
and  the  treatment  is  the  same  for  both  conditions.  Strictly  speaking,  a 
movable  kidney  is  situated  behind  and  outside  of  the  peritoneal  cavity, 
whereas  a  floating  kidney  is  completely  invested  or  surrounded  by  a 
fold  of  peritoneum. 

Symptoms. — These  patients  suffer  from  acute  and  agonizing  attacks 
of  renal  pain,  coming  on  spontaneously  or  after  exertion.  The  pain  is 
sharp  and  cutting,  or  of  a  dull,  aching  character,  and  radiates  down  the 
loins  and  thigli<.  The  parts  over  the  kidney  become  tense  and  painful 
on  manipulation,  by  which  moans  the  kidney  can  be  recognized  as  a 
painful  and  movable  tiuuor.  In  some  cases  there  may  be  nausea  and 
vomiting. 

Treatment. — In  mild  cases  the  kidney  can  sometimes  be  kept  in 
position  and  the  attacks  prevented  by  wearing  body-bandages,  corsets, 
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In  such  cases  the  patient  should  be  made  comfortable  and  relieved  from 
pain. 

Cysts  of  the  Kidney. 
Cystic  disease  of  the  kidney  may  be  either  congenital  or  acquired. 
In  the  congenital  variety  the  kidney  is  greatly  enlarged,  being  made 
up  of  an  enormous  number  of  cysts,  while  its  tissue  proper  is  practi- 
cally absent     The  cysts  vary  greatly  in  size,  and  contain  a  clear,  yel- 
lowish, brownish,  or  even  bloody  fluid  ;  they  are  lined  with  flat  epithe- 
lial cells,  and  consist  of  an  enlargement  of  the  tubules  and  cai)sule8 
of  the  Malpighian  bodies.     (See  Plate  XXV.) 

In  the  acquired  variety  there  may  be  one  or  several  cysts  situated 
in  apjiarently  healthy  kidney-tissue,  whic^h  does  not  seem  to  be  altered 
l)y  their  pressure,  unless  they  reach  large  proportions. 

Treatment. — If  the  cyst  is  large  enough  to  require  surgical  inter- 
vention, nephrotomy  and  drainage,  or  even  nephrectomy  (partial  or 
complete),  may  be  performed,  according  to  the  requirements  of  the  case, 
the  condition  of  the  opposite  organ,  and  the  judgment  and  experience 
of  the  surgeon. 

Hydatid  cysts  of  the  kidney  are,  as  a  rule,  very  rare,  and  when 
present  usually  attack  but  one  kidney,  and  are  then  associated  with  a 
similar  condition  in  other  organs  either  adjacent  or  remote.  They  may 
be  situated  in  any  part  of  the  kidney,  and,  although  usually  small  in 
size,  they  may  in  some  instances  rcach  enormous  proportions.  Their 
treatment  is  the  same  as  that  just  given  for  simple  renal  cysts. 

FLOATING,   OR  MOVABLE,  EIDNET. 

Although  attempts  have  been  made  to  establish  a  clear  distinction 
between  floating  and  movable  kidney,  it  is  best  to  use  the  terms  inter- 
changeably, as  the  exiict  condition  is  only  seen  at  the  time  of  o|)eration, 
and  the  treatment  is  the  same  for  both  conditions.  Strictly  speaking,  a 
movable  kidney  is  situated  Miiiul  and  outside  of  the  peritoneal  cavity, 
whereas  a  floating  kidney  is  completely  invested  or  surrounded  by  a 
fold  of  peritoneum. 

Symptoms. — These  patients  suffer  from  acute  and  agonizing  attacks 
of  renal  pain,  coming  on  spontaneously  or  after  exertion.  The  pain  is 
sharp  and  cutting,  or  of  a  dull,  aching  character,  and  radiates  down  the 
loins  and  thiji^hs.  The  parts  over  the  kidney  become  tense  and  painful 
on  manipulation,  by  which  means  the  kidney  can  be  recognized  as  a 
painful  and  movable  tumor.  In  some  cases  there  may  be  nausea  and 
vomiting. 

Treatment. — In  mild  cases  the  kidney  can  sometimes  be  kept  in 
position  and  the  attacks  prevente<l   by  wearing  body-bandages,  corsets, 
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Stones  may  be  single  and  large,  or  mnltiple  and  small ;  their  color,  con- 
sistence, and  ap|>earance  depending  upon  their  chemical  composition.  They 
are  usually  found  in  the  pelvis  and  calyces  of  the  kidney  or  its  infun- 
dibula,  even  in  the  kidney-tissue  proper.  They  occur  more  frequently 
in  men  than  in  women,  and  in  those  who  lead  indoor  lives  without  suf- 
ficient exercii^  in  the  open  air  and  sunshine.    (See  Plate  XXIV.) 

Symptoms. — The  symptoms  of  renal  stone  are  subject  to  many  varia- 
tionsy  depending  upon  the  degree  of  obstruction  the  stone  offers  to  the 
passage  of  urine  into  the  ureter,  and  also  upon  the  amount  of  irritation 
and  inflammation  it  produces  as  a  foreign  body  in  the  pelvis  of  the 
kidney.  Individuals  have  been  known  to  carry  stones  in  the  kidney 
for  many  years  without  being  aware  of  their  presence,  while  some 
suffer  intensely  and  at  short  intervals.  As  a  rule,  the  latter  patients 
complain  of  lumbar  pain,  extending  along  the  course  of  the  ureter  into 
the  tijsticle,  which  is  sometimes  forcibly  and  even  painfully  retracted. 
Attacks  of  renal  colic  coming  on  spontaneously  or  as  the  result  of  ex- 
ercise or  jolting  arc  very  common,  and  are  associated  with  nausea, 
vomiting,  and  general  prostration ;  urination  becomes  frequent  and 
painful,  and  is  often  followed  by  vesical  and  rectal  tenesmus;  the 
amount  of  urine  is  decreased,  and,  unless  prompt  treatment  brings  re- 
lief, total  suppression  may  ensue. 

Hiematuria  varies  greatly,  but  is  never  marked  except  after  a  sharp 
attack  of  colic,  when  the  urine  may  be  quite  bloody  or  even  contain  a 
few  small  clots.  These  patients  sometimes  pass  small  calculi  or  frag- 
ments of  stones  by  the  urethra  (see  Plate  XXIV.)  during  or  just  after 
the  attack.  The  amount  of  pus  in  the  urine  depends  upon  the  degree 
of  inflammation  in  the  kidney  or  its  |>elvis,  and  is  therefore  variable. 

Diagnosis. — Stone  in  the  kidney  can  usually  be  diagnosticated  by  a 
careful  urinary  examination,  taken  in  connection  with  the  patient's 
history  and  present  condition.  On  palpation  the  kidney  region  is 
tender  and  tense,  and  in  very  thin  subjects  the  n^gion  can  be  mapped 
out  and  sometimes  calculi  felt.  Th(»se  methods  failing  to  make  the 
diagnosis  clear,  the  kidney  should  he  exposed  by  lumbar  incision,  pal- 
pated with  the  finger,  and  explored  with  the  needle;  but  even  these 
procedures  sometimes  fail  to  detect  small  and  impacted  stones. 

Treatment. — The  treatment  is  palliative  or  radical,  depending  upon 
the  degree  of  stone-formation.  If  the  patient  is  passing  large  quan- 
tities of  crystals,  gnivel,  or  sand,  the  diathesis  is  ascertained,  and  he 
should  be  put  on  appropriate  dietetic  and  medicinal  treatment  to  correct 
the  condition  of  the  urine,  and  the  kidneys  flushed  with  copious 
draughts  of  suitable  waters.  Attacks  of  acute  renal  colic  are  con- 
trolled by  th(»  hypodermic  use  of  morphine — sometimes  a  general 
aniesthetic  is  rccpiired — and  the  hot  bath  ;  also,  hot  applic^itions  over  the 
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kMliiey  and  rectal  irrigutions  c»f  In  it  saline  siihilion,  Wfien  ilie  >ilnne 
i.s  itJipacted  m  the  kiiliiey,  ami  by  its  presenre  tlireateiis  siipjiuratioii, 
or  by  blockirjg  a  ureter  ciiuses  hydroneph rosin  or  pynneplinj^is,  it 
sluMild  be  removed  by  iieplirolithotorny  ami  the  kidney  drairieil,  if  siiji- 
piiratioii  has  oeeurred  ;  otlierwise  the  ineisioii  may  be  elused  with 
sutures  if  deemed  advit^able  by  tlie  surgeon. 

TUMORS    OF   THE  KIDNEY. 

New  growths,  or  tumors,  of  the  kiduey  may  be  benigu  or  rnuHgnant 
ill  clianictor.  The  fnrmer  are  of  little  clinicid  importance^  as  they 
rarely  give  rise  to  serious  or  even  appreeiuble  maiiilestations. 

Among  benign  tumors  may  be  mentionetl  papilloma  of  the  jielvis, 
and  fibroma,  adenoma,  and  lipoma  af  tfie  kidney-tissue  pro|)er. 

Tlie  nmimonest  and  most  important  malignant  tumors  of  the  kidney 
are  sarcomata  and  adenomata. 

Sarcomata  and  Adenomata, 

Sareomata  may  arise  either  from  the  kidney  j>ro]>er  or  its  pelvis^ 
growing  slowly  in  some  eases  and  very  rapidly  in  others,  so  that  iu  a 
short  time  the  mass  practically  fills  the  abthmiina!  cavity.  They  are 
most  frequently  cncoiuitered  in  ytuing  children  and  infants,  but  are 
sometimes  met  with  dTiring  adult  life. 

^t/etiomo^«  generally  spring  from  the  cortex  of  the  kidney,  and  in 
some  eases  remain  snndl  an<l  non -malignant,  while  in  others  they  grow 
rapidly,  Ijceome  very  vascular,  and  soon  degenerate  into  true  earcino- 
mata. 

Symptoms.— Malignant  growths  of  the  kidney  give  rise  to  a  hard 
lumbar  tiunor,  whii'li  soon  foruis  adhesii>ns  witli  the  surrounding  Mruct- 
ures  and  viscera,  tlius  rt^ndering  an  aeennite  diagnosis  as  to  its  origin 
very  difficult  and  sometimes  impossibli\  Pain,  wliieb  is  constant  and 
severe  in  some  eases,  is  paroxysnial  or  absf^nt  in  otliers.  Ha^naturia 
is  a  more  constant  symptom  ;  it  also  varies  in  atnmint  and  duration^ 
being  sometimes  profuse  and  eaiistant  and  followed  by  anjrmia  and 
great  exhaustion,  and  agjiin  si  i  if  lit  in  amount  and  intermiltent,  coining 
on  spontaneously  or  after  exertiini.  As  a  general  rule,  to  wliieh  there 
are  some  exceptions,  these  patients  soon  lose  flesh  and  stn^ngth,  and 
be^'ome  very  anaemic  and  exhausted  ;  the  a)>petite  is  impaired  or  lost, 
ami  they  sutTer  from  gastro-intestimd  disturbances,  such  as  nausea  and 
vomiting. 

Treatment. — If  a  corrc^ct  diagntnis  has  been  made  at  an  early  date, 
anrl  Ijeinre  adhesions  have  fornifNl,  nej>hrectoniy  should  he  performed  at 
once  if  the  opposite  oriijan  is  liealtby  ;  if,  however,  the  disease  is  well 
odvanccil,  little  if  anything  can   he  gained  by  surgical  intervention 
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In  hiich  cases  the  patient  slioiild  be  made  comfortable  and  relieved  from 
pain. 

Cysts  of  the  Kidney. 

Cystic  disease  of  the  kidney  may  be  either  congenital  or  acquired. 

In  the  congenital  variety  the  kidney  is  greatly  enlarged,  being  made 
up  of  an  enormous  number  of  cysts,  while  its  tissue  proj>er  is  practi- 
cally absent.  The  cysts  vary  greatly  in  size,  and  contain  a  clear,  yel- 
lowish, brownish,  or  even  bloody  fluid  ;  they  are  lined  with  flat  epithe- 
lial cells,  and  consist  of  an  enlargement  of  the  tubules  and  cai)sule8 
of  the  Malpighian  bodies.     (See  Plate  XXV.) 

In  the  acquired  variety  there  may  be  one  or  several  cysts  situated 
in  ap|)arently  healthy  kidney-tissue,  which  does  not  seem  to  be  altered 
by  their  pressure,  unless  they  reach  large  proportions. 

Treatment. — If  the  cyst  is  large  enough  to  require  surgical  inter- 
vention, nephrotomy  and  drainage,  or  even  nephrectomy  (partial  or 
complete),  may  be  performed,  according  to  the  requirements  of  the  case, 
the  condition  of  the  opposite  organ,  and  the  judgment  and  experience 
of  the  surgeon. 

Hydatid  cysts  of  the  kidney  are,  as  a  rule,  very  rare,  and  when 
present  usually  attack  but  one  kidney,  and  are  then  associated  with  a 
similar  condition  in  other  organs  either  adjacent  or  remote.  They  may 
be  situated  in  any  part  of  the  kidney,  and,  although  usually  small  in 
size,  they  may  in  some  instances  reach  enormous  proportions.  Their 
treatment  is  the  same  as  that  just  given  for  simple  renal  cysts. 

FLOATING,   OR  MOVABLE,  EIDNET. 

Although  attempts  have  been  made  to  establish  a  clear  distinction 
between  floating  and  movable  kidney,  it  is  best  to  use  the  terms  inter- 
changeably, as  the  exact  condition  is  only  seen  at  the  time  of  o|)eration, 
and  the  treatment  is  the  same  for  both  conditions.  Strictly  speaking,  a 
movable  kidney  is  situated  behind  and  outside  of  the  peritoneal  cavity, 
whereas  a  floating  kidney  is  completely  invested  or  surrounded  by  a 
fold  of  iHjritoneum. 

Symptoms. — These  patients  suffer  from  acute  and  agonizing  attacks 
of  renal  pain,  coming  on  spontaneously  or  after  exertion.  The  pjiin  is 
sharp  and  cutting,  or  of  a  dull,  aching  character,  and  nuliates  down  the 
loins  and  thighs.  The  parts  over  the  kidney  become  tense  and  painful 
on  manipulation,  by  which  means  the  kidney  can  be  recognized  as  a 
painful  and  movable  tumor.  In  some  cases  there  may  be  nausea  and 
vomiting. 

Treatment. — In  mild  cases  the  kidney  can  sometimes  be  kept  in 
position  and  the  attacks  prevented   by  wearing  body-bandages,  corsets, 
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braces,  and  applianws,  an*!  iivc^idin^  any  kind  of  4'xereise  ihsit  i.s  liable 
to  bring  on  an  attack.  These  palliative  njcasnro»  failiiif^,  tl»e  kidney  i?i 
ex|K)8ed  by  the  himl>ar  incision,  rotiirncHl  to  its  pnjpur  position  and 
fixed  therewith  sutures  (nephrorrliaphy  or  iicphrojH'xvL  Should  tbis 
operation  l>e  unsnceessful^  the  ease  urgently  demanding  it»  a  nephrectomy 
may  have  to  Ije  perfurrued  for  the  patient's  cfunfort  and  relief^  tbo  sur- 
geon always  having  aseertaiued  that  the  opposite  kidney  is  prc?fciit  and 
functionating  nfinnally,  whieh  eaii  he  done  by  eystoseopy,  catheterizing 
the  ureters,  or  collecting  I  be  ditferent  urines  with  the  Harris  instrtimeiiU 

TEAUMATISMS   OF  THE  KmNEY. 

The  kidneys  present  so  many  anomalies  in  tiie  distribution  of  their 
blomi-supply,  and  in  their  size,  sha[>e,  rnnuher,  and  pr^sitiiui,  that  the 
sni^eon  slioultl  always  ascertain  the  presence  of  botii  kidneys  before 
performing  a  radiad  operation  on  one,  and  also  be  cunijietent  to  cope 
with  an  anonia1f>us  arningenient  of  IdoiMlvessels  when  ligatures  during  a 
nephreettimy  are  applied.  The  presence  of  both  kidneys  can  be  ascer- 
tained by  palpation,  or,  this  failing,  by  cystoscopy,  either  with  or  with- 
out catheterization  of  the  ureters. 


Contusion  of  the  Kidney* 

Contusion  is  the  result  i\f  ilii-ect  violence  over  the  organ,  as  when 
patients  fall  uiwm  or  are  kicked,  hit,  or  injured  in  this  rcgron.  The 
muscles  arc  usually  in  a  more  or  less  relaxed  condition  at  the  time  of 
the  accident.     The  contusion  may  be  severe  or  trifling. 

Symptoms. — As  a  rule,  there  is  more  or  less  slioek,  dei^cudi ng  upon 
the  nature  and  extent  of  the  injury.  This  is  followed  by  severe  renal 
pain,  extending  to  tlie  tesficle,  which  may  l>c  retraeted.  The  pain  is 
either  constant  or  intermittent,  and  may  be  accompanie<l  with  naus.ea 
and  voinitiug*  Hfenuituria  is  abs4^'nt,  slight  or  profuse,  depending  upon 
the  amount  of  damage  dcme    to  the  organ  by  the  traumatism. 

Treatment. — The  patient  is  kept  ab«iolutely  quiet  in  bc<l  ami  well 
nuiler  the  iiiHuence  of  morfdiine.  Cold  a|*]>lieations  slioidd  lie  kept 
over  the  kidney,  and  ergot  administered  by  the  mouth  to  ei»ntrol  bleed- 
ing. A  firm  body-bandage  or  strip  of  rubber  plaster  applied  around 
the  body  will  aid  iu  keeping  tlie  parts  at  rest.  The  patient  should  l)e 
nourislu^l  by  the  rectum,  since  fimd  by  the  m<*uth  might  excite  nausea 
and  vomiting,  with  increased  bleeding.  Shock  is  treated  on  general 
surgical  principles.  If  urination  is  difficult,  the  patient  must  be  gently 
catheterizecl  to  prevent  straining  and  tenesmus.  Sfionld  blcc<ling 
threaten  life,  an  exploratory  lumbar  incision  is  to  be  m;ule,  and  the 
heniorrbage  controlled,  if  possible,  by  packing  the  wound  and  ligating 
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bleeding  points,  or,  this  failing,  the  surgeon  is  obliged   to   resort   to 
nephrectomy. 

Wounds  of  the  Kidney. 

Wounds  may  be  due  to  stabs,  cuts,  or  gunshot  injuries.  Their 
symptoms  are  in  general  the  same  as  those  of  contusion,  except  that 
bleeding  is  likely  to  be  more  severe  and  to  take  place  into  the  peritoneal 
cavity. 

Treatment. — The  wound  is  cleaned  and  packed  in  the  usual  manner, 
and  the  patient  given  the  same  treatment  as  that  just  described  for  con- 
tusion. If,  however,  the  hemorrhage  is  profuse  and  shows  no  tendency 
to  cease,  then  the  kidney  must  be  exi)Osed  and  removed,  or  the  bleeding 
points  caught  and  tied  if  possible. 

OPERATIONS  ON  THE  KIDNEY. 

The  kidney  may  be  exposed  for  palpation,  needling,  incision,  or  ex- 
tirpation either  through  the  loin  or  the  anterior  abdominal  wall,  the 
former  being  the  safest  of  the  two  routes,  as  the  peritoneum  is  not 
opened,  the  kidney  lying  behind  it  in  the  perirenal  fat.  The  surgeon 
should  always  ascertain  the  existence  of  the  other  kidney  and  whether  it 
is  functionating  normally  before  undertaking  any  form  of  operative  inter- 
ference. The  alxlominal  route  shows  the  existence  of  a  second  kidney, 
but  this  can  usually  be  determined  by  the  cystoscope,  ureteral  catheter, 
or  the  Harris  instrument,  or,  in  thin  subjects,  by  abdominal  palpation. 

Nephrotomy. — By  nephrotomy  is  meant  an  incision  into  the  kid- 
ney-tissue for  drainage  in  cases  of  renal  suppuration  or  hydronephrosis, 
or  for  exploration  of  the  kidney  and  its  pelvis  for  stone  or  other  abnor- 
mal conditions.  The  patient  is  placed  on  the  opposite  side,  with  a 
gtM>d-sized  sand-bag  pressing  into  the  flank,  so  as  to  increase  the  space 
between  the  last  rib  and  the  crest  of  the  ilium,  an  assistant  at  the  same 
time  forcing  the  kidney  up  into  the  loin  by  firm  pressure  on  the  anterior 
abdominal  wall. 

An  oblique  lumbar  incision  is  then  made  an  inch  below  the  last  rib, 
beginning  at  the  outer  border  of  the  erector  spince  muscle  and  running 
forward  for  a  variable  (usually  from  four  to  six  inches)  distance,  de- 
pending upon  the  requirements  of  the  case,  care  being  taken  to  avoid 
the  pleura,  which  is  sometimes  quite  low  down  and  liable  to  injury  by 
the  knife,  or  tearing.  The  structures  are  carefully  divided  layer  by 
layer  and  the  vessels  caught  and  Hgated  as  the  wound  is  enlarged,  in 
this  way  keeping  the  operative  field  dry,  which  is  extremely  important 
in  this  operation.  The  fatty  perirenal  capsule  having  been  exposed, 
is  gently  torn  through  and  the  kidney  exposed  and  brought  well  into 
the  wound,  whose  walls  are  retracted.     The   kidney  is   incised,  and 
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exjilured  with  the  not-dle  or  finger,  nnd  if  puK  or  abiiornial  contents  are 
toiuid  thi'v  lU'v  evaeuiitoil  ami  the  ki^hivy  (h'inm'd  with  i^trijit^i  of  ^iur/,v 
or  it  «!;(.« Kl-sized  rubber  tiihe,  it  round  wliieh  the  wound  h  tightly  packed, 
and  one  or  I  wo  r^ntnr4's  takm  at  each  angl*\  11'  no  abnormality  is  fountl 
iit  the  exjibn^atory  operation,  tlie  kidney  unci  tl»e  wound  hhonld  l>e 
sntureil,  care  being  taken  to  aj>proximate  similar  musclei*  and  structures 
with  aeeuracy. 

Nephrolithotomy. — ^Xephrolithotoniy  consists  iu  tlie  removal  of  cal* 
cnli  from  the  kidney  or  its  pelvis  by  means  of  the  oblique  lumbar  in- 
cision (neplirotoray)  described  above.  When  the  kidney  is  explored 
the  stone  is  sought  for  by  palpation  or  tlie  needle,  and  when  found, 
either  iu  the  kidney  or  its  |K'lvis,  is  removed  through  an  incision 
by  long  forceps,  the  surgeon  always  being  careful  to  contuse  the  kidney- 
tissues  as  little  as  possilik\  The  oritiee  of  the  ureter  is  exjxhmHl  to 
aseertaiu  if  it  is  patent ;  the  ureter  itself  is  also  examined.  The  incision 
into  the  j>elvis  of  the  kidney  should  be  sutured  to  preveut  leakage  of 
urine  iu  !lie  wound  and  tlie  formation  of  a  urinary  fistula.  The  kidney- 
tissue  can  also  l)e  sutured  or  left  open,  aceonling  to  the  er>ndition8 
found  au*l  the  retpiiiTments  of  the  case.  The  parietal  w^ound  is  drained 
with  a  large  rubber  tul>0,  around  which  is  packed  iodoform  gauze,  tlie 
angli's  of  the  wound  being  approximated  by  sutures. 

Nephrectomy. — Xeplireetomy,  or  total  removal  of  the  kidney^  is 
j>erformed  eitlier  tlirougli  the  hiin  or  the  abdomen^  the  former  being  the 
usual  and  safer  route,  altliough  tlie  latter  may  have  to  be  employed  in 
eome  ciises* 

Lumbar  Nkphrectomy. — The  kidney  having  been  explored  In- 
the  lumbar  incisinu,  is  drawn  well  nut  into  tlie  wound  and  freed  from 
idl  surroiiuding  tissues.  The  vessels  and  ureter  are  then  separately  and 
carefully  lig:ited  and  divided  between  two  ligatures,  to  prevent  urine 
getting  into  the  wound,  which  shouM  be  dndned,  packed,  and  partially 
sutured,  or  brought  together  by  buried  sutures,  as  the  surgeon  niny 
th'<'ide,  although  it  is  tar  l>etter  to  j*ely  upcui  drainage  for  the  first  few 
days, 

AniJOMtNAL  NKlMnn-:rTrn[Y. — In  this  operation  the  kidney  is  ex- 
posed and  HMiuived  through  an  aluhmiiual  iiielsifui  in  the  linea  semi- 
hniaris  long  ivutuigh  to  allow  of  its  free  manipulation.  Tlie  intestines 
are  lield  aside  by  pads  of  strrilizetl  gauze,  the  kidney  euueleated,  and  its 
vessels  and  ureter  ligate^l  and  t^ut  Ijctween  two  ligatures,  as  in  the  lunw 
bar  operation.  The  |)eritoneum  is  sutured  over  the  kidney- fat  and  the 
abdouiiual  wound  closerl,  unless  there  is  some  contraindieation.  Lum- 
bar drainage  shoidd  be  institutefl  if  deemed  necessary  Ibr  the  first  few 
days,  when  it  is  removed  and  the  wound  allowed  to  granuhite  from  the 
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Nephrorrhaphy,  or  Nephropexy. — The  kidney  is  exposed  by  a 
lunibar  incision  and  anchored  firmly  in  its  normal  position  by  passing 
several  silk  or  gut  sutures  through  its  substance  and  then  through  the 
lumbar  fascia,  so  that  when  these  sutures  are  tied  the  kidney  rests  or  is 
held  snugly  against  the  abdominal  wall.  The  organ  is  free<l  from  fat 
and  the  sutures  passed  directly  through  it  from  its  anterior  to  its  j>os- 
terior  surface,  and  just  inside  of  its  convex  border.  The  wound  may 
be  sutured,  or  left  open  and  drained.  Should  this  operation  be  unsuc- 
cessful, it  may  be  tried  a  second  time,  and  this  failing,  and  the  case 
urgently  demanding  it,  the  kidney  should  be  removcnl. 


STRrCTLY  spfi-akirif^,  hicnmUiria  (hltiotl  in  the  urine)  is  tDcrely  a 
symploiii  of  nuHiy  tlisaisi-il  <jr  iilintinnnK'oiulitions  of  tlie  urinary  tract, 
and  is  not  ii  morbid  entity  in  iti^elf,  Tlie  urine  may  Ua  only  tinged 
with  blood  nr  it  may  eontain  so  large  a  quiintity  that  it  is  deep  red  and 
oparjue.  The  IdocKl  may  be  in  a  fluid  .state  or  in  elots  of  various  shapes 
aiifl  sizQ^^  depending  somewhat  on  ll»e  origiti  of  tlie  blee<ling.  In  the 
majority  of  eases  bloody  urine  can  be  recognized  niaeroscopically,  but 
it  is  sometimes  neeessary  to  make  a  loicroseopic  examination  to  dis- 
tingui.sh  between  bloody  urine  and  urine  tingetl  a  reddish  brown  from 
the  [>resence  of  haemoglobin  (hfemoglobinuria),  bile-pigment,  an  excess 
of  nrie  aeid^  or  sueh  dnigs  as  rhubarb,  carholic  acid,  or  senna,  which 
ingested  in  ([uantity  may  impart  a  bloody  line  to  the  urine. 

The  hemorrhage  may  arise  from  the  anterior  urethra,  the  j>osterior 
nrethra  (including  the  prostate  and  seminal  vesicles),  the  bladder,  the 
ureters  J  or  the  kidney. 

If  there  is  oozing  of  a  bloody  ilnid  from  the  meatus,  and  if  the  first 
gosh  of  urine  is  hlfwly  and  the  second  perfectly  clear,  it  is  safe  to  say 
that  the  bleeding  comes  from  the  anterior  urethra,  wliieli  I'an  be  exam- 
ined by  the  endoset^pc  and  the  diseased  point  located.  When  there  is 
practically  little  or  no  bleeding  (vom  the  meatus  and  btitli  the  first  and 
second  glasses  contain  blomly  urine  and  perhaps  small  irrcgnlar  chits, 
and  there  is  increased  frequency  of  urination,  with  perhajjs  tenesmus  and 
the  pasjsage  of  purt*  hUnnl  after  each  act,  we  are  wnminte*!  in  suppos- 
ing that  the  bloo*!  eonies  from  the  deep  urethra,  jirostale,  seminal  vesi- 
cles, or  neck  of  the  bladder.  A  rectal  examination  will  l>e  of  aid  in 
these  caseSj  since  the  surgeon  can  palimte  the  base  of  the  bladder  and 
the  sidjaecnt  strnetures. 

Hemorrhage  Irom  the  Idadder-wall  does  not  necessarily  cause  in- 
creased frequency  of  urination  unless  the  vesii^al  neck  be  involved.  In 
these  cjises  the  urine  in  both  glasses  is  of  a  uin'form  bloody  hue. 

If  the  blecfling  comes  from  the  ureter  or  kidney,  long,  worm-like 
clots  may  be  formed  in  the  ureter  and  jKissetl  with  llie  urine.  In  these 
cases  the  two-  or  tliree-glass  te»t  shows  bhwiil  in  t^qual  amount  in  each 
glass.     Bleeding  from  these  parts  is  usually  preceded  or  followed  hy 
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attacks  of  renal  colic,  and  lumbar  pain  shooting  down  the  ureter,  which 
latter  structure,  with  the  kidney,  is  sensitive  on  manipulation,  the  over- 
lying parts  being  tense  and  unyielding. 

If  the  hemorrhage  is  thought  to  come  from  the  bladder,  ureters,  or 
kidneys,  the  cystoscope  will  aid  the  examiner  greatly,  provided  the 
fluid  in  the  bladder  can  be  kept  fairly  clear  by  lavage  or  the  irrigating 
instrument.  If  the  bleeding  is  of  vesical  origin,  it  can  be  located  and 
seen  ;  and  if  from  the  kidney  or  ureter,  the  blood  will  be  seen  issuing 
in  little  jets  or  pufls  from  the  orifice  of  the  ureter,  provided  the  latter 
is  not  blocked  by  a  clot  or  stone. 

If  the  urine  is  so  bloody  that  the  cystoscoj)e  cannot  be  used  satisfac- 
torily, a  very  useful  test  can  be  employed  to  locate  the  vesical  origin  of 
the  bleeding.  It  is  known  as  the  resorption  test,  and  its  action  depends 
upon  the  fact  that  the  vesical  mucous  membrane  has  no  power  of  ab- 
sorption except  under  diseased  or  abnormal  conditions.  The  technic 
of  the  procedure  is  as  follows :  the  bladder  is  irrigated  with  warm 
sterile  water,  all  of  which  is  allowed  to  run  out ;  it  is  then  filled  with  a 
1  to  2  per  cent,  solution  of  |)otassium  iodide,  and  in  fifteen  or  twenty 
minutes  the  saliva  is  tested  for  iodine  by  adding  the  patient's  sputum  to 
a  starch  solution,  which,  if  there  is  a  lesion  of  the  bladder  mucous 
membrane,  will  give  a  blue  color,  showing  absorption  by  the  diseased 
or  injured  bladder  mucous  membrane. 

In  all  cases  of  hsematuria  a  history  of  traumatism,  pain,  or  of  some 
local  distress  or  manifestation  must  be  closely  inquired  into  and  con- 
sidered by  the  physician  and  the  data  obtained,  will  be  found  of  the 
greatest  aid  in  establishing  a  correct  diagnosis  as  to  the  origin  of  the 
bleeding.  Thus,  traumatism  in  the  perineum  from  blows,  kicks,  or 
falls,  if  followed  by  bloody  urine,  either  with  or  without  bleeding  from 
the  meatus,  always  indicates  contusion,  laceration,  or  rupture  of  the 
urethra. 

Wounds  or  traumatisms  in  the  region  of  the  bladder,  ureter,  or  kid- 
ney, if  followed  by  bleeding,  always  point  to  the  seat  of  injury  and  the 
source  of  the  blood,  especially  if  the  patient  has  increased  frequency  of 
urination  with  tenesmus  or  attacks  of  renal  colic. 

Treatment. — The  source  of  the  bleeding  must  be  first  ascertained, 
and  the  cause,  if  possible,  removed  by  suitable  medical  or  surgical  ])r(>- 
ce<lures.  Patients  suffering  from  ha?maturia  should  be  kept  very  (juiet, 
and,  if  indicated,  given  ergot  or  gallic  acid  by  the  mouth  ;  and  if  pain 
be  present,  enough  opium  to  relieve  it  and  keep  them  quiet.  The  local 
and  operative  treatment  for  htematuria  will  be  found  fully  described  in 
the  chapters  devoted  to  the  affections  of  the  urethra,  prostate,  ureters, 
and  kidneys,  and  are  therefore  not  repeated  here,  as  hematuria  is 
merely  a  symptom  of  traumatic  or  morbid  conditions  of  these  organs. 


430 


AFFECTIONS  OF  THE  GENITO^UIilNARY  SYSTEM, 


BACTERIUBIA. 

There  is  a  very  prevalent  ojHiiitjn  tluit  the  urine  of  individuals  not 
suti'ering  from  dif^ease  or  presenting  any  niorbitJ  symptoms  is  always 
free  from  niicrobie  admixture  when  in  the  bhidder.  It  is  now  wxdl 
known  that  the  t^ecretion  may  in  [xissing  tlirongh  the  urethra  carry 
with  it  some  or  many  of  the  usually  luirmless  mierobes  whieh  are  con- 
stantly present  in  that  eanal.  Reeent  observations,  however,  clearly 
show  that  the  urine  when  in  the  bladder  may  contain  many  micro-oigan- 
isms,  sonte  *>f  whieh  urjder  fav^irable  circumstances  may  become  patho- 
genic and  produce  mild  or  seriotis  ilbiess. 

The  published  cases  of  bacteriuria  are  not  very  numerous,  and  their 
details  will  not  as  yet  admit  of  succinct  didactic  description,  but 
th(?y  are  suggestive.  The  iletails  of  eight  cases  reported  by  Krugius 
are  interesting.  Of  these  cases,  three  were  in  men  and  five  in  women  of 
advanced  age.  The  men  had  jjresumably  been  cured  of  urethral  and 
blaildiT  inflammation.  The  histories  of  the  women  showed  that  some 
had  had  antecedent  jK'lvic  affections  and  had  been  ope rattHl  upon,  others 
had  borne  children,  while  others  still  had  been  catheterizcth  In  some 
of  these  crises,  without  known  exciting  eause»  the  urine  became  fetid, 
more  or  less  opique,  and  loaded  with  bacteria*  In  only  one  of  th<*Sie 
eases  was  increased  micturition  observed  ;  but  in  some  there  were  symji- 
toms  of  ill-health,  such  as  ehills  and  fever  and  emaciation.  These  cases 
were  not  instances  of  urinary  infection  nor  of  cystitis.  Other  cases 
have  been  reportetl  without  inflmnmatorychangein  the  large  intestine  and 
rectum,  whieli  were  accompanied  by  l>arteriuria,  and  the  opinion  has  been 
advanced  that  tlie  infection  o<'eurred  from  these  parts  and  sj>read 
through  the  bladder- walls  without  ijrmhieing  cystitis. 

Bacterial  urine  has  a  cloudy,  opaque  appearance,  and  when  shaken 
an  undulatory  or  eddying  motion  may  be  seen,  as  if  it  cruitaincil  an 
impalpable  powder.  Its  odor  is  like  that  of  stale  or  decaytHj  lisb,  and 
is  very  |M?net rating  and  nauseating. 

The  chief  microbe  found  in  ba<*teriuria  is  the  Bacterium  eoli  cnm- 
niune  ;  but  certain  streptococci,  the  Proteus  vulgaris,  and  the  Bacillus 
subtil  is  may  also  be  found. 

Treatment. — Irrigations  and  instillations  in  the  deep  urethra  and 
bladtler  may  be  beueticial  in  some  cases.  All  intestinal  and  pelvic 
disorders  should  be  actively  treated  accfprding  to  indications. 

INCONTINENCE  OF  URINE  (ENURESIS). 

By  incontinence  of  urine  is  meant  the  inability  of  the  bladder  to 
retain  its  contents  either  wholly  or  in  jiart.  It  is,  strictly  speaking, 
merely  a  symptom   of  many   nu>rbi*l   conditions,  and  is  not  a  disease  ill 
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itself ;  thus  we  have  incontinence  due  to  diseases  of  the  nervous  system 
without  lesions  of  the  urinary  tract,  and  again  incontinence  due  to 
pathological  conditions  of  the  urinary  organs,  such  as  urethrocystitis, 
prostatitis,  hypertrophy,  tuberculosis,  malignant  disease  of  the  prostate, 
vesical  calculus,  hypertrophy  of  the  bladder- walls,  with  great  diminu- 
tion of  its  capacity,  and  lesions  of  the  vesical  neck. 

Treatment. — The  cause  of  the  incontinence  must  be  sought  for  and 
removed.  This  knowledge  may  be  obtained  by  a  urinary  analysis  and 
an  examination  of  the  nervous  system,  followed  by  a  local  examination 
of  the  bladder,  vesicles,  prostate,  and  urethra.  All  diseased  conditions 
should,  be  treated,  as  already  described  in  this  work  under  the  appro- 
priate headings. 

Epidural  Injections. — A  novel  and  radical  treatment  of  enuresis 
has  been  proposed  by  Cathelin.  The  injections  are  made  into  the  sacral 
canal  between  the  periosteum  of  the  vertebrae  and  the  dura  mater.  The 
canal  is  feached  through  its  opening  in  the  sacrum.  The  patient  is 
placed  in  the  Sims  position,  the  area  sterilize<l,  and  the  small  osseous 
tubercles  just  below  and  to  either  side  of  the  last  palpable  spinous  process 
are  made  out.  The  needle  of  an  aspirating-syringe  is  then  thrust  through 
the  skin  drawn  tightly  between  these  two  tubercles,  the  needle  being  held 
at  an  angle  of  40  degrees  to  the  sacral  curve  until  it  passes  through  the 
membrane  covering  the  opening  of  the  canal,  when  it  is  lowered  to  20 
degrees  and  pushed  on  into  the  canal.  Five  c.c.  of  sterile  salt  solution 
are  usually  injected  at  first,  and  later  10  or  even  15.  These  injections 
are  made  at  intervals  of  about  one  week,  and  favorable  results  are  said 
to  follow  immediately.  The  injections  seem  to  be  in  nowise  harmful  to 
the  patient,  and  are  no  more  painful  than  any  hypodermic  injection. 
The  immediate  effects  are  rarely  even  disagreeable.  The  rationale  of  the 
treatment  is  not  fully  understood,  though  it  is  conjectured  that  the  result 
obtained  may  be  explained  on  the  basis  of  a  vertebral  inhibition  due  to 
traumatism  exerted  upon  the  nerve-roots  and  conveye<l  to  the  medullary 
centres. 

We  can  await  with  equanimity  the  verdict  of  time  on  this  procedure. 

Incontinence  in  Children^ 

This  form  is,  as  a  rule,  nocturnal,  although  cases  are  met  with  in 
which  it  occurs  during  both  day  and  night.  It  may  continue  from  in- 
fancy, the  child  never  seeming  to  be  able  to  exercise  control  over  the 
bladder  musculature ;  or  it  may  not  begin  until  the  third  or  fourth 
year,  or  even  later.  As  a  rule,  the  affection  disappears  as  the  child 
nears  puberty. 

Treatment. — In  treating  these  young  patients,  the  surgeon  should 
always  ascertain  the  cause  of  the  trouble,  and  if  possible  remove  it,  and 
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to  this  end  a  thorough  examination  of  the  nervous  system  should  be 
made ;  then  a  quantitative  and  qualitative  urinary  analysis  will  l)e 
necerssary,  as  this  will  point  to  any  kidney,  vesical,  or  deep  urethral 
trouble.  If  these  examinations  prove  negative,  we  should  ascertain 
whether  the  child  is  infested  with  worms  or  a  lesion  of  the  rectum  or 
anus  is  present.  A  phimotic  condition  of  the  prepuce  will  sometimes 
cause  incontinence,  as  will  also  stone  in  the  bladder  or  congenital  ure- 
thral narrowing.  Errors  in  the  management  of  the  child,  such  as  not 
urging  him  to  urinate  just  before  going  to  sleep,  or  awakening  him  at 
night  and  early  in  the  morning  for  the  same  purpose,  must  he  corrected 
and  regulated.  He  must  not  be  allowed  to  take  much  fluid  during 
the  evening  and  before  going  to  sleep.  Among  the  many  drugs  recom- 
mended for  the  relief  of  incontinence  in  children,  belladonna  and  qui- 
nine are,  as  a  rule,  the  most  useful,  beginning  with  small  doses  accord- 
ing to  the  age  of  the  patient  and  increasing  up  to  the  full  amount. 
The  employment  of  local  treatment  by  means  of  appliances  about  the 
external  genitals  is  to  be  most  emphatically  condemned,  since  it  is  lia- 
ble, by  directing  the  child's  attention  to  these  parts,  to  Ije  followed  by 
masturbation. 


CHAPTER  XXII. 

PREPARATION  OF  THE  PATIENT  FOR  OPERATIONS  AND  OF 

INSTRUMENTS. 

PREPARATION  OF  THE  PATIENT. 

For  all  operations  of  magnitude  on  the  gen i to-urinary  tract,  the 
proper  preparation  of  the  patient,  both  locally  and  constitutionally,  is 
a  most  important  factor  in  the  ultimate  outcome  of  the  case,  and 
should,  therefore,  be  attended  to  most  minutely. 

The  urine  must  be  thoroughly  analyzed,  both  chemically  and  micro- 
scopically, and  quantitatively  determined,  and  suitable  measures  insti- 
tuted to  ensure  its  amount  normal,  to  correct  its  reaction,  and  to  make 
it  as  bland  and  non-irritating  as  possible. 

The  heart  and  lungs  are  next  examined,  and  if  abnormal  conditions 
exist  they  should  be  dealt  with  according  to  indications. 

Tonics  in  general,  but  especially  full  doses  of  strychnine  and  quinine, 
are  of  great  benefit  both  before  and  after  operations  on  the  genito- 
urinary tract. 

Bland  and  non-irritating  bladder  and  urethral  irrigations  should  be 
given  when  indicated  for  several  days  prior  to  operation,  and  the 
patient  made  to  urinate  just  before  taking  the  ansesthetic.  The  patient 
should  be  kept  very  quiet  for  a  day  or  so  before  the  operation.  On 
the  night  before,  a  cathartic  pill  should  be  given,  and  a  few  hours 
before  the  operation  he  should  receive  a  warm  saline  enema. 

On  the  preceding  night  the  oi>erative  field  is  shaved,  scrubbed 
with  soap  and  hot  water,  and  then  covered  with  a  1 :  2000  wet 
bichloride  and  oiled  silk  dressing,  which  is  held  in  place  by  a  suitable 
bandage. 

The  patient  being  ansesthctized,  the  operative  field  is  scrubbed  with 
tincture  of  green  soap  and  hot  water,  then  with  equal  parts  of  alcohol 
and  ether,  then  with  a  1  :  2000  bichloride  solution,  and  finally  with 
sterile  salt  solution.  The  surrounding  parts  should  be  covered  with 
towels  moistened  with  bichloride,  over  which  arc  laid  dry  sterilized 
towels.  It  is  most  important  to  have  all  solutions  and  towels  that  come 
in  contact  with  the  patient  kept  warm. 

The  preputial  cavity  must  be  thoroughly  cleansed  as  described 
above,  the  penis  being  bandaged  in  a  wet  bichloride  dressing  in  all 
operations  in  which  the  urethral  route  does  not  form  a  part. 
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It  is  necessary  to  empliasizc  the  fact  tliat  in  tlie^e  patients  the 
bowels  should  be  freely  moved  every  day  following  the  opemtion. 

PREPARATION  OF  mSTEUMENTS. 

All  nietiil  in.strunientsi,  except  knive^i,  are  scnibbtsl  with  i^oap  and 
hot  wutcr,  then  riiisctl  \n  hot  writer  and  boiled  for  fifteen  minutes  in 
a  *J  per  cent,  curbunateof  sodium  solution.  Thus  prepared,  the  instni- 
inents  arc  laid  in  trays  of  warm  sterile  water  or  saline  solution. 

Knives  are  first  washed  in  soap  and  liot  water,  then  in  sterile  water> 
and  laid  in  absolute  alcohol,  or  1  :  20  carbolic  acid  solution,  frora  which 
they  are  taken  for  use. 

Soft-rubber  catheters  should  be  boiled,  as  may  also  most  of  the  new 
make  of  woven  and  gum  elastic  instruments,  their  interior  having  pre- 
viously been  cleansed  by  injecting  hot  soapsuds  and  then  plain  hot 
fiterite  water  throngh  them. 

Filiform  bougies  must  not  be  boiled,  as  it  renders  them  soft  and  unfit 
for  use.  They  are  washed  in  soap  and  cold  water,  rinsed  in  sterile 
water,  and  wipe*l  dry  on  sterile  gauze,  in  which  they  are  laid  ready 
for  use. 

For  the  lubrication  of  instruments,  lubrichondrin,  wirite  vaseline^ 
glycerin,  or  olive  oil  may  be  employed,  all  of  them  being  thorougldy 
sterilised  just  before  use,  and  kept  either  in  collapsable  tubes  or  tightly 
stoppered  deep  glass  jars. 


CHAPTER  XXIII. 

THE  CHANCROID,  OR  SOFT  CHANCRE. 

Nature  of  the  Chancroid. — Such  is  the  general  acceptance  of  the 
term  "  chancroid "  or  "  soft  chancre "  in  this  country,  in  contradis- 
tinction to  the  hard  chancre,  or  initial  lesion  of  syphilis,  that  it  is 
well  to  retain  it. 

The  chancroid  is  an  infectious  ulcer  of  the  genitals,  inflammatory  in 
its  nature  and  very  destructive  in  its  course.  It  never,  under  any  cir- 
cumstances, leads  to  syphilis  nor  any  form  of  systemic  infection.  Its 
action  is  purely  local  to  the  parts  upon  which  it  develops  and  to  the 
lymphatic  vessels  and  ganglia  in  immediate  anatomical  association  with 
those  parts. 

The  vehicle  of  infection  of  the  chancroid  in  clinical  practice  is  the 
secretion  of  a  chancroid,  of  chancroidal  lymphangitis,  of  a  chancroidal 
bubo,  or  of  a  serpiginous  chancroidal  ulcer.  Besides  these  secretions, 
inflammatory  pus  and  pus  resulting  from  severe  irritation  of  syphilitic 
lesions  are  also  capable  of  producing  chancroidal  ulcers  de  novo  in  both 
male  and  female,  the  person  from  whom  the  infection  is  derived  being 
perhaps  free  from  active  chancroids  at  the  time. 

A  marked  peculiarity  of  the  chancroid  is  its  amenability  to  repro- 
duction upon  its  bearer  by  auto-inociilation.  Its  secretion  may  be  trans- 
mitted to  the  lower  animals  by  inoculation. 

Modes  of  Infection. — Chancroidal  contagion  takes  place  most  com- 
monly, in  the  lower  classes,  by  actual  contact,  the  pus  being  transferred 
from  one  person  to  another  in  the  act  of  coitus  or  in  some  other  intimate 
mode  of  direct  transfer.  This  mode  is  called  "direct  infection.'' 
While  in  syphilis  mediate  infection  is  rather  common,  in  chancroid  it  is 
quite  rare.  Instances  in  which  patients  have  transferred  chancroids  by 
means  of  their  fingers  or  nails  to  other  portions  of  the  body  through 
scratching  or  otlier  modes  of  transference  occur,  though  very  rarely. 

It  is  probable  that  chancroidal  inoculation  in  sexual  intercourse  in 
many  instances  takes  place  as  a  result  of  more  or  less  well-marked  ero- 
sions, abrasions,  tears,  and  rents  in  the  mucous  membrane,  and  even  on 
the  surface  of  herpetic  vesicles.  It  is  also  fair  to  assume  that  the  balano- 
preputial  mucous  membrane,  with  its  delicate  epithelium  and  its  rich 
and  ver}-  copious  capillary  system,  especially  as  it  is  subject  to  the 
heat,  moisture,  and  maceration  aflecting  the  structure  of  the  parts,  may 
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be  enxJed  hy  the  irritating  pus  and  become  the  seat  of  chancroids. 
This  j^ecretion  may  hxlge  in  the  ducts  of  the  sebaceous  follicles  of  the 
inte^iinieut  of  the  peniis,  and  there  produce  ulceration. 

Chancroid  being  classed  as  a  vcuereal  disease,  the  physician  instinc- 
tively concludes  that  a  given  ulcer  that  is  presented  to  him  must  of 
necessity  have  originated  in  sexual  contact.  In  many  cases  this  supposi* 
tion  is  not  correct,  for  chancroids  may,  as  we  have  seen,  originate  in  some 
subjects  lie  novo.  In  other  words^  il  is  not  very  uneoniniou  to  see  chan- 
croids in  men  who  have  had  no  sexual  ex|wsure  whatever,  such  lesions 
being  perhaps  due  to  inherent  peculiarities  of  their  tissues,  to  some 
diathetic  condition  or  debility,  or  to  coutamiuatiou  with  particles  of  dirt 
that  have  lodged  upon  their  genital  organ.  This  mode  of  origin  of  the 
chancroid  has  been  conclusively  demonstrated  to  me  by  very  n»any  cases 
in  wliich  her[ietic  lesions  beciime  transformed  into  actively  destructive 
chancroids.  Such  cases  are  far  from  rare,  and  if  the  practitioner  will 
carefully  interrogate  the  patients  that  come  to  him  suffering  from  chan- 
croids, he  will  in  many  instances  find  that  there  has  been  no  exposure 
Within  the  time  required  for  the  develoimient  of  these  lesions^  and  he 
will  convince  himself  beyond  all  doubt  that  the  ulcerative  lesions  are 
due  to  some  unknown  source  of  contamination  of  herpetic  vesicles,  of 
chafes,  abrasions,  or  fissures.  Simple  inflammatory  lesions  of  the 
genitals,  therefore^  become  converted  into  tj^pical  chancroids— or,  as  we 
may  say,  wound-infections  or  septic  ulcers — ^undtmlitedly  as  the  result 
of  contamination  with  pyogenic  microbes.  Pus  taken  from  these  chan- 
croids iu  syphilitic  subjects  will,  as  a  rule,  be  seen  to  possess  great 
potentiality  in  the  extent  and  persistence  of  the  ulcer  and  in  the  power 
that  it  possesses  of  producing  by  inoculation  similar  lesions  for  many 
generations. 

In  some  of  these  cases  of  chancroid  that  develop  de  novo  in  syphilitic 
subjects  contamination  of  the  inguinal  ganglia  takes  place  by  direct 
lympljutic  absorption,  As  a  result  we  have  two  forms  of  bubo— the 
irritative,  which  may  be  aborted  ;  and  the  inflammatory,  which  leacls  to 
abscess. 

It  is  very  probable  that  in  the  tissues  of  syphilitic  subjects  the 
pyogenic  microbes  find  a  most  favorable  ni<lus.  The  infiammatory 
process  to  wliich  they  give  rise  is  often  very  active,  and  the  resulting 
pus,  rich  in  untTobes  and  their  poisons  or  tissue-products,  is  much  more 
virulent  and  (h\structive  than  that  of  their  congenerSj  which  are  caused 
by  fltc  various  forms  of  simple  pus. 

Cliancroidid  pus  and  pyogenic  microl»es  may  attack  the  hard  chancre 
and  ciutse  it  to  resemble  chancmid,  TIjc  resulting  lesion  is  called  the 
mixed  chancre. 

Bacteriology  of  the  Chancroid, — Within  the  past  ten  years  seve] 
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observers  have  endeavored  to  prove  that  in  chancroidal  pus  and  in 
mucous  membranes  the  seat  of  chancroidal  ulcerations  they  have  found 
a  specific  micro-organism,  which  is  known  to-day  as  the  streptobacillus 
of  Ducrey ;  but  their  descriptions  and  observations  are  faulty  and  lack- 
ing in  many  essential  particulars,  and  they  fail  to  carry  conviction. 

These  observers,  who  devote  so  much  time  to  the  microscopic  study 
of  the  soft  chancre,  are  silent  about  its  multifarious  origin.  Chancroid 
bears  the  same  relation  to  mucous  membranes  that  impetigo  and  ecthyma 
do  to  the  general  integument.  Knowing  as  we  do  that  chancroid  may 
arise  from  so  many  different  pyogenic  processes,  that  it  can  be  readily 
produced  at  pleasure  by  any  one  who  will  take  the  trouble  to  make  the 
necessary  experiments  and  inoculations,  that  it  frequently  arises  de  novo 
when  the  genital  parts  are  subjected  to  irritation,  dirt,  and  unclean- 
liness — it  is  utterly  absurd  to  call  it  a  specific  process  and  due  to  a 
special  specific  cause.  This  streptobacillus  is  a  pus-producing  agent, 
it  may  be  that  it  follows  in  the  wake  of  the  well-known  pyogenic 
microbes,  after  the  manner  of  mixed  infections.  It  must  be  distinctly 
borne  in  mind  that  when  chancroidal  pus  is  examined  with  high  powers 
and  oil-immersion  by  means  of  tlje  microscope,  it  is  invariably  found  to 
contain  staphyhwocci,  streptococci,  indifferent  cocci,  and  bacilli.  The 
science  of  bacteriology  is  not  yet  far  enough  advanced,  nor  are  its  results 
suflBciently  accurate  and  extensive  from  a  diagnostic  point  of  view,  to 
warrant  the  statements  which  have  been  made  concerning  this  strepto- 
bacillus. 

Description  op  the  Ducrey-Unna  Streptobacillus. — The 
streptobacillus  of  soft  chancre  was  found  in  pus  first  by  Ducrey,  and 
later  in  the  tissues  by  Unna.  It  is  a  rod-like  bacillus  with  rounded  ends. 
The  dimensions  vary  from  1.5  to  2 /i  in  length  and  from  0.3  to  1  /i  in 
breadth.  This  micro-organism  is  found  singly,  but  it  shows  a  tendencv 
to  form  chains  and  to  become  agglomemted  in  masses.  In  the  pus  it 
occurs  singly,  but  more  frequently  in  chains.  In  the  tissues  it  is  found 
almost  entirely  in  chain-form.  It  has  been  found  in  all  soft  chancres 
examined  by  Unna,  and  also  in  the  pus  of  chancroidal  bulK)es.  It  stains 
with  carbol-fuehsin,  gentian-violet,  and  anilin-water  solution,  and  is 
decolorized  by  Gram's  method — a  characteristic  by  which  it  may  be  dif- 
ferentiated from  other  organisms  occurring  in  chancroidal  pus. 

Recently  the  Unna-Ducrey  bacillus  has  been  successfully  cultivated 
by  Bezimyon,  Griffon,  \a}  S)urd,  and  Lincoln  Davis  of  Boston.  These 
observers  obtained  pure  cultures  in  several  cases  from  chancroidal  buboes 
opencnl  under  aseptic  conditions,  and  from  extragenital  chancroids.  Of 
the  latter,  one  was  the  result  of  auto-inoculation  upon  the  thigh  from 
a  genital  lesion  ;  the  other  was  an  artificial  inoculation  upon  the  abdo- 
men from  a  genital  leeion.     The  cultur(?-medium  used  was  rabbit's  blood- 
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agar  in  a  propr^rtion  of  one-tliircl  to  tw<>-tliirds  a^ar ;  iilsij  iHKH>agulai 
nil>l>it*H  bloiKl-r?eriim.  The  culooiets  were  de.scni)ed  as  iippeuriiig  at  the 
eiifl  of  twenty-foiir  hoiirSj  oq  the  solid  nunlia,  as  bright  rtmnd  globules 
whii'lj  att^iitied  their  eompleti^  dovelnpnieiit  in  ffirty-eight  hours,  Ix^coni- 
ing  then  o]>aqne  ami  grayisli,  Thuy  were  1  to  2  nini,  in  tliameter,  and 
never  became  coiifliient.  When  Btanied  and  examineil  they  were  found 
to  be  eomposotl  of  Imeilli  grniipe<l  in  mass4\^  or  arranged  in  chains  of 
three  or  four  elenient^.     In  nioriihology  the^e  bacilli  corresjxuidi'd  to  the 

Fio.  112. 
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eectloD  of  a  elmnciri>l(1,  »Uowing  the  «lreptotmt"|]liis  of  Dueri'^y-Unna  in  the  tfusMe*.  The  chAlns 
are  comptoserj  f«f  minute  rtMlji  nrmnjs'L'd  Ihunrly,  niosUy  iti  iwa  ur  three  i^uraltel  rows,  amJ  ihey 
give  offbrant'hei  in  th«ir  cours*'.  Single  r^iwp  of  the  bmeilli  are  alsn  fjuud.  They  Ue  l>i'iw(MPti 
the  ccU»,  nut  Ui  them,  Miid  are  situnted  esptJt^tally  In  the  fltiptrrrttlal  lajrera  of  the  ti«.>iifc«, 
I>eifper  down  in  the  sifctiou  Ibey  are  not  freeu.^ 

deseriptitms  of  the  organisms  of  Diicrey  and  Unna.  In  the  water  uf 
condensation  the  bacilli  were  found  arranged  in  long,  tjinuoiis  eliains  iu 
Mdiich  tlie  individnal  elements  were  smaller  than  in  the  snrface  colonies. 

The  growth  of  tlie  bacilli  was  equally  good  in  rabl>ii*s  blood-senim 
uncougnlated.  Their  v^itality  hi  this  medium,  however,  was  short,  while 
on  blood-agjir  it  exceetled  three  wec*ks.  All  attempts  at  culti%*atinn  on 
ordiiisiry  media  failed,  even  after  acclimation  tlinnigli  a  series  of  tubes  of 
blooil-agar.  Tyjdcal  chancroidal  lesions  were  re|>roducRl  on  three  occa- 
sions in  man  liy  inoculation  from  pure  cultures,  Fmm  these  chancroids  of 
inoculation  the  organism  was  recovered  in  pure  culture.  Animal  inocu- 
lations were  in  all  eases  negative,     l^It^nkeys  were  not  used. 

This  work  of  Beza u^iu  and  others  has  since  l>een  confirmed  by  Simon, 
and  very  recently  by  Tiimaszewski  in  a  small  nunil>er  of  cases, 

Xicolle  was  the  first  to  jiroduce  tlie  disease  in  animals  by  inrK^ulatinn 

of  chancroidal  pus.     He  sueeeeded   in  doing  this  in   I9(M)  willi  certain 

species  of  monkeys,  iifrtably  the  Seninopithrcu^. 

*  Thi«  clniwin^  whk  kindly  rniide  for  nj*^  by  Dr,  tieorge  T.  Elliei  from  a  m?clion  made 
and  stained  by  Linna. 
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Recently  Holub,  a  Russian  observer,  has  reported  the  growth  of  the 
streptobacillus  of  Ducrey  in  the  internal  organs  of  various  insects  inocu- 
lated with  chancroidal  pus.  More  recently,  1903,  Lincoln  Davis  success- 
fully inoculated  cultures  of  the  Ducrey  bacillus  upon  a  monkey  of  the 
genus  MaecamiA  Neniestrinua, 

Appearances  of  the  Ohancroid. — Chancroidal  ulcers  have  no 
perio<l  of  incubation,  since  the  destructive  action  of  the  pus  or  of  the 
pyogenic  microbes  begins  at  once,  and  the  resulting  lesion  is  apparent 
as  soon  as  the  morbid  action  penetrates  beneath  the  epithelium.  Thus, 
when  this  layer  is  thick  the  appearance  of  the  chancroid  may  be  delayed, 
and  very  often  some  time  elapses  during  which  the  pus  is  entering  a 
follicle.  Constitutional  conditions  in  many' cases  influence  the  rapidity 
of  development.  Chancroids  on  mucous  surfaces  develop  much  more 
quickly  than  upon  the  integument.  Abrasions,  excoriations, and  fissures 
in  the  mucous  membrane  afford  favorable  doors  of  entry,  and  upon  them 
chancroids  develop  with  great  promptness.  As  a  rule,  inflammatory 
action  is  very  apparent  within  twenty-four  hours  after  the  implantation 
of  the  pus  on  mucous  membranes,  and  within  forty-eight  hours  in  general 
the  pustular  nature  of  the  lesion  can  be  readily  made  out.  In  other 
cases  the  progress  may  be  slower,  and  three  or  four  days  may  elapse 
before  the  chancroid  pustule  is  fully  formeil. 

Upon  mucous  membranes  the  first  sign  of  a  chancroid  is  a  minute 
yellow  spot  surrounded  by  a  halo  of  intense  redness,  which  shades  off 
into  the  surrounding  pink  color.  If  not  ruptured,  the  yellow  central 
spot  grows  larger  and  higher,  and  very  soon  a  typical  conical  shaped 
pustule  is  formed.  Upon  the  integument  the  same  yellow  spot  and  red 
halo  are  present,  and  the  pustular  condition  may  be  present  or  may  be 
replaced  by  an  ulceration. 

In  most  cases  on  mucous  membranes  chancroids  very  early  lose  their 
epithelial  dome,  which  constitutes  the  pustule,  and  the  typical  ulcer  is 
then  seen. 

The  outline  of  a  chancroid  is  usually  either  round  or  oval,  according 
to  the  conformation  of  the  parts  upon  which  it  is  seated  ;  but  when  de- 
veloped upon  a  fissure  or  abrasion  it  may  be  linear  or  irregular.  Irreg- 
ularity of  outline  also  results  from  the  coalescence  of  a  number  of 
chancroids.  On  the  prepuce  and  in  the  sulcus  they  are  circular  ;  about 
the  fraenum  they  frequently  are  oval ;  when  developed  partly  on  the 
glans  and  j)artly  on  the  prepuce  they  are  irregular,  for  the  reason  that 
the  ulcerative  process  is  more  active  on  the  former  than  on  the  latter. 
Chancroids  at  the  orifice  of  the  prepuce  and  at  the  anus  have  a  tendency 
to  follow  the  radiating  fissures  peculiar  to  these  i)arts.  A  comprehen- 
sive idea  of  the  clinical  feature  of  chancroids  may  be  gained  by  a 
survey  of  Plate  XXVI.     Fig.  1   shows  incipient  chancroids  on  the 
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inner  Ifimolla  of  the  prepiK^o,  while  in  Fig,  2  a  wellHievelopcHl  chancroid 
of  tlie  integument  is  portraycMl, 

Whatever  the  shape  of  the  chancroid,  the  edge.s  are  sharply  cut  and 
abrupt,  as  if  punched  out.  Tlie  whole  tluekuess  of  the  epitlieliuni  is 
destroyed,  and  it  can  Xw.  seen  that  though  cleanly  cut,  as  i^  the  result- 
ing lesion,  the  edges  of  it  ixm  uuderniiu*/<l  in  :^nioe  ease.s  to  such  an 
extent  that  the  tip  of  a  probe  can  be  carried  circuniferentially  around 
the  ulcer  and  under  it.  This  feature  of  undermined  edge  is  due  to  the 
fact  that  the  soft  snhe|>itlie]inl  tisfiues  are  less  resistant  than  the  more 
horny  epithelium.  In  addition  to  the  undermined  coudition,  the  edges 
are  frequently  minutely  uneven  or  jagged,  a.s  Ijest  seen  by  a  maguify- 
ing-glai5Sj  ^flowing  that  the  destructive  action  takes  place  by  minute 
radiating  processes.  Arotmd  the  edge  of  the  chancroid  is  an  areola  of 
rc4lnes3  which  varies  in  <le])th  and  \\  idth  acerirding  to  the  stage  of  the 
inflammation.  This  red  lialo  extends  pari  pa^mt  nith  the  nlct^r.  The 
floor  of  the  latter  is  jK*culiarly  uneven  and  worm-eaten  in  appearance, 
and  in  its  early  stage  covered  with  a  liglit  yellowisli  pellicle  composed 
of  disorganized  tissues  an<l  pas.  With  the  growth  of  the  ulcer  this 
film  lK'c<imes  thicker  and  forms  a  l>right  or  gohh'U-velhnv  pseudomem- 
branous layer,  which  is  shown  with  admiralde  fidelity  in  Figs.  1,  2,  3, 
and  4  of  Plate  XXVI.  This  mendiranons  pellicle  covering  the  chancroid 
is  tlirown  into  little  uneven  mam  mi  Hat  ions,  wliich  crirrcspiJiul  to  the 
minute  rugosities  which  c<iver  the  surface  of  the  ulcer. 

The  secretion  of  cliancroids  is  in  the  active  stage  quite  ahimdant, 
and,  while  purulent,  the  pus  diflers  from  that  of  goDorrlioea,  It  is 
thinner  in  ([uality  and  usually  of  a  brownish  or  rusty-brown  tint,  due 
to  the  admixture  of  small  <piantities  of  l)lood.  This  chancroidal  pus; 
under  the  microscope  is  found  to  consist  of  pus-globules,  retl  corpuscle^?, 
and  the  detritus  of  tissues  and  miero-virgunisnis. 

The  underlying  beil,  as  it  may  be  called,  of  chancroids  should  always 
be  attentively  studied.  It  usually  consists  of  ordinary  inflammatory 
cedema,  and  is  felt  between  the  thumb  and  finger  as  a  mass  firm  in  con- 
sistence midway  between  ordinary  o'<lema  and  a  furuncle.  It  yields 
to  firm  pressure,  thtmgh  not  doughy,  but  has  not  the  dense  consisi- 
ency  of  the  true  hard  chancre.  This  a;dematous  infiltration  of  llie 
chancroid  U  not  very  sharply  limited,  but  becomes  gradually  less  in  the 
surrounding  tissue. 

In  the  typical  hard  chancre  the  induration,  on  the  other  faand^  is 
condensed  and  sharply  circumscribed.  This  symptom,  to  a  certain  de- 
gree important  in  the  diagnosis  of  the  chancroid,  is  often  much  ob- 
scured by  injudicious  cauterizsition,  partieidarly  when  the  solid  stick  of 
nitrate  of  silver  is  vigorously  used,  and  also  wlien  chromic  acid,  pure 
sulphuric  aei*!,  and  indeed   any  very  caustic  application,  is  nui<le,     A 
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similar  misleading  hardness  is  very  often  felt  after  active  cauteriza- 
tion of  herpetic  vesicles,  abrasions,  fissures,  and  vegetations. 

The  duration  of  the  period  of  activity  of  chancroid  is  so  variable 
that  it  is  really  indefinite.  It  is  influenced  largely  by  the  intelligence 
and  efficiency  of  the  treatment,  the  care  and  attention  of  the  patient, 
and  by  his  general  condition  and  modes  of  life.  Alcoholic  indulgence 
is  a  prolific  cause  of  chronicity  and  activity  of  chancroidal  ulceration, 
and  plethora  tends  to  increase  it.  A  very  active  life,  much  walking, 
and  physical  exercise  likewise  tend  to  perpetuate  the  existence  of  these 
sores. 

On  the  integument  the  ulceration  is  slow,  and  there  is  not  the 
marked  tendency  to  extension  that  there  is  on  mucous  membranes.  In 
some  instances  the  ulceration  extends  quite  superficially  over  consider- 
able surface.  Then,  again,  the  ulceration  grows  in  extent  by  the  fusion 
of  a  number  of  chancroids,  as  depicted  in  Fig.  6  of  Plate  XXVI.,  in 
which  it  will  be  seen  that  a  large  portion  of  the  surface  of  the  integu- 
ment of  the  j>enis  has  been  invaded.  In  Fig.  4  an  active  chancroid  is 
seen  complicated  by  the  development  of  another  chancroid  in  the 
course  of  the  lymphatics,  called  bubonulus — a  feature  first  described  by 
Nisbet. 

The  stage  of  repair  of  chancroids  is  indicated  by  a  number  of  changes 
in  all  of  the  features  of  the  ulcer.  Perhaps  the  most  noticeable  one  is 
a  diminution  of  the  inflammatory  areola  and  a  subsidence  of  the  under- 
lying (edematous  infiltration.  Then  the  grayish-yellow  well-marked 
pseudomembranous  layer  begins  to  disappear,  and  as  it  does  healthy 
pink  granulations  spring  up  over  more  or  less  of  the  surface  and  the 
unhealthy  pus  becomes  gradually  laudable.  The  undermined  edges 
lose  their  deep  redness  and  gradually  disiippear,  and  the  ulcer  becomes 
saucer-shai)ed.  Coincidently  with  this,  healthy  granulations  develop 
over  the  whole  surface  and  push  upward,  gradually  becoming  even  with 
the  parts  around. 

A  remarkable  feature  of  the  chancroidal  ulcer  when  not  kept  scru- 
puh>usly  clean  is  its  tendency,  even  in  the  reparative  stage,  to  retrogress 
and  assume  all  of  the  attributes  of  activity.  In  such  cases,  however, 
there  is  usually  some  well-defined  cause  for  the  exacerbation,  such  as 
carelessness,  and  particularly  uncleanli ness,  sexual  intercourse,  or  al- 
coholic excesses. 

Seat  of  the  Chancroid. — In  the  male  the  ehaneroid  is  most  com- 
monly found  in  the  sulcus  behind  the  glans  ;  on  the  inner  surface  oi*  the 
prepuce ;  on  and  near  the  fourchetto,  particularly  on  the  fossre  on  each 
side  of  it ;  on  the  li])s  of  the  meatus  and  within  the  urethra  ;  upon  the 
sheath  of  the  penis  ;  on  the  glans  ;  and,  usually  by  auto-inoculation,  on 
the  scrotum  and  thighs,  pubes  and  anus.     They  occur  on  the  finger  by 
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infwtion  from  genital  sare^,  and  upon  the  face  by  means  of  tlii-  titigersj 
and  within  tlio  anus  from  pederasty.  In  women  they  are  found  at  the 
introitus  vagim^  ;  on  the  fonrchettc  and  vestibule  and  on  the  clitoris  ; 
on  the  labia  minora  ;  within  the  vagina  (rather  rarely) ;  on  the  o,«  uteri ; 
on  the  labia  majora,  and  by  auto-inoeulation  on  the  internment  of  the 
latter  botlies  ;  npon  the  perineum,  inner  surface  of  the  thighs  ;  on  the 
hyposrastrium,  and  around  the  margin  of,  and  w^ithin,  the  anus,  (See 
Fig/ll3.) 

Upon  the  external  and  in  tegumental  snrfiiee  of  the  labia  mai^ra 
chancroids  often  assume  the  apjiea ranee  of  pustules  or  abscesses  in  eon- 
sptpience  of  the  pus  having  inoculated  one  or  more  of  the  follicles  (fol- 
licular chancroids)  ;  and  there  is  fre<piently  more  or  less  tcdenra  of  the 
subcutaneous  cellular  tissue,  as  evinced  by  the  swelling  and  hardness  of 
the  labia.  When  the  pustule  breaks  the  underlying  ulcer,  if  exposed  to 
the  air,  bectmies  covered  with  a  scab  and  resembles  ecthyma. 

Chancroids  are  also  common  on  other  j>ortions  of  the  vulva  and  *>n 
the  internal  surface  of  the  lal da  majora,  where  they  oreasion  pain  Mud 
diffieulty  in  wallciug,  Vidvar  ulcers  !>eeome  much  inflamed  frr*m  the 
irritation  of  the  urine  and  vaginal  discharges,  which  likewise  renders 
them  difficult  to  cure. 

Varying  Feattires  of  Chancroidal  Ulcers. — ^The  most  simple  f»n-m 
of  efianeroid  is  very  shallow  (see  Plate  XXVI.,  Fig,  1);  the  under- 
mining of  the  edges  is  very  slight,  and  the  worm-eaten  unevenness  of 
the  base  very  *lelicate.  This  condition  may  really  W  Imt  the  early  stage 
of  the  ulcer,  and  appropriate  treatment  very  soou  brings  about  the  repar- 
ative stage. 

Ujxm  surfaces  where  muotnis  membranes  and  integument  meet,  and 
upuu  tlje  mucous  membrane  lining  the  labia  majora,  and  on  the  skin  in 
the  region  of  the  genitals,  rounded  conical  elevations  surmounted  witli  a 
minute  pustule  are  srmietimes  seen.  Tlie  pustule  increascj^  in  size,  and 
forms  an  idcer  whicli  presents  a  crater-like  appearance,  as  sometime^) 
seen  in  acne  in<hirata.  This  lesion  is  called  the  ftllieuhtr  or  (icnr/orm 
ehnncnnilf  and  results  from  the  destructive  action  of  the  pus»  bt'ginning 
in  tiie  hair-  or  sebaceous  follicles  and  acc<uiipanied  by  much  inflam- 
matory sw**lling.  It  is  slifjwu  in  Fig.  113  on  tlie  upi>er  pirt  uf  the  left 
labimn  majus.  (Comparison  (*f  tfie  outlijies  furnished  by  tliis  figure 
W'ith  the  coh>red  figures  will  give  a  clear  idea  of  chancroids  in  nnnicn.) 

What  is  termed  the  irhtlti^mdlotiH  chancroid  is  always  met  with  ujxm 
the  integument,  particularly  upon  the  penis  and  those  parts  of  the  geni- 
tals of  botli  sex^'s  which  arc  iii>t  macerated  with  perspiration  or  which 
are  not  in  coaptation.  Tliis  variety  of  (ihaniToid  resembles  in  manv 
of  its  fcaturoi  chancroidal  idcers  prrMlucetl  by  inotadation.  It  begins  as 
a  small  red  spot,  commonly  anuuifl  a  hair-tbllicle,  which  inci'eai^es  rather 


CbffltlCrnids  or  tin-  lubui  mniMtn.  m  ikii<  eiiiiliKtitiiUJi  hlteKUmL'hl,  ami  ■>!  ihi:-  unirgiik  4.if  ihe  Hiiiis. 

tlie  fl<Mir  is  <le*  JKT,  corrospiiuiling  U*  th€  tlHrkni'.^s  of  the  skiti  ;  aiirl  tlie 
ba.su  i>  nioro  miirkedly  uneven  and  wonu-ciiien.  The  ulcer  is  usually 
glow  in  its  coui*se,  and  secretes  a  intRleratc  amount  of  pus,  which  con- 
stantly ilrlcs  into  a  crust.  Ujion  the  integument  of  tlic  penis  or  on 
the  outer  surface  of  the  labia  majc*ra,  where  it  frcqiiently  ooeui*?,  this 
chancroid  is  sometimes  acconipanied  with  lymphangitis  and  adenitis. 
It  is  well  shown  after  the  removal  i>f  crusts  in  Fig»  113. 


444 


THE  CHASCnOiD, 


In  some  cases  of  chancr*)iUs^  partirdlarlv  whon  thoy  arc  soated  upon 
the  prepiiee  near  the  siiknis  ^rljindis  sin«l  ujhui  tlie  labia  minnra,  or  on  any 
purt,  ill  short,  in  wtiich,  owing  to  its  con  formation,  irritation  is  apt  tii 
be  severe,  the  bed,  as  Ave  may  call  tlie  nnde Hying  tissues,  is  sometimes 
the  seat  of  more  than  ijsnal  cedema  and  cell-infiltrauon.  The  result 
ifl,  that  the  chancroid  m  elevated  above  the  surrounding  plane^  and  it 
is  then  calletl  the  nkun  rkvaiam.  In  like  manner,  tliere  is  a  syphilitic 
elevated  ulcer.  The  salience  of  the  ulcus  elevatiim  is  by  some  authors 
incorrectly  said  to  be  due  to  extibcrant  granulations,  wbereaa  inspection 
will  show  the  typical  cfiancroidal  surface,  with  usually  less  under- 
mining  of  the   e<Iges    of  the  ulcer.     A    ver>^  gr>od    idea  of  the  ulcus 
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elevatura  may  be  obtained  from  inspection  of  Fig.  3»  Plate  XXVI. 
(lower  and  right-band  lesion),  and  the  larger  oval  lesiou  on  the  right 
labium  tumus  in  Fig.  llo. 

These  ulcers,  showing  a  tendency  to  ex  lend  rather  superficially  over 
more  or  less  surface,  are  called  Mrrptghiou^  chancroids.  The  term  should 
be  applied  to  cases  which  show  progressive  extension,  and  in  which  the 
lesioD  creeps  over  much  surface.    Such  casas  perhaps  deserve  this  desigiia* 
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tion.  In  America  we,  for  the  most  part,  apply  the  term  "  serpiginous 
chancroid "  to  a  chronic,  more  or  less  deeply  destructive,  ulcer  which 
usually  has  its  beginning  in  a  chancroidal  bubo.  These  ulcers,  happily 
rare,  have  a  deep,  irregular,  fungating  surface  covered  with  a  rather 
thick,  uneven,  variegated,  brownish-red  and  grayish-green  slough  or 
membrane  and  a  sanious  pus,  and  having  thick,  bluish-red,  under- 
mined, and  often  everted  edges  extend  irregularly  over  the  abdomen 
and  thighs.'  These  destructive  ulcers  are  nowadays  very  rarely  seen. 
Owing  to  our  more  efficient  treatment  and  to  the  thoroughness  of  anti- 
sepsis it  is  very  probable  that  in  the  future  serpiginous  chancroid  will 
become  a  great  rarity. 

What  is  termed  phagedenic  chancroid  is  an  example  of  the  most 
serious  complication  of  the  local  infectious  ulcer.  Phagedena  is  a  rather 
infrequent  complication  of  both  chancroid  and  hard  chancre,  and,  in  my 
experience,  occurs  more  frequently  in  the  course  of  an  initial  lesion  than 
in  that  of  the  chancroid.  For  its  production  no  special  virus  is  required. 
It  originates  in  local  causes,  such  as  neglect  of  treatment  and  improper 
treatment  of  chancroids  (intemperate  cauterization,  or  where  they  are  so 
situated  that  it  is  difficult  to  thoroughly  irrigate  them,  as  in  chancroidal 
phimosis. 

The  course  of  chancroidal  phagedena  presents  many  features  which 
)H)int  to  a  secondary  bacterial  infection  complicating  the  chancroidal 
ulceration. 

Varieties. — Chancroids  of  the  Meatus. — These  chancroids  are 
not  very  common,  and  when  present  involve  one  or  both  sides  of  the 
orifice.  They  may  extend  downward  and  involve  the  whole  fossa 
navicularis. 

Chancroids  of  the  vagina  are  very  rare,  except  in  old  syphilitic 
subjects. 

Chancroids  of  the  os  uteri  are  also  exceedingly  rare,  and  when 
present  resemble  those  seen  in  the  vulva. 

Chanctioids  of  the  Anus  and  Rectum. — Chancroids  of  the  anus 
and  rectum  may  occur  in  either  sex  from  unnatural  coitus,  but  are  more 
frequent  in  women,  owing  to  the  facility  with  which  these  parts  are 
soiled  with  the  secretion  of  sores  situated  upon  the  vulva.  When  seated 
upon  the  margin  of  the  anus  they  may  readily  be  mistaken  for  fissures. 
They  are  attended  by  nuicli  pain,  especially  during  the  i>assage  of  the 
fflBces,  which  should  always  be  rendered  liquid  before  going  to  stool  by 
a  mucilagenous  injection. 

Chancroids  of  the  folds  of  the  anus,  even  when  cured,  may  ter- 
minate in  fissures  which  are  very  difficult  to  heal,  in  consequence  of  the 
frequent  passage  of  the  ficces  and  the  spasmodic  contraction  of  the 
sphincter  ani.     In  such  aiscs  the  only  certain  means  of  relief  is  to  be 
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found  in  tlie  foreiMo  dilatation  or  rnptiiro  of  the  sphincter  as  employftl 
in  ordinary  ciiscs  of  fisi?nre  of  the  anus. 

Chnncrf»i<ls  of  tlie  iinns  and  rerttnii  not  nntYoquontly  escape  observii- 
tion  from  the  natural  rekietauce  of  patients,  espeeiully  women,  to  have 
this  part  of  the  body  examined  ;  and,  iiidewl,  the  j>nrgeon  himself  h 
often  content  with  an  inspection  of  the  external  orifice  of  the  alimentary 
canal  when  a  digital  exaniinatiou  would  reveal  the  presence  of  a  chan- 
croid in  the  rectum. 

Chancroids  i  pon  the  Integument  of  the  Pents.— The  ma- 
jority of  ulceration's  seated  upon  the  integument  of  the  penis  are 
chancres,  and  nitt  clianeroids  ;  therefore  tlie  surgeon  shoo  Id  be  ver\^ 
carefid  in  his  diagnosi.s  of  lemons  in  this  region.  The  rule,  however, 
is  fiir  from  l)eing  invariable,  for  1  have  met  with  many  eases  of  sin»ple 
chancres  situated  between  tlie  preputial  oritice  and  the  root  of  the  penis, 
and  even  upon  the  pubes.  Chancroids  upon  the  integuineut  of  the  penis 
often  originate  in  a  follicle,  and  when  first  noticed  resemble  a  pustule 
or  small  abscess  (fotlieular  chancroids). 

Chancroids  op  the  FR/ENtm. — Chancroids  of  the  fnenum  are 
especially  painful,  persistent,  and  liable  to  hemorrhage.  They  may  com- 
nienee  either  njKm  the  free  margin  f»r  at  the  base  uf  the  bridle.  In  the 
former  case  a  rent  or  fissure,  the  result  of  violence  during  coitus,  has 
probably  been  inocuhit<*d,  and  the  resultant  chancroid  gnulnally  eats 
away  the  whole  fraMium  and  hollows  out  a  uarn^v  longitudinal  gro<»ve 
upon  tlie  under  surface  of  tlie  glans,  giving  great  annoyance,  long  per- 
sisting, and  resisting  ordinary  mtKlcs  of  treatment. 

Chancroidal  pus  imder  tlivomblc  circumstances  may  pro4luce  char- 
acteristic lesions  upon  any  part  of  the  integument  of  the  body, 

Subpreputial  CHANCRorBS. — Chancroids  beneath  the  prepuce  are 
nsuAlly  multiple,  cause  amch  inflamnuitory  trdema,  and  exhilut  a 
marked  tendency  to  extensive  ulceratit>n.  In  proportion  as  the  prepuce* 
is  long  anil  tiglit  at  its  orifice  there  is  a  tendency  to  the  production  of 
chancroidal  phinn^sis.  In  many  cases  chancroidal  ulcers  form  at  the 
preputial  tirifices  of  the  fissures,  which  may  be  present  t  lie  re  as  a  result 
of  efforts  to  retract  the  [j  re  puce. 

Chancroidal  Lymphaxchtls.— Inflammation  of  the  lymphatics 
is  a  nr^t  very  frcfpieiit  ccimplicatimi  of  the  chancroid.  It  is  sometimes 
seen  as  heat,  redness,  pain,  and  a  cord-like  condition  of  these  vessels  on 
cither  side  of  the  penis,  corres|jonding  to  the  chancre.  This  condition 
may  end  in  inflnnimation  of  the  inguinal  ganglia  and  its  subsidence, 
or  it  may  go  on  to  the  formation  of  chancroids  along  the  sides  of  the 
penis,  and  even  at  its  root^  low  down  on  the  pubes,  as  seen  in  Fig,  4, 
Plate  XX  VL 

CHANruoiriAi.  Phimosis. — This  is  a  somewhat  rare  complication, 
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and  is  tiiuml  mostly  in  dispensary  and  hospital  patients.  Chaacn)iflal 
phimosis  is  usually  due  to  want  of  care  of  suhpreputial  lesions,  and  fre- 
quently to  a  tao  severe  eauterization  of  tliem.  The  prepuce  then  be- 
comes very  red,  swollen,  and  often  quite  painful,  and  from  its  oritiee  a 
dark-green  or  rusty-i-olored  pus  escapes  in  considerable  quantity.  The 
penis  then  becomes  so  much  swollen  at  ^ 

the  ^landidar  porticui  that  it  resembles 
a  miiiiatun-  ludinu  elub.  If  n^lief  is 
not  given  by  operatitm  or  the  chan- 
croidal prucess  stayed  by  iutra[>n'[Hitial 
antiseptic  injeetious,  the  whole  prepuce 
continues  to  become  larger  and  more 
dnsky  red,  the  srifffriui^  of  the  patient 
greater,  and  the  disebarge  is  then  very 
copious  and  of  very  bad  oih^r.  Then, 
not  infrequently  destruction  of  the  tis- 
sues at  the  preptitial  orifice  occurs,  as 
shown  in  Fig.  115,  If  relief  is  not 
afforded,  the  inner  le^if  of  the  prepuce 
tir  the  glans  penis  is  more  or  less  de- 
stroycih  In  some  cases  ulceration  oc- 
curs tlirougli  the  prepuce,  and  through 
the  hole  tlius  formed  the  glans  then  pnv- 
t Hides.  In  these  severe  cases  nearly 
the  whole  penis  becomes  of  a  dusky-red 
color,  and  the  appearances  ]i resented  are 
those  of  a  very  actively  destructive  sub- 
preputial  iuflammaliou.  This  condition 
is  in  striking  eontnist  with  the  cold,  nither  nn progressive,  course  of 
phimosis  fnim  hard  chancres.  In  many  eases  of  ebancroidal  phinuisis 
there  is  a  complicating  chancroidal  bubt*  in  the  groin. 

CllANcnniDAL  pAllAl^lUMOSls. — This  is  a  rather  rare  affection,  and 
is  ipute  rebellious  to  treatment.  Chancroidal  paraphimosis  is  usually 
develoiH!d  in  cases  of  chancroidal  phimosis  by  the  violent  retraction 
of  the  prepuce,  which  then  cannot  be  pushed  forward.  The  case  then 
becomes  one  of  paraphimosis  citm plicated  by  chancroidal  ulcers  and 
much  cedema. 
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Cliutki  r-uidal  ]4hHU(t^ts  with  Uitliaii  rlub- 
sbit|>ed  jjcnln  and  deslnicUun  of  the 
dlJtlftl  part  of  the  prepuce. 


INFLAMMATOEY  AND  CHANCEOIDAL  BUBOES. 

Seeing  that  the  majority  of  inflammatory  buboes  are  due  to  chan- 
croids and  to  mild  ulcerative  lesions  of  the  genitals  and  anal  region,  it 
is  well  to  consider  these  two  forms  of  abseees  tofrether  in  this  place. 

Undoubtedly,   many   mild    inflanimator*'  'nal 
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ganglia  are  tbti  results  of  trifling  irritation  and  suppurating  procesaeB 
on  the  tws,  legs,  scrotum,  peni:^,  and  anal  region.  It  may  be  that  these 
loeal  It'.sions  are  very  mild  and  ephenierat,  hut  in  their  short  life  they 
give  <ilf  suHieient  poj,sonous  secretion  to  cause  more  or  less  iiiflammatorv 
reaction  in  the  crural  and  inguinal  ganglia.  Now,  there  may  he  in  the 
region.^  just  mentitmcd  more  severe  inflariuualory  processes,  in  which 
the  potentiality  of  the  poisoning  dose  is  greater,  and,  as  a  consequence 
tliere  is  true  suppuration  in  the  ganglia  of  the  groin.  Undoubtedly,  a 
large  proporlinn  of  the  suppurating  buboes  winch  we  see  in  dispensary 
and  liospitul  practice  is  caused  by  genital  and  extragenital  inflammatory 
lesions  of  which  the  patient  can  give  little  if  any  iufurmatiou. 

In  pnu-*tiee  we  find  four  well-marketJ  varieties  or  gradations  of  in- 
flammatory bubo,  wtiich  are  as  follows  : 

1.  Simple  hy])tn*plasia  of  one  or  more  ganglia — mono-gangl ionic  and 
poly-gangl ionic  adenitis,  which  maybe  acute  or  chronic.  These  lesions 
are  due  tw  a  mild  irritative  process  which  shows  itself  by  enlargement 
of  the  inguinal  g-anglia  and  swelling  of  the  parts,  which  may  be  of 
normal  color  or  of  a  more  or  less  deep  red.  Pain  may  or  nuiy  not  be 
present*  In  these  cases  spontaneous  resolution  may  or  may  not  occur^ 
Not  uncommonly  the  ganglia  are  left  in  a  |>ermancntly  phlegmasic 
or  hyperplastic  condition.  In  some  instances  those  swellings  run  a 
chronic  course,  and  later  on  break  down  and  suppurate,  in  which  condi- 
tions they  were  once  called  strumous  buhocs. 

2.  Sujipuration  of  one  or  many  gauglta  and  of  the  ambient  connec- 
tive tissue^  wdiile  some  ganglia  still  remain  in  a  hypeq>lastic  condition. 
In  this  mixed  condition  some  of  the  ganglia  have  not  been  sufficientiy 
disfu*gnnized  to  become  the  seat  of  suppiirtxtion,  an*!  they  remain  in  a 
state  of  hnv  inflammation  whicli  tends  to  prolong  the  life  of  the  bnlx*. 
Wlieu  one  or  more  ganglia  are  the  seat  of  suppuratitm,  and  others  of 
hyperplasia,  a  red  and  painful  swelling  is  found  in  the  groiri^aud  digital 
examination  show%s  a  combination  of  fluctuation,  doughy  sensation,  and 
nodulation.  This  mixed  form  of  bidjo  may  be  as  large  as  an  egg  or 
even  larger.  In  this  form  of  bubo  the  morbid  process  just  falls  short 
of  tliat  which  ticeurs  in  the  suppurating  bubo. 

3.  Suppuration  of  the  whole  mass  of  ganglia  and  the  formation  of 
an  abscess -cavity.  The  true  suppurating  bidjo  shows  itself  by  a  round 
or  oval  red  and  painful  swelling,  which  is  much  elevated  and  has  an 
areu  of  one  to  four  inches  or  even  larger,  ils  long  axis  usually  corre- 
spond ijig  to  tiie  fold  t^f  the  groin.  In  this  form  an  ahscess-i^vity  is 
soon  formed  autl  il  net  nation  is  readily  discovered. 

All  of  the  foregoing  forms  of  bubo  may  be  observed  in  cases  cif 
chancroid  of  tlie  genitals  aiul  of  nlcenitive  lesions  of  the  legs  and  tocjs, 

4.  In  contradistinction  to  these  etmiparatively  mild  forms  of  bul>0| 
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the  tnie  chancroidal  or  virulent  bubo,  which  nowadays  is  quite  rare, 
stands  out  with  marked  features.  These  virulent  buboes  are  generally 
caused  by  pus  from  very  active  and  destructive  chancroids  and  from 
mixed  chancres  in  which  the  initial  lesion  has  become  infected  with 
chancroidal  pus.  The  chancroidal  bubo  gives  evidence  from  the  first 
of  an  actively  destructive  process.  The  groin  becomes  red  and  swollen, 
and  a  perceptible  tumor  is  soon  developed.  The  skin  becomes  red, 
tense,  and  the  seat  of  much  pain.  Redness  gives  place  to  a  brownish- 
red  tint,  and  then  the  swelling,  which  is  considerably  salient,  presents 
decided  fluctuation.  The  abscess  either  bursts  from  ulceration  of  the 
skin  or  it  is  incised.  The  roof  of  this  cavity,  which  consists  of  thinned 
and  inflamed  skin,  then  promptly  melts  away  and  the  typical  chancroidal 
bubo-cavity  is  left.  This  cavity  is  usually  deep ;  its  base  is  anfractu- 
ous, covered  with  sloughy  tissue  of  a  dirty-brown  color,  over  which  is 
a  layer  of  unhealthy  pus.  The  edges  of  this  ulcer  (since  it  really  is 
one)  are  of  a  dee|)-rcd,  thickened,  and  decidedly  undermined.  When 
untreated  this  condition  leads  to  serious  destruction  of  the  penis,  and 
may  threaten  the  integrity  of  the  vessels  of  the  groin. 

Diagnosis. — In  various  stages  the  chancroid  may  be  mistaken  for 
herpes  progenitalis,  exulcerated  balanitis,  ulcerated  fissures  and  abra- 
sions, hard  chancres,  mucous  patches,  ulcerating  syphilides,  and  epithe- 
lioma. 

When  a  number  of  herpetic  vesicles  are  grouped  on  the  genitals  with 
their  polycyclic  outline,  their  shallow  and  superficially  ulcerated  surface, 
with  the  history  of  antecedent  pains,  their  diagnosis  is  easy.  In  cases 
in  which  there  is  much  inflammation  a  doubt  may  exist ;  but  while 
ulcerous  herpes  may  extend  deejwr  into  the  tissues,  it  does  not,  as  a 
rule,  like  chancroid,  extend  peripherally  by  ulceration.  Herpetic  vesi- 
cles coalesce  because  they  are  so  closely  grouped  ;  chancroids  coalesce 
by  peripheral  extension  and  fusion  with  each  other.  A  single  herpetic 
vesicle  may  be  mistaken  for  a  chancroid,  but  observation  of  its  course 
for  a  day  or  two  will  settle  the  (juestion  of  its  nature. 

Exulcerated  balanitis  is  <;onnnoiily  rea<lily  recognizitd.  Its  lesions 
begin  in  patches  much  larger  than  chancroidal  ulcers,  usually  with  a 
history  of  phimosis  or  of  inattention  to  cleanliness,  and  their  edges  are 
not  undermined,  nor  are  their  surfaces  ulcerated  or  worm-eaten,  but 
rather  smooth  and  velvety. 

Very  frequently  patients,  particularly  men,  are  much  exercised  over 
traumatic  fissures  and  abnisions.     When  much  infianmiation  is  present 
a  reserved  diagnosis  may  be  made  ;  but  cooling  applications  will  cure  the 
simple  lesion,  whcrcjis  the  chancroid  will  be  only  slightly  improvei" 
Water  dressings  and  time  will  make  the  diagnosis  between  « 
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legion,  a  chancroid,  or  ji  hard  chaocre,  the  last  of  which  these  f^eemiDgly 
simple  k'sioiis  often  prove  to  be.  This  fact  canoot  be  kept  too  promi- 
nent ty  in  mind. 

Mucous  ] Hitches  may  in  a  measure  resemble  chancroids  if  very  much 
irritated,  but  it  is  an  exceeding  rarity  to  .see  them  present  the  typical 
appearance  of  the  chancroid.  Usually  their  rrHxJe  of  development,  size, 
situation,  their  well-marked  salience,  their  confignnition,  peculiar  color, 
and  their  coexistence  with  a  history  of  sy|)hilis  or  with  8y|*hilitic  lesions 
jwint  out  their  specific  nature.  It  must  be  remembered  that  about  the 
genitals  of  lioth  sexes  mucous  patches  and  condylomata  lata  are  often 
much  irritated  and  give  issue  to  an  irritant  pus  which  is  auto-inoeulable. 

Prognosis. —  In  the  majority  of  cases  the  prognosis  of  chancroids  is 
good.  When  intelligent  and  efficient  treatment  is  instituted  early  the 
affection  is  soon  cured.  If  the  lesitm  is  superticial,  it  may  he  cured  in 
a  week  or  ten  days.  If  the  t^liancroid  has  extended  deeply  into  the 
mucous  membrane  or  skin,  involving  the  lymphatics,  the  cure  is  effected 
slowly ;  but  even  in  this  class  of  cases  hcjiling  ought  to  oecnr  within 
a  month.  Old  chancroids  with  much  tldckeniug  of  the  skin  may  be 
still  more  rebellions.  Carelessness  of  the  patient,  dissipated  habits, 
and  excessive  physical  exercise  render  a  prognosis  less  positive  and 
assuring. 

AVhen  phimosis  or  paraphimcjsis  is  present  the  outlook  is  raoregravCi 
since,  luiless  the  jxitient  can  be  put  under  ^lerfeet  control  on  his  back, 
the  progress  of  tfie  case  will  be  inevitably  had,  and  may  result  in  more 
or  less  loss  of  tissue  or  deformity  of  the  jwnis,  may  be  complicated  by 
severe  hemorrhage,  or  result  in  jihagedena  or  gangrene.  Lymphangitis 
and  buboes  may  be  pro(lneed,  which  may  lay  a  patient  up  for  a  long 
time,  besides  entailing  upon  him  suffering  and  misery.  In  such  cases 
the  iramnnity  to  systemic  infection  enjoyed  by  the  patient  is  a  source 
of  much  comfort  to  him.  Cliancroids  of  the  meatus  and  urethra  under 
unfavt^rable  t^ireumstances  result  in  stricture. 

In  women  the  prtTguosis  of  chancroids  is  less  favorable,  even  in 
mild  cases,  than  in  men.  The  difficulties  of  projK^rly  treating  them, 
unless  they  will  remain  in  bed  vmder  the  care  of  a  nurse  or  in  a  hos* 
pital,  are  very  great.  The  conformation  of  their  parts,  the  presence  of 
nurmul  and  abnormal  secretions,  the  setbacks  caused  by  menstruation, 
and  the  difficulty  of  retaining  properly  the  dressings — ^all  tend  to  pro- 
long the  course  of  the  ulcers.  Further,  women,  as  a  rule,  are  not  docile 
patients. 

Phagedena  and  gangrene  are  usually  not  to  be  feared  early  in  the 
course  of  these  lesions.  In  private  practice  I  have  never  seen  them 
l>egin  in  an  uncomplicated  young  chancroid,  thougli  in  dispensiiries  and 
hospitals,  and  among  tlie  squalid  |)Oor  and   in  drunkards,  they  may 
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sometimes  be  seen.  There  is  usually,  in  these  cases,  a  history  of  in- 
judicious treatment,  particularly  of  improper  cauterization,  an  absence 
of  treatment  or  inattention  on  the  part  of  the  patient,  or  of  inacces- 
sibility of  the  ulcers  in  consequence  of  complications,  such  as  phimosis 
or  paraphimosis. 

Treatment. — The  most  efficient  prophylactic  measure  is  thorough 
cleansing  of  every  fold  and  recess  of  the  genitals.  In  the  treatment  of 
chancroid  it  is  important  to  know  what  not  to  do — namely,  not  to  give 
mercury  and  treat  the  case  as  one  of  syphilis  ;  not  to  cauterize  injudici- 
ously and  indiscinminatdy  ;  not  to  use  ointments  and  fatty  preparations  ; 
and  never  to  resort  to  excision.  Nothing  but  harm  can  follow  any  of 
these  procedures. 

Cauterization  of  chancroids  has  for  its  object  their  destruction  and 
transformation  into  simple  lesions.  To-day  this  treatment  is  not  largely 
followed,  owing  to  the  tendency  which  has  increased  within  the  past 
fifteen  years  to  limit  it  to  certain  cases.  The  agents  now  mostly 
used  are  nitric  acid  and  carbolic  acid. 

It  is  of  prime  importance  that  patients  suffering  from  chancroids 
should  be  kept  as  quiet  as  possible — that  they  should  rest  at  every  op- 
portunity, should  not  attempt  severe  muscular  exercise,  nor  walk, 
jump,  dance,  nor  ride  on  horseback.  Care  should  be  taken  that  fric- 
tion and  compression  of  the  penis  be  avoided.  Alcoholics  should  be 
uncompromisingly  interdicted,  and  plain  digestible  food  taken. 

The  most  rigid  attention  to  cleanliness  and  to  keeping  the  parts  dry 
is  necessary  during  the  course  of  chancroids. 

Destructive  cauterization  is  only  applicable  for  chancroids  in  the 
early  stage  and  before  the  ulcers  become  complicated  by  much  cedema. 
Before  using  it — in  fact,  before  making  any  application  to  chancroids — 
the  ulcers  and  the  surrounding  parts  should  be  thoroughly  cleansed  with 
soap  and  water,  and  then  well  irrigated  with  a  very  warm  or  hot  bi- 
chloride of  mercury  (1  :  2000  solution) ;  or  peroxid  of  hydrogen  or  a 
hot  solution  of  boroformalin  (1  to  3  per  cent,  in  water),  or  a  lysol 
solution  of  the  same  strength  and  temperature.  No  chancroid  should 
be  thus  treated  which  cannot  be  thoroughly  exposed  and  afterward  care- 
fully dressed.  The  technique  of  applying  the  acid — and  in  most  cases 
liquid  carbolic  acid  answers  every  j)urpose — is  very  simple.  The  sur- 
face of  the  ulcer  must  be  carefully  dried,  after  having  been  cocainized, 
and  then  the  acid  thoroughly  applied  by  means  of  a  bit  of  absorbent 
cotton  wound  around  the  end  of  a  wooden  toothpick.  Care  must  be 
taken  that  the  undermined  edge  is  thoroughly  touched,  and  that  none 
of  the  liquid  escapes  on  the  surrounding  parts. 

When  the  chancroidal  film  of  the  floor  of  the  ulcer  is  rather  thick-  it 
may  be  necessary  to  use  the  stronger  caustic  nitric  acid,  wl 
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doiK*  in  the  inntinur  jur^t  indicatc'd ;  but  it  is  always  wc41  to  apply  first 
a  10  per  cent,  solution  of  niuriat*?  of  cocaine.  By  this  means  tlie  patient 
suffers  no  |>tiin,  and  the  .surgeon  may  be  more  thorough  in  his  applica* 
tion.  There  is  no  necei?sity  for  the  use  of  a  hjng  glass  stopper  or  of  a 
glass  rcxl  in  applying  nitric  acid,  since  it  can  Ijo  done  much  more  f per- 
fectly with  absorbent  cotton  on  the  end  of  a  wooden  tmithpit^k.  It  ii= 
usual ly  well  for  a  few  liours  after  these  canstic  applications  to  apply 
water  dressing  or  lead- water  on  lint. 

Formalin  in  watery  solutions  (10  to  40  per  eent.)»  sparingly  used 
once  or  twice  a  day  on  a  swai>  of  absorbent  cotton,  is  a  very  useful 
reme<ly  in  sloughing  chancroids  and  in  open  chancroidal  bubtjcs.  The 
parts  are  then  dried  and  one  of  the  powders  mentioned  later  may  lie 
dusted  over  the  surface,  which  is  to  be  covered  with  sterilized  ginize. 

The  actual  cautery  and  Paquelin's  thermt>cautery  are  very  efficient 
destrtietive  agents,  hut  their  use  is  greatly  restricted  in  consefpience  of 
the  dread  inspired  in  the  mind  of  the  fiatient  by  them.  Though  the 
parts  may  be  the  trough  ly  benumbed  by  cocaine,  few  persons  can  avoid 
shrinking  when  t liey  see  1 1 j e  in ca nil esce 1 1 1  w i re  o r  ea u te r i ze r. 

A  word  of  warning  is  necessary  against  the  use  of  the  stick  nitrate 
of  silver,  which,  unfortunately,  is  largely  used  by  the  laity  and  many 
physicians,  not  only  for  chancroids,  but  also  for  simple  fissures,  erosions, 
and  herpetic  vesicles.  This  agent  irritates,  while  it  does  not  destroy  ;  it 
intensifies  the  patient's  sufferings,  obscures  the  nature  of  the  h/sion, 
reudering  diao;nosis  impossible,  and  prfRluces  so  nineh  inflammatory 
fcdema  in  tlie  lesion  and  aroinid  it  that  it  is  frctpicutly  unstaken  for  a 
hard  eliancre.     Its  use  is  to  be  emphatically  condemned. 

TUKATMENT  SruSEQL^ENT  TO  CArTERIZATIf>N. — Sut'h   IS  the  SU|»ef^ 

ficial  ac^tinn  of  wirbolic  acid  when  delicately  applied  that  under  [jroper 
conditions  no  intlamnuitory  reaction  is  to  be  feared.  With  nitric  acid^ 
on  the  contrary,  utdess  temporfiry  water  or  lead -water  dressings  are 
used,  there  is  danger  of  producing  subehancroidal  anil  circumferential 
cedema  and  cell-infiltration.  This  is  a  complication  much  to  be  avoided, 
since  it  inevitably  retails  the  cure.  It  is  also  very  neeessarv  in  any 
csise  in  which  several  chancroids- — or  even  one  of  large  size — have  been 
cauterized  that  the  patieut  should  remain  in  the  recumbent  position 
from  a  half  to  a  whole  day, 

Fi»r  chancroids  njMvn  the  glans  and  prejyuce  and  in  tlie  vulva  the 
interjw)siti(ni  of  ptedgrts  of  lint,  sterilized  g-anzc,  or  absorbent  cotton  is 
necessary.  Whatever  applicatioJi  is  used,  it  should  be  changed  at  short 
intervals  and  directly  destroyed,  prefenddy  by  fire.  Care  must  W  ex- 
ercised that  the  parts  be  not  wounded  in  chauging  dressings.  In  addi- 
tiou,  patients  shoidd  he  instructed  to  wash  very  carefully  the  part6| 
using  a  little  tuft  of  alworbent  cotton  with  soap  and  warm  water,  and 
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then  thoroughly  immerse  them  in  a  sublimate  solution  (1 :2000).  For 
women  too  much  insistence  upon  cleanliness  is  not  possible,  since  they, 
even  the  most  cleanly  of  them,  are  liable  to  be  derelict.  They  should 
be  instructed  to  irrigate  thoroughly  and  copiously  the  vagina  several 
times  daily  with  a  mild  and  hot  alkaline  solution  (borax  or  supercar- 
bonate  of  sodium,  .^ss,  to  water,  one  quart),  followed  by  a  hot  solution 
of  sublimate  (1  :  5000). 

The  most  efficient  all-round  application  to  chancroids  is  iodoform, 
since  it  is  an  undoubted  promoter  of  healthy  granulations  and  a  local 
sedative.  It  should  only  be  employed  in  the  form  of  an  impalpable 
powder,  either  pure  or  in  combination  with  some  bland  and  absorbent 
powder,  such  as  subnitrate  of  bismuth,  starch,  magnesia,  boracic  acid, 
or  powdered  sugar  of  milk.  Its  odor  is  its  great  drawback,  but  even 
in  private  practice  the  expedients  of  the  patient  or  surgeon  may  be 
such  that  its  use  does  not  compromise  the  former.  Various  essential 
oils  are  mixed  with  it,  but,  after  all,  coumarin,  the  active  principle  of 
Tonka  beans,  is  yet  the  best  disguise.  Powdered  roasted  coffee  also  is 
good.  When  used  in  powder  form  the  ulcerated  surface  should  be  freely 
but  not  copiously  dusted  with  it,  and  over  it  a  thickness  of  perfumed 
lint  or  absorbent  cotton  may  be  placed.  It  may  be  employed  suspended 
in  sulphuric  ether  (.>ss-3J  to  ,?j)  or  in  similar  proportions  in  glycerin, 
3ij,  water,  3vj. 

It  is  important  to  remember  that  the  action  of  iodoform  is  that  of 
producing  healthy  granulations,  and  that  when  this  has  been  effected  its 
use  should  be  suspended,  since  upon  granulating  surfaces  it  often  acts 
by  impeding  healing.  Further,  from  these  surfaces  it  is  liable  to  be 
absorbed  and  produce  toxic  effects  upon  the  skin  and  system  at  large. 
The  conclusion,  therefore,  warranted  is  that  the  iLse,  of  iodoform  should 
be  suspended  when  chancroids  take  on  a  granulating  surface. 

While,  in  general,  iodoform  is  indicated  in  persistently  ulcerating 
and  chronic  chancroids,  we  have  several  valuable  drugs  for  application 
in  less  severe  cases,  namely :  aristol,  europhen,  antinosine,  nosophen, 
resorcin,  and  acetanilid.  With  these  remedies  we  can  keep  the  surface 
of  the  ulcers  very  dry,  and  in  the  treatment  of  chancroids  the  dryer  we 
can  keep  the  surfaces  the  more  rapid  is  their  healing.  It  must  be 
borne  in  mind,  however,  that  it  is  well  to  irrigate  these  ulcers  at  least 
once  each  day,  and  then  to  dry  them  airefully  with  sterilized  gauze. 

In  the  cicatrizing  or  reparative  stage  of  chancroids,  not  earlier,  much 
progress  is  often  made  by  judicious  applications  of  a  solution  of  nitrate 
of  silver,  10  to  20  grains  to  the  ounce,  made  every  few  days.  The  parts 
are  prepared  by  careful  irrigation,  then  they  are  dried,  and  the  solution 
is  carefully  and  sparingly  applied. 

Curetting  of  chancroids  is  of  benefit,  and  is  in  ' 
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old  and  the  sout  of  nuirli  enndi'iised  a^tloma.     It  is  also  l>eneficial  in 
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cases  of  serpigintHJS  cbaiieroid.  The  purts  to  he  operated  on  are  rend 
as  clean  aa  possible,  then  thoroughly  cocainized  and  curetted,  care  Wing 
taken  thtit  fnim  the  whole  surface  and  the  edges  of  the  ulcer  all  the 
diseased  ti^^sue  and  detritus  are  removed. 

It  may  he  well  to  rememl>er  that  in  some  case*  the  final  healing  of 
chancroids  may  be  brought  about  by  solutions  of  pulphate  of  zinc,  by 
aromatic  wine,  and  diluted  solution  of  chlorinate  of  sodiuum. 

The  seat  of  cliancroi<ls  materially  modifies  the  niethotl  of  treatment. 
For  lesions  under  the  prepuce  dry  jjowders  may  be  used,  and  great  care 
must  be  taken  to  avoid  cedema,  which  brings  in  its  train  phimosis  and 
para[»liimosis,  two  very  annoying  and  seriou.s  com  plications.  On  the 
integument  it  is  often  difficult  to  keep  dry  powders  on  the  ulo<»rs,  in 
wliit'h  ease  watery  applications  may  be  used^  or  powders  covered  over 
with  lint,  cotton »  or  gauze  moistened  with  water. 

At  the  fnenum  chancroids  are  prone  to  become  the  seat  of  oedema,  to 
hemorrluige,  to  eat  thnnigh  the  base  of  the  bridle  itself.  Therefore  they 
require  especial  care,  particularly  as  cedenia  in  this  region  is  always  fol- 
lowed by  phimosis,  even  if  the  prepuce  is  ample. 

Chancroids  at  the  margin  of  or  within  the  urethra  must  also  be  care- 
fully treated,  and  it  is  well  to  avoid  cauterization,  since  it  is  so  liable  to 
produce  rede  ma,  to  cause  the  ulcers  to  become  more  active,  and  even  to 
result  in  stricture. 

If  the  chancroids  arc  just  at  the  lips  of  the  meatus^  they  should  lie 
well  irrigated  with  a  hot  bichloride  solution  (1  :  2(XM))  or  earlvolic  acid 
solution  (1 ;  250  to  1 :  *500).  After  dr>'ing,  the  parts  should  be  covered 
with  itKloform  or  aristol,  and  tlien  well  liandagi»d  with  a  mass  of  alj- 
sorl)ent  cotton  carefully  retained. 

If  the  chancroids  are  about  an  inch  down  the  nrethm,  the  parts 
should  be  first  irrigated  with  the  solutions  just  mentioned.  Then  a  No, 
12  French  catheter,  cut  off  at  a  leugtli  of  four  inches  and  lubricated 
with  glycerin,  should  be  passed  into  tlie  uretlim  l>eyond  the  nh^rs,  and 
then  by  attachment  with  an  irrigator  t*ully  a  quart  of  the  antiseptic 
solutions  mentioned  shoidd  be  retrojeetc<l.  Then  iodoform  or  aristol  is 
insutHated  into  the  uretlini,  which  is  packed  with  absorbent  cotton. 

Chancroids  under  the  prepuce  must  be  treated  after  tlie  manner  of 
phirausis  plus  tliat  of  destructive  idceration.  Subpreputial  injections 
of  hot  (1 ;  2000)  sublimate  solution  should  be  use<l  very  often,  taking 
care  to  get  the  irrigating  liquid  well  belli nd  the  glans.  Then  iodoform 
suspended  in  glycerin  and  water  shouhl  be  introduet^d.  It  is  better  in 
all  cases  to  anticipate  gangrene,  and  if  the  progress  in  treatment  is  not 
perfectly  satisfactory  to  treat  the  ease  surgically. 

Chancroids  in  women  demand  the  utmost,  attention  to  cleanliness^ 
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much  prudence  and  care  in  cauterization,  and  thorough  and  frequent 
dressings.  Their  surfaces  should  be  kept  free  from  discharges,  and  all 
coapting  parts  should  be  separated.  In  like  manner,  chancroids  of  the 
anus  must  not  be  injudiciously  cauterized ;  they  should  be  carefully 
dressed,  the  parts  being  separated.  Attention  should  be  paid  that  the 
stools  be  rendered  liquid  in  consistence. 

Since  the  era  of  violent  and  indiscriminate  cauterization  has  departed 
and  iodoform  has  come  into  use,  the  ravages  of  serpiginous  chancroids, 
phageilena,  and  gangrene  are  much  less  common  and  less  severe  than 
formerly. 

The  treatment  of  serpiginous  chancroids  should  be  both  local  and 
general.  Wherever  there  is  debility  it  is  to  be  combated  with  nutritious 
food,  tonics,  and,  if  necessary,  stimulants.  Locally,  after  prolonged 
immersions  of  the  parts  in  water  as  hot  as  can  be  borne  and  irrigations 
with  1 :  2000  hot  sublimate  solutions,  the  surface  may  be  touched  with 
nitric  acid  or  bromide  and  glycerin  (1 :  8),  care  being  taken  that  the 
ulcerating  furrow  at  the  edge  be  thoroughly  touched.  The  whole  may 
be  temporarily  covered  with  lint  or  absorbent  cotton  moistened  with 
dilute  Labarraque^s  solution,  1  :  10  of  water.  After  this,  iodoform 
may  be  applied  quite  freely,  and  the  whole  surface  covered  with  ab- 
sorbent or  iodoform  gauze,  over  which  is  a  layer  of  gutta-percha  tissue. 
While  this  treatment  is  usually  successful,  cases  do  occur  which  tax 
the  resources  of  the  surgeon  and  call  in  play  all  manner  of  therapeutical 
expedients  in  the  way  of  remedies  and  methods  of  application.  In 
some  cases  the  systematic  use  of  the  curette,  particularly  at  the  margin 
of  the  ulcer,  produces  good  results. 

Phagedenic  chancroids  require  the  most  careful  attention  to  diet, 
hygiene,  and  surroundings.  The  vital  powers  must  be  sustained  by 
tonics  and  stimulants,  and  opium  must  be  given  to  relieve  the  pain 
and  quiet  the  nervous  anxiety  of  the  sufferer.  The  next  essential  is 
to  determine  whether  syphilis  is  a  factor  in  the  process,  since  in  pro- 
portion as  that  diathesis  is  active  in  such  case  so  is  mercury  beneficial, 
whereas  it  is  positively  injurious  in  simple  phagedenic  chancroids.  In 
this  complication  the  dermal  curette  may  be  employed  with  benefit  to 
remove  debris  of  tissue,  sloughs,  and  pultaceous  matter  from  the  surface 
and  edges.  Then  the  whole  surface  may  be  thoroughly  but  carefully 
touched  with  nitric  acid,  with  the  bromine  solution  (1:3)  of  glycerin, 
or  with  the  actual  cautery,  care  being  exercised  that  the  surrounding 
parts  are  not  injured.  Phagedena  complicating  chancroidal  phimosis 
necessitates  incisions  sufficiently  extensive  to  allow  the  parts  to  be 
reached.  In  addition  to  this  direct  medication,  the  most  important 
measure  is  the  immersion  of  the  parts  or  c^  "    '    :«  i^  JiqIj 

8itz-bath  (98°  to  102°  F.)  for  from  ei^' 
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being  taken  that  the  comfort  of  the  patient  is  attemle<l  to  io  every 
particular. 

Where  the  pliagedena  attacks  the  distill  portion  of  the  penis  copious 
irrigiitions  of  hot  water  or  of  hot  subliniate  sDlution  (1  :  2000)  by  means 
of  a  ^pray  syringe  for  several  hours  a  day,  have  proved  very  effit?aeious 
in  my  hands.  When  healthy  granidationB  appear  the  enrfaees  may  be 
d resided  with   balsam  of  Peru  and  covered  with  sterilized  pinze. 

Treatment  of  CHANCHfUDAL  Pmim<jsib. — In  the  treatment  of 
chancroidal  phimosis,  and  of  the  phimosis  which  sometimes  complicates 


diftncrolilal  phlmoftis.  ttbi>wiug  the  rcfiuUa  of  the  dorsal  incIiloQ. 

hard  chancres^  the  gn.'at  luighear  in  the  past  has  been  the  fear  of 
iidecting  the  incised  surfaces.  This  fear  has  led  to  delay,  to  the 
use  of  iueffieient  methods  of  treatment,  and  in  many  cases  to  the 
destruction  of  large  jiortions  of  the  j>enis.  Such  a  fear  is  eniirelv 
groundless,  since  the  truth  is,  that  when  pro|x*rly  treated  by  incision 
these  cases  l>egin  to  improve  at  once,  and  in  the  end  come  out  well. 
The  rule,  therefore,  in  these  cases  should  be  thai  when  such  tentative 
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measures  &s  hot  antiseptic  iujections  and  immersions  in  hot  borax  and 
carbolic  solution  have  failed,  and  it  is  evident  that  the  subpreputial 
lesions  are  inaccessible  to  treatment,  even  before  evidences  of  perforation 
of  the  prepuce  are  to  be  seen,  the  parts  should  be  thoroughly  incised, 
so  that  they  may  be  inspected  at  will  and  proi>erly  treated. 

The  old  operation  for  these  conditions  was  the  dorsal  incision,  which 
in  almost  every  case  utterly  fails  to  give  the  exjwcted  relief.  This 
dorsal  incision,  even  if  sufficiently  long,  in  most  instances  gives  access 
to  only  the  most  prominent  portion  of  the  glans  penis,  while  the  fossae 
of  the  fnenum  and  the  coronal  sulcus  are  inaccessible  or  become  so  in 
a  day  or  two  after  the  operation.  When  the  dorsal  incision  is  made  in 
most  cases  the  condition  of  affiurs  jx)rtrayed  from  life  in  Fig.  116  con- 
fronts the  surgeon,  in  which,  though  a  long  cut  has  been  made,  the  ulcer- 
ations are  inaccessible  to  his  inspection  and  treatment.  I  am  convinceil 
that  the  only  efficient  operation  is  the  one  devised  by  myself  many  years 
ago.  This  operati(m  is  simplicity  itself,  and  consists  of  two  lateral' in- 
cisions of  the  prepuce.  Prior  to  the  ojK^ration,  the  parts  having  been 
thoroughly  cocainized,  the  preputial  sac  or  cavity  should  be  thoroughly 
irrigated  with  carbolic  solution  (2  per  cent.)  or  sublimate  solution  (1 :  2000) ; 
the  hairy  parts  must  be  shaved  and  the  genital  region  rendered  as  nearly 
aseptic  as  possible.  It  is  necessary  to  remember  that  in  this  form  of 
phimosis  the  prepuce  becomes  very  much  elongated  by  reason  of  the 
inflammatory  a?dema,  and  that  in  most  cases  the  glans  becomes  retracted, 
probably  pushed  back,  by  the  closeness  of  investment  of  the  thickened  and 


Fig.  11 


Author's  phimosis  scissors. 


inflamed  prepuce.  The  penis  being  held  in  the  line  of  the  thighs  by  an 
assistant,  the  patient  being  on  his  back,  the  surgeon  introduces  the  lower 
or  flat  blade  of  my  phimosis  scissors  (see  Fig.  117,  which  resemble  the 
plaster-of-Paris  scissors)  well  back  to  the  lx>ttom  of  the  coronal  sulcus  on 
one  side,  exactly  in  the  median  line.  The  scissors  must  be  held  firmly, 
and  some  force  may  be  necessary  to  bring  the  blades  together,  for  the 
tiasues  are  usually  very  hanl  and  brawny  and  show  a  tendency  to  resist 
and  slip  from  the  blades ;  so  that  if  the  incision  is  not  sufficiently  deep 
to  render  the  coronal  sulcus  visible  and  accessible,  it  must  be  lengthened. 
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8a me  care  as  to  symmotry 
latenil  line  is  olhserved  in  the  incision  on  the  other  side. 
The  surgeon  then  has  full  access  to 
the  whole  of  the  glans,  the  sulcus, 
framal  fossse^  and  the  inner  layer  of  the 
prepuce.  This  is  shown  in  Fig.  118, 
in  which  the  glaus  i.s  seen  to  resemble 
somewhat  a  bone-stump,  and  the  pre} nice 
the  two  flaps,  in  a  case  of  araputatitm 
in  the  continuity  of  a  limb.  During 
the  openitton  the  parts,  and  the  surgeon's 
hand  as  well,  should  be  continuousily 
irrigated  with  hot  bichloride  solution 
(1:20<X)).  All  morbid  d(hrh  should 
be  removed  by  means  (jf  the  curette,  and 
the  ulcers  should  be  made  as  clean  as  pos- 
sible. 

In  most  ca.ses  it  is  well  to  turn  the  flaps 
back  upon  the  penis,  and  there  keep  them 
under  the  pressure  of  the  dressing,  which 
should  be  wet  bichloride  gauze  {1  :  500O). 
This  dressing,  besides  encircling  the  penis, 
should  be  placed  between  the  cut  sur- 
faces on  each  side.  This  dressing  may  be 
removed  in  about  twelve  hours,  when  the 
|tarts  should  be  irrigated  and  then  dusted 
witli  iodoforui  or  aristol,  gauze  again  placed 
between  the  flaps,  and  a  gauze  bantlage 
applied  around  the  distal  jiart  of  the  penis 
fls  firmly  as  can  l>e  borne.  Usually  the 
dressing  should  be  i\^newed  daily  after  very  copious  irrigation.  The 
uleerated  lesions  will  begin  to  improve  at  once.  If  gangrene  or 
phagedena  Iiag  been  present,  either  of  these  processes  will  be  promiitly 
arrested,  and  the  raw  surfoces  will  give  no  trouble.  The  periml  of 
healing  varies  in  different  cases,  but  in  general  its  lengtli  is  two  nr 
three  weeks.  When  the  parts  have  healed  the  flaps  will  be  found  to 
be  remarkalily  short  considering  their  previous  length.  The  top  one 
may  lie  simply  a  small  truncated  cone,  which  can  be  readily  cut  off 
by  a  straight  incision,  or,  if  it  is  thickened,  the  parts  may  be  cut  out 
by  two  elliptical  incisions,  wliich  should  l>c  continued  down  fully  half 
an  inch  or  deeper,  in  order  to  remove  redundant  inflammatory  tissue. 
In  the  same  way  the  under  flap  must  lie  treated  by  incisions  in  elliptical 
or  curved  lines,  carried  well  down  to  remove  the  redundant  tissue*     It 


Jyng  ^apB  beld  tjiit'k  ami  tbe  etuu- 
|tli  If  exijosure  of  the  InnBr  aurfacL* 
of  iht"  pD'puco  and  the  wbule  of 
the  gItLiii  p«]ifs. 
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may  be  stated,  as  a  rule,  in  these  cases,  that  a  wcclge-shaped  mass 
must  be  removed  from  the  lower  flap,  and  this  incision  should  l)e  in 
keeping  with  the  conformation  of  the  j)arts.  The  edges  of  the  flap- 
wounds  are  then  brought  together  with  silk  sutures  and  the  parts 
antiseptically  dressed.  Usually  healing  is  prompt,  and  in  the  end  a 
very  good  result  is  obtained.  This  lateral-flap  operation  is  really  one 
of  circumcision  in  two  stages.  When  there  has  been  much  destruction 
of  the  prepuce  and  glans  the  symmetry  of  the  parts  is  correspondingly 
impaired.  It  is  wonderful,  however,  to  see  in  some  cases  in  which  there 
has  been  much  loss  of  tissue  how  lavish  Nature  is  in  her  process  of 
repair. 

It  may  be  well  to  warn  young  practitioners  never  to  perform  full 
circumcision  in  cases  of  chancroidal  phimosis. 

Treatment  of  Chancroidal  Paraphimosis. — Chancroidal  para- 
phimosis requires  as  the  first  essential  in  treatment  frequent  irrigations 
of  the  penis  with  hot  2  per  cent,  carbolic  solution  or  1 :  2000  hot  sub- 
limate solution.  These  irrigations  should  be  long  continueil  and 
thorough.  In  addition,  the  penis  should  be  immersed  several  times  a 
day  in  these  solutions.  Seeing  that  early  reduction  of  the  parts  would 
lead  to  phimosis,  it  is  well  to  take  especial  care  that  the  ulcers  are 
promptly  healed.  Iodoform,  kept  in  place  by  gauze  or  absorbent 
cotton,  may  be  very  effective.  It  is  well  to  refrain  from  cutting  if 
possible ;  but  if  the  constriction  tends  to  produce  strangulation,  the 
encircling  band  at  the  bottom  of  the  sulcus  must  be  cut  as  directed 
in  the  section  on  Paraphimosis.  (Sec  page  000.)  As  a  dressing  the  bi- 
chloride solution  (1 :  2(X)0)  also  may  be  very  beneficial.  But  in  every 
case  most  reliance  may  be  placed  on  the  irrigations  and  immersions. 
In  all  cases,  even  of  simple  paraphimosis,  in  which  there  is  tendency  to 
ulceration  or  gangrene  these  antisci)tic  measures  should  also  be  adopted. 
Chancroidal  paniphimosis  very  often  leads  to  deformity  of  the  penis,  for 
which  partial  ablation  of  the  ]>repuce  or  circumcision  may  be  necessary. 

In  the  treatment  of  paraphimosis  due  to  hard  chancres  it  is  first 
necessary  to  reduce  the  hyj>er{emia  by  immersions  of  the  organ  in  very 
hot  water;  then  the  penis  may  be  bandaged  quite  firmly  with  lint 
soaked  in  black  wash.  As  the  process  of  involution  occurs  a  plaster 
of  mercurial  ointment  may  be  bandaged  around  the  penis.  This  appli- 
cation, together  with  constitutional  treatment,  will  cause  resolution  in 
most  cases. 

Treatment  of  Buboes.— Simple  hyperplasia  of  the  inguinal 
ganglia,  the  first  form  of  bubo,  may  disappear  by  resolution.  When 
there  are  much  heat  and  swelling  cold  applications,  such  as  the  ice- 
bag,  carefully  used,  lead-and-opium  wash,  and  lead  and  muriate  of 
ammonium    wash,   may  cause  a  subsidence  of  the  process.     In  some 
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cases  a  fi.st-sized  mass  of  sterlliztMj  gauze  uvay  be  firmly  baodageil  i>ver 
the  tumor  and  kept  coiuiniirnirtly  wet  with  hiehloride  sfvhitioii  (1  :  2U<>>), 
Compression  by  means  of  a  compressed  sponge  of  absorbeot  eotton  held 
firmly  in  place  hy  a  spioa  bandjige  of  alisorbent  g^mze  sometimes  pro- 
diioe.s  excellent  results.  In  some  cases  the  daily  application  of  tincture 
of  iodine,  combined  with  pressure^  will  effect  a  cure.  Whenever  the 
patient  is  pnrticnlarly  anxious  for  the  speedy  resolntion  of  t lie  swellings 
cantharidal  collodion  may  be  painted  over  them,  and  the  resylting 
blister  should  be  kept  opn  for  several  days.  This  treatment,  aided 
by  the  rccundient  position,  is  sometimes  very  effective. 

When  abortive  measnres  fail  in  some  cases  of  inguinal  ganglionic 
hyperplasia  it  is  well  not  to  temporize,  but  to  resort  at  once  to  the  radical 
operation  of  total  extirpation.  The  operative  field  is  shaved  and  ren- 
dered surgically  clean  ;  then  a  long,  free  incision  is  made  parallel  with 
Ponpart's  ligament  and  over  the  most  prominent  part  of  the  swelling. 
It  may  be  necessary  aUo  to  make  a  vertical  incision  in  onler  to  have 
more  space  to  work  in.  This  vertical  incision  may  be  of  advantage  in 
drainage.  In  some  cases  the  nature  of  the  tnmor  may  suggest  the 
propriety  of  making  a  curved  or  crescentic  incision  either  above  or 
below  Pou partes  ligament.  In  other  cases  it  tnay  be  well  to  make  a 
vertictil  incision  for  drainage  purposes. 

When  the  parts  are  exj>ose*l,  all  the  glands,  even  if  seemingly 
healthy,  are  to  be  dissected  out.  In  thi-s  oi>eration  the  surgeon  may 
have  to  go  down  to  and  even  between  the  femoral  vessels.  He  should 
therefi^re  work  sluwly  iUid  cautinnsly*  Tissues  should  never  l>e  violently 
torn.  The  ganglia  will  be  found  to  be  firm  oval  masses  as  large  as  a 
bean  aud  larger,  and  will  be  rendily  recognized  when  the  o]H'rator  has 
become  familiar  with  the  operation.     All  bleeding  vessels  must  be  tied. 

In  many  cases,  if  great  eare  is  exercised  in  the  matter  of  antisepv«is, 
a  clean  wountl  is  pnxluced  and  its  edges  may  be  sutured  (interrupted) by 
gilt.  It  may  be  well  in  some  cases  to  place  in  the  mt»st  dependent  part 
of  the  wound  a  narrow  strip  of  sterilized  gutta-prcha  tissue,  in  onler 
to  facilitate  drainage.  In  those  cases  in  which  the  integument  is  much 
inflamed  aud  infiltrated  it  may  be  liest  to  pack  the  wound  with  steril- 
i/tnl  gauze  and  allow  it  to  gnuiulate,  or  to  put  in  only  a  few  sutures. 
The  parts  then  should  be  well  bandaged  (spica)  with  sterilized  absorbeiit 
eotton  and  gauze.  By  tlds  pruccilure  primary  union  may  be  obtained, 
in  which  event  the  detention-time  of  the  patient  in  bed  is  materially 
shortened. 

The  treatment  of  tlie  second  form  of  bubo,  whitdi  is  practically  an 
abscess-cavity  in  wliich  many  swollen  ganglia  remain  in  an  indolent 
condition,  is  precisely  that  just  detailed.  In  these  cases  we  should 
aim    U}   get    primary    union    by   the    thorough  removal  of  all  glands 
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and  of  any  portions  of  skin  which  may  have  been  infected.  Further 
than  this  the  wound-cavity  must  be  thoroughly  and  continuously 
irrigated  during  ojKjration  with  hot  saline  solution,  after  which  the 
skin  flaps  are  brought  together  in  the  manner  described  {vide  supra). 
The  parts  after  being  well  washed  with  jxjroxide  of  hydrogen  are  to  be 
freely  irrigated  with  bichloride  solution  (1  :2000),  and  by  means  of  a 
curette  every  removable  particle  of  morbid  tissue  should  be  scrajwd  oiF, 
great  care  being  exercised  not  to  wound  the  vessels.  The  aim  is  to 
produce  as  nearly  as  possible  a  clean  wound-<Mivity.  The  parts  are  then 
stuffed  with  iodoform  gauze  and  firmly  bandaged.  In  these  cases  it  is 
well  to  remove  the  dressings  every  day  and  thoroughly  irrigate  the 
cavity,  and  again  pack  it  and  bandage  the  parts.  Later  on  balsam  of 
Peru  gauze  may  materially  hasten  the  healing  process. 

In  many  of  these  cases  it  will  be  evident  to  the  surgeon  that  he 
cannot  hope  for  primary  union.  He  then  resorts  to  packing  the  wound- 
cavity  with  iodoform  gauze,  and  firmly  bandages  the  parts.  The 
frequency  of  renewal  of  the  dressing  will  be  indicated  by  the 
progress  of  the  case.  After  a  few  days  of  this  treatment  the  cavity 
may  be  packed  with  balsam  of  Peru  gauze. 

For  all  suppurating  buboes  and  for  some  chancroidal  buboes  the 
following  treatment  is  more  efficient  and  productive  of  quick  healing : 

1.  The  operative  field  is  shaved  and  rendereil  surgically  clean.  2. 
A  few  drops  of  an  8  per  cent,  cocaine  solution  are  injected  beneath  the 
skin  where  the  puncture  is  to  be  made.  3.  A  straight,  sharp-pointed 
bistoury  is  thrust  well  into  the  most  prominent  part  of  the  mass  until  pus 
flows.  4.  All  of  the  pus  is  forced  out  through  this  opening  by  firm  but 
gentle  pressure,  as  this  procedure  is,  as  as  a  rule,  very  painful.  5.  The 
abscess-cavity  is  irrigated  with  pure  peroxide  of  hydrogen  until  it 
returns  practically  clear.  6.  It  is  then  irrigated  with  1  :  5000  bichlor- 
ide-of-mercury  solution,  all  of  which  is  carefully  squeezed  out.  7.  The 
now  thoroughly  cleansed  abscess-cavity  is  completely  filled  with  10  per 
cent,  iodoform  ointment  by  means  of  an  ordinary  conical  glass  syringe 
previously  warmed  in  hot  water,  and  a  fincrcr  held  over  the  puncture 
until — 8.  A  cold  wet  bichloride  dressinj:^  is  ai)plied  with  a  fairly  firm 
spica  bandage.  The  cold  congeals  the  ointment  at  the  puncture,  and 
thus  prevents  its  escape  into  the  dressing. 

The  patient  should  be  kept  very  quiet  for  the  first  twenty-four  to 
forty-eight  hours,  in  bed  if  possible,  although  this  is  not  absolutely 
necessary. 

The  dressing  should  be  changed  at  the  end  of  three  or  four  days. 
It  is  not  often  necessary  to  repeat  the  processes  of  irrigation,  cleansing, 
and  injection. 

Though  it  has  been  claimed  that  buboc»s  are  cured  by  this  method 
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in  six  or  eight  clays,  the  time  occupied  is  usually  between  ten  and 
twenty-one,  which  may  be  said  to  be  an  excellent  showing.  Besides 
this  advantage,  there  is  no  necessity  for  painful  applications  or  dressings, 
and  the  scar  left  is  usually  so  small  that  it  is  necessary  to  look  for  it 
very  closely  in  order  to  find  it. 

The  treatment  of  well-advanced  chancroidal  bubo  requires  great 
care  and  the  free  use  of  antiseptics.  If  perforation  of  the  skin  has 
not  yet  occurred,  the  treatment  just  detailed  may  be  employed  perhaps 
with  beneficial  results.  When  perforation  has  occurred  an  oblique  inci- 
sion through  the  length  of  the  tumor  should  be  made ;  and  if  a  pocket 
should  exist  pointing  to  the  groin,  a  vertical  incision  is  necessary. 


CHAPTER  XXIV. 

SYPHILIS. 

NATURE,  COURSE,  AND  PROGNOSIS. 

Syphilis  is  a  chronic  infectious  disease  which  begins  in  a  local 
lesion,  which  lesion  is  caused  by  some  morbid  secretion  or  virus  or  the 
blood  derived  from  a  previously  syphilitic  person.  Beginning  thus  as  a 
local  infection,  it  promptly  invades  the  whole  organism,  more  especially 
its  connective  tissue,  induces  inflammatory  processes  of  a  low  grade, 
and  gives  rise  to  a  low  form  of  o^ll-growth  called  granulation-tissue. 
Syphilitic  inflammation,  when  uncomplicated,  does  not  produce  pus. 
It  is  therefore  a  chronic  granulation-tissue  disease  of  protracted  and 
irregularly  intermittent  course,  which  in  some  respects  resembles  lep- 
rosy and  tuberculosis,. 

Syphilis  pursues  a  course  peculiar  to  itself.  In  its  early  stages  it 
presents  points  of  resemblance  in  its  evolution  and  course  to  the  exan- 
themata and  to  diphtheria,  but  here,  again,  many  features  are  absent 
which  are  necessary  to  make  the  simile  complete.  Syphilis  originates 
in  a  fixed  and  visible  infectious  secretion ;  the  exanthemata  likewise 
originate  in  a  volatile  or  fixed  infection  ;  they  have  periods  of  incuba- 
tion— syphilis  two,  the  exanthemata  one — which  are  followed  by  con- 
stitutional disturbance  and  fever,  syphilis  in  these  features  being  com- 
paratively mild.  Further,  they  all  have  extensive  integumentary  and 
mucous-membrane  lesions,  which  in  the  exanthemata  are  inflamma- 
tory during  their  whole  course,  while  in  syphilis  they  are  moderately 
hyperaemic  and  essentially  proliferative.  In  diphtheria  there  is  a  dem- 
onstrable micro-organism  which  attacks  the  system  in  one  sjwt,  usually 
the  throat,  and  exceptionally  in  other  regions.  From  this  local  infec- 
tive focus  general  constitutional  symptoms  are  develoj^ed,  such  as  fever, 
headache,  pains  in  bones  and  joints,  neuralgias,  paralyses,  albuminuria, 
and,  in  some  cases,  generalized  exanthemata.  Thus  syphilis  resembles 
diphtheria  in  its  local  origin,  its  systemic  poisoning,  its  peripheral 
paralyses,  its  infectious  nephritis,  and  its  dermal  rashes. 

Syphilis  is  a  disease  of  such  protean  asj)ects  that  in  some  of  its  very 
numerous  phases  it  presents  points  of  resemblance  more  or  less  strong 
to  almost  every  other  morbid  condition  or  disease.  Indeed,  the  meta- 
morphoses of  syphilis  are  infinite.  Reasoning  analogically,  with  the 
features  and   pathological    nature  of    leprosy,  tuberculosis,  the  exan- 
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thcmata,  and  diphtheria  in  mind,  oiio  is  forcibly  impressed  with  the  view 
that  syphilis  also  is  a  disease  of  microbic  origin  ;  but,  striking  as  is  the 
probability,  the  facts  in  our  possession  to-day  do  not  warrant  us  to  go 
as  far  as  some  authors  do  who  unliesitathigly  eall  syphilis  a  disease  of 
bacterial  origin.  A  number  of  observers  have  found  in  active  and  early 
eyphilitic  lesions  certain  micro-organisms  which  have  been  reveale<J  by 
duhcate  staining-methotls,  but  their  unmbers  have  been  small,  their 
presence  not  absolutely  constant,  and,  furthermore,  no  cultures  have 
been  made,  and  consequently  inoculation-experiments  have  not  been 
tried. 

In  the  wide  range  of  infectious  diseases  we  uniformly  observe  hxral 
symptoms  due  to  the  microbes,  and  general  symptoms  resulting  from 
intoxication  prnducerl  hy  the  poisonous  secretions  or  toxins  developed 
by  them,  and  various  and  varied  tissue-changes.  Now,  in  syphilis  it  is 
very  pn>bable  thiit  the  initial  lesion  with  its  tissue  peculiarities  is  the 
result  of  the  action  of  certain  specitic  virulent  microbes.  With  the 
development  of  the  lesion  it  is,  reasoning  on  analogical  evidence,  not 
doing  violence  to  probability  to  suppose  that  from  this  original  infec- 
tious focus  a  diffusible  poison  is  proliferated  which  gives  rise  to  such 
fugitive  and  ephemeral  affections  (usually  irritative)  as  meningeal  hy|»er- 
aniiia,  disturbances  of  the  reflexes,  erythematous  rashes,  icterus,  and 
pains  in  the  muscles,  bones,  joints,  and  fasciae.  The  fever,  the  debility, 
the  nervous  disturbances,  the  anaemia  and  chlorosis  from  malnutrition, 
and  the  underlying  changes  in  the  bhxMl,  diminution  in  the  proportion 
of  its  solid  elements  and  the  increase  in  tlie  number  of  leueoeytes — all 
these  point  to  the  existence  of  an  intense  microbic  poison  which  has 
been  diffused  throiighoiit  the  system.  Superadded  to  these  constitutional 
manifestations  are  the  many  cell-changes  to  which  syphilis  always  gives 
rise.  In  the  present  state  of  knowledge  we  can  only  explain  these 
complex  morbid  conditions  and  processes — since  thc^y  resendde  very 
closely,  and  even  exactly,  similar  ones  in  other  diseases  in  which  the 
existence  of  a  bacterium  is  absolutely  certain — by  assuming  that  they 
are  the  result  of  a  rirus  animatum  the  micro-organism  of  which  is  un- 
known to  us* 

Whatever  may  be  its  origin,  syphilis  is  a  disease  sui  e/meris,  which 
stands  out  prominently  in  pathology  as  a  distinct  succession  of  corre- 
lated morbid  processes  which  may  resemble  many  or  all  other  morbid 
processes  and  diseases  in  part  or  in  wliole,  but  which  is  essentially  dif- 
ferent from  them  alb  There  is  no  etiological  relation  whatever  between 
syphilis  and  chancroid. 

There  are  two  clearly  defined  forms  of  syphilitic  infection — the  one 
called  the  acquired  form,  which  begins  in  a  local  cu-  primary  lesion,  the 
hard  chancre  ;  and  the  other  the  liereditary,  incorrectly  cidled  the  con- 
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genital,  form,  in  which  there  is  no  local  primary  lesion,  the  disease  nsu- 
ally  beginning  with  general  manifestations.  In  the  acquired  form  the 
infection  is  derived  from  a  person  previously  infected  in  whom  the  dis- 
ease is  active.  In  the  majority  of  cases  syphilis  is  contracttnl  in  the 
sexual  act,  and  for  this  reason  this  disease  is  classed  among  the  vonert»al 
diseases.  It  is  then  syphilis  of  genital  origin.  There  are,  however, 
many  instances  in  which  syphilis  is  not  contracted  in  coitus — for  exam- 
ple, from  kissing  a  syphilitic,  by  inoculation  in  ojwrations  upon  and 
examinations  of  syphilitics,  and  from  contamination  from  any  article 
which  by  some  means  or  accident  may  be  smeared  with  the  syphilitic 
virus.  These  latter  forms,  in  which  the  infecting  lesion  is  seatinl  on 
other  sites  than  the  genital  organs,  are  termed  cjises  of  extnigtMiital 
syphilis,  and  from  the  fact  that  in  most  instances  there  is  no  mond 
transgression  or  erotic  origin  in  their  causation,  they  are  elass(Ml  under 
the  category  of  syphilis  insontium,  syphilis  of  the  innwentsor  unmerited 
syphilis. 

Acquired  syphilis  is  never  developed  spontaneously  :  its  virus  enters 
the  organism  at  the  point  of  infection,  and  always  begins  with  the  de- 
velopment of  a  local  lesion  called  the  ehauere,  the  hard  or  llunterian 
chancre,  the  infecting  chancre,  the  initial  scjlerosis,  the  initial  lesion,  the 
primitive  neoplasm,  and  the  primary  lesion. 

Syphilis,  therefore,  is  communicated  to  the  healthy  p<»i*sou  by  mi»ans 
of  the  diseased  secretions  of  a  |>erson  suffering  iVoni  that  disease,  and 
the  first  evidence  of  the  infection  is  shown  in  th<'  initial  lesion.  Man- 
kind alone  seems  susceptible  to  the  action  of  the  syphiliti(»  virus,  siiu»e 
experiments  upon  animals  have  clearly  shown  that  they  arr  immune 
to  it. 

Hereditary  syphilis  is  that  form  in  which  the  infc<»tion  is  derived 
from  one  or  both  parents  who  are  the  victims  of  an  active*  state*  of  the 
disease  at  the  time  of  conception.  It  is  very  doubtful  whether  true 
syphilis  can  be  transmitted  to  the  child  durinjx  ^'station,  |>artieularly  at 
its  late  period. 

For  purposes  of  clinical  description  and  for  various  therapeutic  con- 
siderations it  is  well  to  preserve  Ricord's  division  of  the  disease*  into 
three  periods — the  primary,  the  secondary,  and  the  tertiary.  The  pri- 
mary period  or  stage  of  syphilis  is  divided  into  two  parts,  eal led  periods 
of  incubation.  The  first  period  of  incubation  is  the  tinu'  which  elaps(*s 
between  the  infecting  coitus  or  contamination  and  the  appearance  of  the 
hard  chancre.  The  second  period  of  incubation  includes  the  intervals 
of  time  between  the  appearance  of  the  initial  lesion  or  chancre  and  the 
evolution  of  secondary  manifestations.  The  secondary  stage  occupies 
the  first  year  or  two,  in  which  the  lesions  are  generalized,  rather  super- 
ficially seated,  and  of  tolerably  mild  nature  and  course.  The  tertiary 
30 


466 


SYPHILIS. 


stage  begins  at  the  exi)iration  of  two  yrars,  and  porhaps  iu  some  c;ises 
earlier,  and  is  peculiur  in  the  fact  that  its  lesions  are,  as  a  rule,  more 
l(x*alized  auJ  circnms^cribed,  but  are  deei>er  seated  and  of  a  more  severe 
cliaraeter. 

Tliough  this  division  is  oftentimes  chronologically  incorrect,  and 
thoun;h  anatomically  there  are  many  exceptions  to  it,  it  is  the  best  we 
have,  antl  it  can  be  put  to  a  good  purpose  as  a  working  clinical  basis 
M'hen  its  shortcomings  are  clearly  known.  Ricord's  division  assnmes  a 
uniform  methodical  and  progressive  course  and  development  of  the  dis- 
ease, which,  however,  may  be  observed  in  some  cases  and  are  wanting 
in  others. 

In  many  cases  the  secondary  stiige  is  quite  regular  and  the  morbid 
processes  develop  superficially  and  in  mild  form.  Then  in  due  time 
(the  disease  for  any  reiison  being  jmigrcssive)  tertiary  symptoms  show 
themselves,  and  we  have  an  orderly  and  tolerably  systematic  evolution 
of  syphilis  from  the  primary  throngli  tlie  secondary  to  the  tertiary 
stage.  But  in  many  cases  there  is  a  Avant  of  uniformity  of  evolution, 
for  lesions  of  a  tertiary  character  appear  precociously  ;  they  may  coexist 
with  secondary  lesions,  and  not  infrctjucntly  after  the  precocious  apjieai^ 
ance  of  tertiary  lesions  those  of  the  secondary  period  show  tlK'niselves. 
Willie,  therefore,  it  is  often  imixissible  to  draw  sharp  Hues  of  distinetitm 
between  a  secondary  and  a  tertiary  stage,  we  c^in  hold  fast  in  most  cases 
to  the  following  course  in  our  clinical  stuilies  and  in  regulating  our 
therapeutics — namely,  to  consider  superficial  lesions  of  the  skin  and 
mucous  membranes  and  various  systemic  symptoms  and  conditions 
known  to  he  of  early  development  as  evidences  of  the  secondary  ]-Teri*xl 
and  indicating  an  ajjpropriate  treatment,  and  to  look  upon  deep-seated 
lesions  of  the  connective  tissues  ami  those  of  bones  and  viscera  as  be- 
longing to  the  tertiary  j>eriiKl  and  requiring  treatment  for  a<Ivanced 
stages. 

The  mode  of  development  of  syphilis  in  its  primary  period  is  pecu- 
liarly precise  and  slow,  is  unattended  with  striking  features,  and  is 
nearly  always  quite  regular  in  its  conrse  and  ehronology,  so  that  toler- 
ably clear  litu'S  may  lie  lai<l  di»wn  coneerning  it. 

The  primary  stnge  of  syphilis  begins  with  the  act  of  infection,  in 
which  the  virus  is  deposited  upon  some  portion  of  the  body,  genital 
or  extriigenital.  In  the  vast  majority  of  cases  no  evidences  (»f  this  acci- 
dent is  seen  J  and,  owing  to  various  causes,  such  as  promiscuousness  of 
sexual  contact,  indifference,  and  failure  of  memory,  in  many  cases  no 
precise  data  can  be  obtained  concerning  it.  From  tlie  date  of  infection 
a  period  of  time  elapses  before  any  visible  manifestation  of  syphilis 
shows  itself,  which  is  called  the  first  period  of  injcubatioTU  Clinical  ob- 
servations and  experimental  inoculations  enable  us  to  say  that  the  dura- 
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tion  of  this  period  may  be,  in  very  exceptional  cases,  as  short  as  ten 
days  and  as  long  as  seventy  days.  I  myself  have  seen  undoubted 
instances  of  sixty  and  seventy  days'  primary  incubation.  In  general, 
however,  the  average  will  be  found  to  be  between  twelve  or  fifteen  and 
twenty-one  days.  At  the  expiration  of  this  time  the  hard  chancre  or 
initial  lesion  of  syphilis  shows  itself. 

It  must  be  remembered  that  there  is  no  haphazard  about  the  devel- 
opment of  the  chancre,  since  the  disease  always  begins  at  the  infected 
part,  which  is  commonly  the  genital  organs.  In  somewhat  rare  cases 
two  parts  of  the  body  may  be  infected  at  the  same  time.  Thus  we  may 
find  the  initial  lesion  of  the  penis  not  very  infrequently  coexistent  with 
a  similar  lesion  on  the  lip,  the  face,  the  finger,  or  other  parts  of  the 
body. 

With  the  appearance  of  the  hard  chancre  fhe  second  'period  of  incu- 
bation  of  ayphilw  begins,  but  not  the  secondary  stage  of  the  disease. 
This  period  is  rather  more  regular  than  the  first  period  of  incubation, 
and  lasts  usually  about  forty  or  forty-five  days,  sometimes  as  long  as 
sixty,  and  very  exceptionally  ninety  days.  Cases  of  longer  incubation 
than  just  stated  should  be  accepted  with  much  reserve  and  the  ele- 
ments of  fallibility  carefully  probed.  The  length  of  the  secondary 
period  of  incubation  may,  to  a  certain  extent,  be  modified  by  influences 
which  may  affect  the  circulation,  such  as  heat  and  alcoholics.  In 
general,  in  hot  weather  the  end  of  the  secondary  period  comes  quite 
promptly,  while  in  cold  weather  it  may  be  delayed.  In  weakly,  thin, 
and  anaemic  subjects  the  second  period  may  be  much  i)rolonged.  I  re- 
cently waited  for  the  evolution  of  secondary  manifestations  in  a  cadav- 
erous young  man  for  eighty-two  days  before  they  appeared.  In  the 
case  of  a  man  forty-three  years  old  the  first  period  of  incubation  was 
twenty-one  days.  On  the  forty-seventh  day  of  the  second  period  of 
incubation  he  was  attacked  with  severe  pleuropneumonia,  which  lasted 
thirty-one  days,  and  on  the  day  following  severe  g(Mienil  syphilitic 
manifestations  showed  themselves.  In  this  ease,  therefore,  the  secondary 
period  of  incubation  was  seventy-eight  days. 

The  morbid  phenomena  observe<l  durinjr  this  ])eriod  of  incul)ation 
are  the  develoi>ment  and  growth  of  the  initial  lesion  or  chancre,  and 
the  enlargement  of  the  inguinal  ganglia  in  immediate  anatomical  con- 
nection, which  becomes  appreciable  sometimes  as  early  as  the  fifth  day, 
but  usually  from  the  seventh  to  the  tenth.  In  some  cases  there  is  an 
induration  of  the  lymphatic  vessels  leading  from  the  chancre  to  the 
ganglia.  This  lymphatic  hyperplasia  goes  on  slowly  and  painlessly 
until  the  ganglia  become  much  enlarged.  These  two  periods  of  incu- 
bation, the  primary  and  the  secondary,  constitute  the  first  or  primary 
stage  of  syphilis,  wliich  may  occupy  in  its  evolution  from  sixty  to  ninety 
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days,  rarely  longer.  Tho  dii^case^  then,  raay  be  said  to  have  become 
fully  developed,  and  at  this  date  general  systemic  manifestations  and 
symptoms  appear  which  constitute  what  is  called  second ar\'  syphilis. 

With  the  expiration  of  the  second  period  of  incubation^  or  that  of 
local  manifestations,  the  j<eeon(iari^  slaffc  of  mfphifi^i — (ir,  as  it  is  called, 
the  skifff  of  gfjirrat  or  cmmtUutional  manifestaikmji  or  the  condylomatons 
stage — begins.  In  this  gtage^  as  a  rnle»  the  lesions  are  snjiertieiaK  anil 
confined  largely  to  the  skin  and  mneous  mend^rane,  eonsistini^  of 
erythematouSj  papular,  and  pnstular  rashes.  The  duration  of  the 
secondary  period  of  syphilis  cannot  be  definitely  stated,  since  it  dep**nds 
largely  ujKm  the  condition  of  the  constitution  and  the  habits  of  the 
patient,  and  also  upon  the  fidelity  witli  which  he  follows  treatment.  In 
the  vast  majority  of  cases — certainly  in  those  in  which  there  is  no 
organic  troulile — syphilis  proves  a  veiy  tractable  and  cnrahle  disease, 
provided  |Nitients  will  follow  treatment  in  a  careful  and  systematic 
manner  during  a  sufficient  period  of  time.  If  this  is  done,  the  disease 
may  end  witli  the  secondary  stage,  the  patient  thereafter  remaining 
healthy. 

Prognosis.— Id  many  diseases  of  micnibic  origin  the  severity  of 
the  attack  depends  upon  the  activity  and  the  tpiantity  of  the  virus 
inoculated  or  received.  When  the  uiicn>bes  are  derived  from  active 
and  exuberant  lesions  they  usually  produce  an  intense  disease  in  vnl- 
nendile  subjects,  but  when  the  virus  is  attenuated  or  when  the  microbes 
are  in  a  wx^akly  state  (involution-forms)  then  tlie  n*sulting  invasion 
i.s  less  severe.  To  these  featui^s  offered  by  other  infectious  proc€*sses 
syphilis  does  not  seem  to  present  points  of  resemblance.  In  other 
words,  we  know  nothing  of  the  mildness  or  malignancy  of  the  sy jihilitic 
vims,  antl  extended  clinical  c»bsrrvations  made  by  many  authorities  go 
to  show  that  a  virus  which  produces  severe  .syphilis  in  one  individual 
may  produce  only  a  mild  form  of  the  disease  in  another.  Thert^fore,  in 
eypliilis  it  may  be  said  without  fear  of  contradiction  that  the  potenti- 
ality of  the  i>oisonous  dose  is  about  the  same  whether  it  be  derived 
from  a  severe  ease  of  syphilis,  or  from  a  mild  one.  In  tlie  light  of  our 
present  knowledge  it  seems  warrantable  to  state  that  there  is  a  well- 
marked  uniftmnity  in  the  infectious  rjuality  of  the  virus,  no  matter 
from  whom  it  may  be  derived,  and  that  this  poison  may  produce  in 
some  sid>jects  a  mild  and  in  others  a  severe  form  of  syphilis.  It, 
therefore,  logically  folh>\vs  that  the  benignity  or  severity  of  syphilis  is 
verj"  hirgely  determined  i)y  the  condition  of  the  individual.  The 
potency  of  the  virus  is  about  the  same,  wliether  it  he  derived  from  the 
initial  Icsi^m  or  secondary  lesion  or  the  blood. 

Clinical  observation  clearly  shows  that  in  some  patients,  owing  to 
j^artial  immunity,  the  syphilitic  poison    meets  w^ith  such   resistance  on 
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the  part  of  the  tissues  that  it  makes  but  a  slight  impression,  while  in 
others  a  marked  susceptibility  to  its  action  exists,  and  a  more  or  less 
severe  form  of  the  disease  is  produced.  It  has  been  (claimed  that,  from 
certain  features  observed  in  the  chancre  and  during  its  course,  we  may 
draw  prognostic  points  as  to  the  mildness  or  severity  of  the  subse<juent 
course  of  the  disease.  It  has  been  said  that  a  small,  slightly  indurated 
chancre  is  usually  followed  by  a  mild  attack  of  syphilis.  This  state- 
ment may  apply  to  some  cases,  but  certainly  not  to  the  majority.  It  is 
not  uncommon  to  see  all  grades  of  severe  syphilis  follow  an  insignificant 
initial  lesion  which  might  have  undergone  involution  in  ten  days  or  two 
weeks,  and  have  left  little,  if  any,  trace  upon  the  part  attacked.  It  is 
very  common  to  see  severe  and  extensive  syphilitic  lesions  in  persons 
who  never  knew  they  had  a  chancre,  and  in  whom  it  must  have  been 
very  small.  The  truth  is  that  both  mild  and  severe  grades  of  syphilis 
may  follow  small  initial  lesions.  It  has  also  been  claimed  that  large 
and  deep  primary  lesions  invariably  lead  to  severe  forms  of  infection, 
but  this  statement  is  only  partially  true,  since  eases  of  mild  syphilis 
occur  which  follow  a  very  extensive  chancre,  and  instances  in  which 
two  or  three  parts  of  the  body  were  the  seat  of  chancres  (penis,  Up, 
and  finger,  or  penis  and  lip,  or  other  part)  are  not  uncommon  in  which 
the  course  of  the  disease  was  not  at  all  severe. 

Ulceration,  phagedena,  and  gangrene,  attacking  the  initial  lesion, 
have  been  claimed  to  be  ominous  signs  of  a  severe  attack  of  syphilis. 
Extended  clinical  observation  shows  that  this  assumption  is  not  fully 
warranted.  Destructive  ulceration  of  any  form  or  gangrene  attacking 
the  initial  lesion  is  always  the  result  of  contamination  with  pyogenic 
microbes,  usually  caused  by  carelessness  and  unch^anliness  and  also  by 
intemperate  cauterization,  and  they  are  to  be  reganled  as  (lis<|uioting 
accidents  and  not  as  indices  of  the  malignancy  of  the  initial  lesion  or  as 
forecastinga  severe  attack  of  syphilis.  In  som<»  cases  of  phnge<leiia  nn<l 
ulceration  of  the  initial  lesi<m  a  temporary  condition  of  ill-h<'alth  is  \m\- 
duced,  but  careful  treatment  will  soon  remov(»  this  acci<lcntal  compli- 
cation. It  is  also  claimed  by  s<mie  authors  that  extragenital  ehaiMTOM 
are  the  forerunners  of  severe  syi)hilis.  This  \w\v  is  certainly  based  t)n 
the  observation  of  a  few  exceptional  cases,  and  is  not  borne*  <uit  l»y  (ex- 
tended investigiition.  It  not  infre(|uently  happ<»ns  that  the  nature  of 
an  extragenital  chancre  is  not  recogni/.<'d  or  that  it  runs  its  course 
unobserved  by  the  patient.  In  such  cases  the  resulting  syphili'^  tnav 
not  be  treated,  or  it  may  be  improperly  treated,  anti  then  a  severe  nitneh 
may  result. 

Fortunately  for  the  human  nice,  syphilis  in  thr  great  inaj(»rilv  ol' 
oases  is  contracted  by  young  men  and  women  between  iwcnty  and  forfy 
years  of  age  in  whom  the  vital  procesHes  are  active  and  wliosr  lieulth,n« 
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a  rule,  is  got)d.  Siicli  patients  are  naturally  capal>ie  of  withstanding 
atUieks  of  various  dist^ases,  but  some  are  more  resist  taut  than  others, 
Aecortling  to  my  obsen^ations  it  may  be  said  that  syphilis  is  moeh  less 
severe  to-<iay  tlian  it  was  thirty  years  ago.  We  no  longer,  not  even  in 
large  i^ypliititic  clinics,  see  so  many  cases  of  malignant,  of  f^cvere,  and 
of  malignant  preeoeious  syphilid,  nor  do  we  meet  with  the  more  profound 
and  grave  tertiary  lesions  by  any  means  as  frequently  as  we  did  a 
quarter  of  a  century  ago.  This  diminution  in  the  severity  of  the  disease 
is  largely  due  tf»  our  improved  methods  of  treatment,  to  better  sanitar>" 
and  nutritive  ct^nditionSj  and  to  the  greater  attention  which  is  paid  to 
cleaTdiness  and  antisepsis.  But  further  than  this,  there  undoubtedly 
exists  to-day  iu  the  tissues  of  many  individuals  a  greater  resistance  to 
syphilitic  infection  than  w*as  possessed  years  ago.  In  other  w^ords,  in 
many  people  a  moderate  condition  of  immunity  against  syphilis  exists, 
which  is  due  to  tlu'  changes  in  the  tissues  and  perliaps  in  the  blood  in- 
duced by  syphilis  in  their  more  or  less  remote  ancestors. 

In  a  general  way  it  may  be  stated  that  the  larger  number  of  persons 
who  contract  syphilis  are  those  who  are  in  average  grnxl  health  and  have 
n<it  grown  ohl.  In  a  smaller  number  the  standani  of  health  is  less  high, 
and  in  many  patients  certain  morbid  conditions  exist  wdiich  ai'e  due 
either  to  fliscasc  or  l>ad  habits,  and  which  lower  their  power  of  resist- 
ance* Syphilis  wlieu  untreated  by  luercurials  generally  runs  a  quite 
uniform  course,  in  which  the  early  superficial  lesions  are  ft>llowed  by 
deeper  and  more  severe  manifestations.  Its  tendency,  luckily  for  man- 
kitul,  is  to  cx|>cn4l  its  force  on  the  superfiees  of  the  bcwiy,  an*l  it  seems 
very  probable,  particularly  in  healtliy  subjtxjts,  that  the  lesions  of  the 
deeper  parts  are,  in  the  main,  due  to  various  determining  causes,  such 
as  tr'auinatisms  (bones,  joints,  tendons,  and  fascia^),  antecetlent  path<ilogic 
proec!ss*-'s  (liver,  spleen,  kidneys,  intestines,  and  testes),  and  to  a  neuro- 
pathic tendency  (cerebrospinal  affections).  When  any  of  the  above- 
nicutinncd  causes  exist  in  untreated  syphilis,  the  grave  order  of  lesi(»ns 
may  follow  or  coexist  with  tlic  more  superficial  ones.  Some  of  these 
mild  cases,  in  jier^if^us  previously  healthy,  sooner  or  later  become  grave, 
and  even  malignant  ;  hut  in  genersil  the  gravity  or  malignancy  of  syphilis 
is  due  to  some  inhci'cnt  defect  in  the  constitution  of  the  patient,  to  some 
diseased  condition,  or  to  a  lowercfl  state  of  health  due  to  privation  or 
bsnl  habits. 

The  patlifdogy  of  early  syphilis  is  revealed  to  us  in  the  cell -infiltra- 
tions constituting  the  essential  lesions  which  are  distributed  in  a  sym- 
metrical manner  over  the  whole  body.  With  the  evolution  of  this  new 
growth  n  diflVisihle  prison  is  developed,  as  we  have  already  seen,  which 
is  earried  throughout  the  entire  system  and  gives  rise  to  the  various 
phem>mena  (fever,  debility,  emaciation, headaches,  neuralgias,  arthralgias^ 
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periosteal  paiiis^  splenic  engorgement,  and  sometimes  pleuritis).  In  con- 
sequence of  the  destruction  of  the  newly-formed  cells  by  treatment  the 
tangible  lesions  undergo  involution  and  disappear,  and  in  proportion  to 
the  completeness  of  their  cure  does  the  poison  secreted  by  them  grow  less 
and  less  in  potency  and  quantity.  When  a  perfect  cure  does  not  take 
place,  some  of  these  morbid  cells  remain  (in  all  probability  in  little 
masses  around  the  bloodvessels,  and  not  stored  in  the  ganglia),  but  as 
they  grow  old  they  lose  their  vitality  and  increase  slowly,  and,  having 
lost  much  of  their  virulency,  produce  very  little,  if  any,  of  thediflfusible 
poison.  This  is  what  takes  place  in  tertiary  syphilis,  in  which  the 
new  growths  are  indolent,  aphlegmasic,  and  show  a  marked  tendency 
to  localization  and  to  asymmetrical  distribution.  The  gumma  is  the 
direct  and  feeble  descendant  of  the  virulent  round-cell  infiltration  of  the 
secondary  stage  of  syphilis.  Such,  in  brief,  is  the  nature  and  extent  of 
the  syphilitic  invasion,  which,  if  unchecked,  goes  on  more  or  less  rapidly 
to  produce  tissue-change,  to  lower  the  standard  of  vitality,  to  attack 
organs  whose  integrity  is  essential  to  life  and  happiness,  and  to  produce 
serious  conditions,  and  even  death. 

Syphilis  in  healthy  persons,  male  and  female,  as  a  rule,  runs  a  mild 
course,  and  its  poison  is  eliminated  from  the  system  if  active  treatment 
is  instituted  at  the  proper  time.  Much  depends  upon  the  intelligence 
and  docility  of  the  patient,  who,  if  he  enjoys  ordinary  good  health 
and  will  follow  up  energetic,  but  very  carefully  directed,  treatment, 
may,  I  am  confident,  be  cured.  This  comforting  assurance  may  be 
given  to  the  majority  of  patients  seen  in  private  practice,  who,  in 
general,  are  intelligent,  realize  the  gravity  of  their  condition,  and 
resolve  so  to  conduct  themselves  and  regulate  their  habits  that  their 
vital  processes  can  resist  the  depressing  influences  of  the  syphilitic 
poison  and  be  able  to  undergo  the  strain  put  upon  them  by  long- 
continued  medication.  Thirty  years'  study  and  observation  of  the 
nature  and  treatment  of  syphilis  has  convinced  me  that  in  most  cases 
a  cure  is  possible,  whereas,  in  years  gone  by,  we  gro()ed  in  ignorance, 
pursued  faulty,  and  even  harmful,  therai)eutio  metluHls,  and  never  felt 
ourselves  masters  of  this  insidious  and  far-reaching  infection. 

Vigorous  and  intelligent  treatment  more  or  less  promptly  influences 
and  attenuates  the  virulent  infection,  which  will  gradually  subside, 
and  in  most  cases  in  previously  healthy  persons  a  cure  will  result  within 
two  or  three  years,  and  in  some  eases  much  sooner.  The  mercury 
destroys  the  newly-formed  and  nascent  cells,  and  as  thoy  die  so  does 
their  poisonous  power  wane.  In  many  cases  we  see  no  visible  lesions 
or  very  simple  ones  after  the  first  rash.  Cases  thus  treated  may  be 
called  mild,  and  in  private  practice  it  is  the  rule,  when  patients  are 
intelligent  and  docile,  and  submit  fully  to  treatment,  to  see  this  benign 
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course  of  syphilis.  Siicli  cases  may,  tluTefore,  l>e  taken  as,  the  -^taiidard 
of  eoinparisiHi  witli  nther  forms  of  syphilis  now  to  l>e  eon*idereJ. 

There  are  niiiny  persons  who,  though  not  absolutely  sick,  are  not 
really  we  IK  In  this  eatej^cvry  are  ineludud  causes  of  anaemia,  flabby  and 
|>oorly  iifMirisiiril  iinlividiials,  bl(»nds  with  light  retklish  iiair,  pennons 
HuH'eriTig  with  malnutrition,  and  even  those  who  are  niildly  neunLStheoic. 
Then  again  we  nhserve  eases  in  which  tlie  liealth  is  impaire*]  by  warrj* 
anil  grief,  by  business  cares,  doubts,  dreads,  and  excitcnients,  also  by 
insununa.  All  such  may  be  said  to  suffer  from  lowered  vitality,  ami 
in  thetii  syphilis  is  apt  to  run  a  more  i^r  less  severe  course.  In  the 
Ir^'atmeut  of  these  cases  we  may  not  exf>erienee  the  quick  response  to 
the  a(hiiinistrati(»n  of  mercurials;  the  nuinifcstatiuns  may  be  rather 
slow  in  disapjiearing,  and  tlicv  may  show  a  tendency  to  reappear. 
The  cure,  therefore,  is  uot  produced  quite  as  quickly  as  in  the  benign 
cases;  but  althinigh  the  ease  may  hiteli  and  halt^  neither  physician  nor 
|witient  sliould  falter.  In  America,  sypliilis  in  women  runs  about  the 
same  course  that  it  docs  in  uten,  but  ttic  female  sex  is  much  less  fre- 
quently attacked  by  cerebral  and  cerebrospinal  affections  than  are  men- 
Women,  as  a  rule,  are  less  addicted  to  alcoholics  than  mak?s,  and  they 
are  not  enlled  up*>n  to  overtax  the  brain  as  many  men  are,  conseqticntly 
they  present  rather  infrcqneutly  evidences  of  specific  nervous  affections. 

Syphilis  in  the  pimr  and  ignorant  is  mild  or  severe,  and  sometimes 
malignant,  in  its  course*  Ferhups  the  greatest  of  all  drawbacks  in  the 
treatment  (»f  sy])hili.H  in  the  poor  is  to  establish  in  their  minds  a  real- 
izing sense  i*f  the  gravity  of  the  alVcclion.  Consequeutly,  it  is  in  thes>e 
individuals  that  we  often  stx*  the  disease  run  a  chronic  and  severe  course. 
Thcv  arc  careless  in  fnlh^wtng  treatment,  aud,  as  a  rule,  cannot  be  in- 
duced to  remain  under  medical  care  any  length  of  time  after  the  disap- 
pearance of  the  sjwciftc  lesions  or  the  cessation  of  their  discomforts. 
This  is  tlie  explanation  f»f  the  severity  and  malignancy  of  syjihilis  among 
the  hnver  onlers  of  uur  |itqinlation,  Theru  again,  many  [wor  people  are 
addlered  to  alcoholics,  which  act  harmfully  n|>on  them  and  render  the 
course  of  syphilis  severe  and  pn^tmete*!.  In  this  chiss  of  patients  tJie 
fno(]  is  very  commonly  inadequate  in  quantity,  of  poor  quality,  and 
among  many  (Italians,  Pules,  and  IIcl*rewsl  fish  and  the  starchy  articles 
are  eaten  and  very  little,  if  any,  animal  food  is  used.  The  nutrition  of 
these  people  is  usually  bf  hiw  par.  and  few  of  them  possess  that  systemic 
resistance  which  holds  them  up  when  in  the  grip  of  syphilis.  Then 
again  there  are  other  factors  which  tend  to  render  syphilis  severe  id  the 
lower  classes.  They  are  commonly  miclcjinly,  and  as  a  result  the 
microbes  of  the  skin  act  u|Mm  syphilitic  lesions  and  induce  in  them 
ulceration  and  perhaps  phagedena  and  gangrene.  While  in  private 
practice  it  is  very  rare  to  see  pustular  eruptions,  in  the  lower  claaaes 
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these  lesions  are  very  common.  Then,  again,  uncleanliness  leads  to  the 
development  of  mucous  patches  and  condylomata  lata  upon  the  vulva, 
anus,  axillae,  umbilicus,  and  upon  other  jiarts,  and  these  lesions  aggra- 
vate and  lengthen  the  course  of  the  disease. 

Severe  forms  of  syphilis  are  observed  in  these  patients  in  varying 
grades  of  intensity.  As  a  rule,  the  secondary  lesions  are  numerous 
and  distributed  symmetrically  over  the  whole  body,  and  the  influence 
of  the  specific  poison  is  severe  (neuralgias,  headaches,  joint,  bone,  and 
muscular  pains,  etc.).  One  rash  runs  an  indolent  course  and  is  soon 
followed  by  one  of  more  severity  which  becomes  complicated  with 
pyogenic  infection,  and  thus  we  come  to  see  ecthyma,  impetigo,  and 
varioliform  syphilides  and  rupia.  In  these  cases  there  is  more  or  less 
prostration  and  little  reparative  tendency,  while  in  very  severe  cases 
fever,  sometimes  head  symptoms,  great  emaciation,  and  even  marasmus 
may  exist.  Then,  again,  in  unhealthy  persons,  particularly  in  the  lower 
orders,  we  may  observe  what  is  called  precocious  malignant  syphilis, 
which  is  an  entirely  different  condition  from  true  malignant  syphilis. 
Precocious  malignant  syphilis  is  noteworthy  for  the  reason  that  it  usu- 
ally begins  in  the  severer  forms  of  the  disease  in  which  ulceration  at- 
tacks the  various  lesions.  Then  while  these  degenerating  secondary 
lesions  are  appearing,  ulcerating,  and  cicatrizing,  and  old  ones  are  being 
replaced  by  new  lesions,  gummatous  infiltration,  of  the  mouth,  eye, 
subcutaneous  tissues,  bones,  and  joints,  and  the  cerebrospinal  system,  may 
develop  more  or  less  extensively.  Thus  we  see  men  covered  with  sec- 
ondary lesions  in  whom  tertiary  lesions  have  appeared  precociously, 
while  at  the  same  time  the  health  is  at  a  very  low  ebb,  and  there  may 
be  present  aphasia,  hemiplegia,  coma,  and  other  nervous  disturbances. 
Such,  briefly,  is  precocious  malignant  syphilis.  In  these  cases,  as  a  rule, 
want  of  treatment  or  inij>erfect  treatment  and  impaired  resistance  to 
the  virus,  are  the  underlying  cause  of  the  serious  course  of  the  disease. 
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tari  :»r-/-l:i..'  :.ni  .c  -rii*  iii-io  a.  It^  rikf  e3tfcrBC7«ri£dc  is  that 
h  >  rf-!r:'^-Ji" r  i.  ^v  ciiv^  !•  ci£:"D  tt  iifi  5f  ZL  »■  iraj  mflKciatied  with 
vtrrlvrr  -j;ii  !.-_  Ptor-iv  liiif  i:ffj:tS4»i  •inir  *xaiM>«-  of  profiiODd 
fT^viLy:  ;• «"«.  r  --jy  ;:.  -^  iirri  ^tT^ir.  >:•;**  -c  fifsi.  al^im  mansmaSy 
ia^.'C.':!,  to:  jilI^**  :^  T-tr^n^f  riirs>  c  izir  >>iy,  Thtve  also  may  be 
pfv^!i:  -KV.i-  jrnv-  rTniOd*  t*  i;c:i:^2l.  -t^^iertfy.  dccoa.  mod  panlrses. 

la  liyf^  v^r*:^  ZLrr  Zr:r->  .'\L*    iSctr^^Of  ATr  I^>T  i^e  T->  CTlBlMIOQg  depC»t, 

Iwt  rt:r>:r  •.-  zLr  r.-vL-i->:Il  infjms-K:  irvcy»i  Tiae  vft5*»Is^  chiefly  of 

tbe  !2*r2:vrt:.rr-  .f  :?-■-  bnia.  Tbr  «nar>e:<25  *«5S.«*  are  at  first  ciythe- 
ffiivyir  ir. ;  jtti^ular.  Tr::h  ir#e  2«>r7»I  di-i*  t^in-xi,  arruieeiiient.  mnlti- 
pllrr.y,  fv ..  i^rill^r  zo  H^  i-eoioiiiry  pierkd  and  witboat  the  localioH 
t;  ■:.  i:. ;  -  '..;«- ri::vr  ?pars.e::-:r-f  of  iLpe  k^>n5  as  observed  in  preooeious 
r;i;i! '/.'.i:.:  -y:':.ll:r.  T:^-r^  eirly  ^2:iniIe^^al^>Q^  veiy  soon  undergo 
d*f^'::irr^*: .:.  ti^'i  j.r  a  r>r?il:  e»>.»lly  ^ixed  ulcer?.  nipia«  laige  ulcerated 
|.I;i/i'i'-r.  Ji:;'i  •:vt:i  ^rjjrvnvi^?  runa«ri  arv-  [•noduceiL  None  of  these 
I'-i'-fi-.  '  X'  -r.t  tLr  rip;:i.  iv?*:::.M«r  in  tht-ir  course  tertiary  syphilitic 
lii^'-r-  vs;::i  •.:*♦.;.-  {>-  ..::ir  ::i  -iv  vi"  :n»  i^a:?^  and  with  their  occasional 
t/:/j'l'::j' V  •..  '>-cMri;»r  r-.-rji!  jiii- '>.  Mali;:nant  ^yphilb  usually  begins 
*-<irly  i:i  'h':  -''••rj'ian*  j*  ri'-l,  :tii«l  ven*  iiao;»mnn.»uly  later  than  the  end 
of  th'-  rir-t  y«ir  *fi  '\iit*:r:'i"n.  Thi-  tV»rm  nf  ?yphiHs  is  very  rare  indeed, 
afj'l  in  ir  a  filial  i— nv  ir  oi'ttrii  "ti.-»-rvt.-ii.  It:?  oi»iir«e  may  be  protracted. 
Hi  tIjaT  a  v'rar  rriay  «.'Iai«-*.'  lH;li.»r».'  il».ath  <xx'uri?  or  a  cure  is  effected. 
Mali^rnant  -yphili-  i-  due  t<»  the  lack  "f  iv?i-»tanee  on  the  part  of  the 
indiviilual  to  ili<;  -^ verity  <»t"  the  infection.  It  -eems  that  the  poison 
ine't-r  in  the  ti.-.-^ue-  of  the  jK-rson  attacke*!  -iioh  a  condition  of  recep- 
tivity that  it  i-  j(en«nit«r<I  in  la  r^^e  quantity  and  with  a  peculiar  vinilence 
whi'-h  affVei^  tlie  whole  organism. 

In  -oine  i-a-es  there  i:f  evi«lenoe  of  impaired  nutrition  in  persons 
thus  attacked,  hut  it  i-  sometimes  surpri-in^  to  observe  malignant 
HVphili-  in  well-built,  rohust  subjects  of  ^(mmI  habits.  It  seems  that 
in  spite  of  the  vigor  of  their  health  thes<j  patients  lack  that  something 
whirli  eonstitutes  what  we  term  partial  immunity  to  the  syphilitic  vinis. 
In  short,  their  tissues  present  fertile  culture-grounds  for  the  exuberant 
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growth  of  the  syphilitic  infection  and  the  poison  is  produced  in  large 
quantities,  while  the  cellular  elements  are  much  more  sparsely  pro- 
liferated. 

Tertiary  Ssrphilis. — The  persistence  of  the  syphilitic  infection 
beyond  the  secondary  period  results  in  the  production  of  a  certain 
morbid  state,  the  evolution  of  which  is  slow,  uncertain,  and  often  insid- 
ious, and  the  lesions  of  which  are  deeply  seated  in  the  subdermal  con- 
nective tissue,  mucous  membranes,  and  other  structures,  and  which  is 
called  tertiary  syphilis.  By  far  the  most  potent  cause  of  tertiary  syph- 
ilis is  absence  or  insufficiency  of  treatment  in  the  secondary  stage.  But 
in  addition  to  this  cause  there  are  others  which  result  from  lowered 
nutrition  and  weak  resistance  on  the  part  of  the  tissues.  Then,  again, 
certain  diseased  conditions,  may  act  as  secondary  factors  in  the  develop- 
ment of  this  late  and  erratic  stage  of  syphilis. 

Tuberculosis  and  Syphilis. — One  of  the  most  formidable  compli- 
cations of  syphilis  is  tuberculosis,  and  it  is  only  too  clearly  proved  that 
tissues  attacked  by  syphilis  become  perfect  hot-beds  for  the  fructifica- 
tion of  the  tubercle  bacillus.  This  destructive  and  deadly  symbiosis 
18  seen  in  the  secondary  and  in  the  tertiary  periods.  In  early  secondary 
syphilis,  even  when  well  treated  and  in  seemingly  healthy  subjects,  bron- 
chitis or  pneumonia  may  develop,  and  thereupon  acute  miliary  tubercu- 
losis may  supervene  and  carry  off  the  patient.  Then,  again,  when 
syphilis  runs  a  severe  course,  in  some  truly  malignant  cases,  tubercu- 
losis supervenes  and  quickly  kills  the  patient.  We  also  sometimes  see 
men  and  women  who  are  being  properly  treated  and  who  toward  the 
end  of  the  first  year  of  infection  begin  to  lose  weight  and  strength,  and 
are  attacked  by  pulmonary  symptoms.  Some  of  these  cases  are  bene- 
fited and  cured  by  change  of  climate  and  treatment,  but  many  are 
promptly  carried  oiF  by  this  virulent  tuberculous  complication.  Gum- 
matous infiltrations  of  any  or  all  of  the  viscera  are  liable  to  be  attacked 
by  tuberculosis,  and  syphilitic  sarcocele  is  not  infrequently  the  seat  of 
this  secondary  invasion.  When  considering  the  factors  of  gravity  in 
syphilis,  we  unfortunately  must  accord  to  tuberculous  infection  a  promi- 
nent place. 

Alcoholism. — Chronic  alcoholism  is  a  powerful  factor  in  inducing 
the  development  of  severe  and  extensive  lesions  of  the  skin  and  mucous 
membranes,  of  cerebral  disorders,  of  a  debilitated  condition  of  health, 
and  causes  the  disease  to  run  into  its  tertiary  stage.  It  is  then  very 
chronic  and  visceral  lesions  are  of  frequent  occurrence,  and  deeply 
seated  infiltrations  of  the  skin  and  mucous  membranes  develop,  which 
show  a  marked  tendency  to  soften  and  form  abscesses  and  ulcers  of 
great  persistency.  Alcoholism  in  the  lower  classes  is,  next  in  order  to 
the  absence  of  treatment,  the  most  frequent  cause  of  tertiary  syphilis. 
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Wlii'O  arterial  or  visotTal  degoiienition  has  not  been  produced  and  with 
the  cessiitioii  of  the  alcnholie  hu!)it  much  cDeouragemcnt  may  be  given 
to  such  j»atieiits  a^  to  their  ultimate  cure,  provided  they  will  abstain 
from  ali'olnd  and  systematically  fvilluw   the  treatment. 

Malaxia. — In  mahirial  siil>jeets  the  course  of  the  disease  is  frequently 
severe,  the  condition  of  ill  health  is  well  marked,  neuralgias  are  very 
frecpicnt,  and  the  spccitic  lesions  arc  eopions  and  extensively  distributed. 

Albuminuria.— Bright's  disease  is  a  factor  of  much  gravity  in 
patients  intected  with  syphilis,  and  in  many  cases  its  course  is  very 
severe.  Then  again,  we  s*mietimes  see  men  and  women  who  have  ad- 
vanced kidney  degeneration  in  whom  syphilis  runs  a  surprisingly  mild 
course,  IJncmie  subjects  who  ctuitract  syphilis  are  very  commonly 
profoundly  influenced  by  the  infective  process.  Their  lesions  are  ex- 
tensive and  show  a  tendency  to  ulceration,  and  the  general  depression 
of  heal  til   is  very  marked. 

Diabetes.— Wlien  in  the  course  of  syphilis  specific  brain  lesions 
lead  to  glycosuria  or  diahetes  insipidus,  these  grave  constitutional  con- 
ditions become  factors  in  the  production  of  a  gene  ml  breakdown  of 
the  system.  The  various  morbid  blood-states,  such  as  scurvy,  the  hem* 
orrhagic  diathesis,  and  hemoglobinuria,  are  serious  eom plications  of 
sypliilitic  infection,  and  in  patients  suti*ering  from  them  it  is  common 
to  observe  a  severe  course  of  the  disease.  lufiueuza  is  frequently  seen 
to  be  the  cause  of  great  systemic  depression,  and  it  may  become  a  factor 
of  much  gravity  in  syphilitic  patients,  in  some  of  wlmm  severe  pul- 
m o n a ry  a  flee t  i  i  > n s  oce u  r . 

Rheumatism  and  Gout, — Rheumatism  and  gout  are  not  uncommon 
cfiTuplications  ot"  serious  import  in  syphilitic  patients,  in  some  of  whom 
the  spccilic  lesions  are  materially  modifu'd  by  this  harmful  symbiosis. 
And  in  some  cases  syphilis  seems  to  be  a  causative  factor  in  the  inten- 
sification and  prolongation  of  these  chronic  disortlcrs. 

Acute  Infectious  Processes* — The  debility  following  various  infec- 
tive processes,  such  as  typhoid  fever,  diphtheria,  erysipelas,  and  the 
exanthemata  sometimes  renders  the  course  of  syphilis  severe  for  a  long 
or  short  period,  I  have,  lu>wever,  in  some  cases,  been  astonished  at 
the  extreme  mildness  of  secondary  sy(>hilis  in  patients  who  had  a  short 
time  before  infection  recovered  from  erysipelas,  typhoid  fever,  or  diph- 
t!u*ria. 

Syphilis  in  Old  Age,— When  it  is  remembered  that  sypliilis  expends 
its  morbid  action  largely  and  extensively  upiui  the  bloodvessels,  the 
fact  striki's  one  that  iu  old  persons  the  severity  of  the  attack  is  very 
mucli  influcncciJ  by  the  condition  of  the  vascular  system.  Upon  the 
integrity  of  the  patient's  bloodvessels  hinges  in  a  large  degree  the 
\'arving  severity  of  syphilis.     In  old  jwrsons  arteriosclerosis  is  cona- 
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mon,  and  may  involve  more  or  less  of  the  circulatory  apparatus. 
Instances  of  this  involvement  combined  with  syphilis  are  not  at  all 
uncommon.  Besides  vessel-changes,  visceral  lesions,  general  debility,  an 
unstable  condition  of  the  tissues,  and  the  systemic  morbid  effects  pro- 
duced by  vicious  habits  and  indulgences,  are  undoubtedly  factors 
of  gravity  in  syphilis  in  advanced  life.  A  review  of  my  clinical 
experience  has  convinced  me  that  in  many  elderly  persons  of  vigorous 
physique  and  good  habits  syphilis  runs  a  comparatively  mild  course ; 
in  less  vigorous  persons  it  is  more  severe  ;  and  that  in  poorly  nourished, 
weakly,  and  underweight  individuals,  in  the  nervous,  excitable,  neuro- 
pathic, and  over-studious  (brain-workers  from  all  classes)  it  is  often 
severe  and  even  disastrous  in  its  effects. 

Early  and  efficient  treatment,  however,  is  most  essential,  and  by  it 
the  course  of  the  disease  in  the  aged  may  be  much  modified,  may  be 
rendered  mild,  and  in  many  cases  a  cure  may  result. 

Many  peculiarities  in  the  course  of  many  lesions  are  observed  in  aged 
syphilitics.  In  general  the  first  period  of  incubation  of  the  chancre  is 
quite  long.  The  initial  lesion  is  not  usually  exuberantly  large  and  indu- 
rated, but  more  commonly  slight  in  character,  parchment-like  in  thick- 
ness, with  a  tendency  to  superficial  necrosis  and  sloughing.  In  some 
cases  gangrene  and  phagedena  are  observed.  The  inguinal  adenopathies 
usually  appear  and  develop  slowly,  and  the  swollen  ganglia  are  rarely,  if 
ever,  very  large  and  nodular.  The  second  period  of  incubation  is  also 
usually  quite  prolonged,  so  that  two,  two  and  a  half,  and  even  three 
months  or  longer  may  elapse  between  the  appearance  of  the  chancre  and 
the  onset  of  general  manifestations.  As  Quinquaud  says,  "syphilis 
acquired  after  sixty  years  of  age  is  a  drama,  the  successive  stages  of 
which  are  slower  in  their  evolution  than  those  of  syphilis  acquired  in 
early  life." 

Secondary  lesions  of  the  skin  and  mucous  membrane  do  not  present 
that  amount  of  hypenemia  and  exuberance  which  may  be  seen  in  the 
same  affections  in  early  life.  The  skin  lesions  may  be  generally  distrib- 
uted, and  perhaps  more  or  less  confluent,  but  they  always  show  more  or 
less  evidence  of  senectitnde.  This  is  especially  well  shown  in  the  eryth- 
ematous and  papular  syphilides.  These  lesions  show  a  marked  tendency 
to  remain  in  an  indolent  condition,  and  are  frequently  very  rebellious  to 
treatment.  They  sometimes  show  an  exasperating  tendency  to  relapse 
even  when  a  vigorous  treatment  is  being  followeil. 

It  is  not  uncommon  to  see  secondary  and  tertiary  skin  lesions  com- 
mingled. Thus,  roseola,  papules,  and  gummatous  nodules,  the  latter 
showing  a  tendency  to  break  down  and  suppurate,  may  not  uncommonly 
be  seen  scattered  over  the  integument  of  elderly  persons. 

Malignant  precocious  lesions  of  the  skin,  bones,  and  mucous  mem- 


478 


VOMPLICATIOyS  OF  SYPHILIS, 


brancH  are  mA  ut  all  uiicoDimon,  some  of  wliicli  show  a  teiulency  to  gan» 
greiie  and  ntH*rosis. 

Qiuie  wirly  in  tlie  i^ct'ondiiry  stiigt^  nervous  and  psychical  troul»li>s 
witii  paralysis  arc  nut  nncoiiimon,  and  licudaclic,  neuralgic  and  rlicunia- 
t4.)id  paius  may  aIj?o  Ix*  complained  of.  Cerebral  accident8,  with  symp- 
toms resernblini^  typhuiil  tcvt-r,  may  nho  bt^  oliserved. 

(iummatouri  infiltration  into  the  giiuglia  not  infrwjueutly  undergoes 
degeneration  in  old  pcri^on.^. 

Another  marked  feature  of  syphiHs  in  the  aged  is  the  multiplicity  of 
the  ti.ssnes  antl  organs  attacked  at  the  same  time,  such  as  the  skin^ 
mucous  men>bnines,  boncj  viscera,  and  the  cerebrospinal  axis» 

It  has  been  oljserved  that  after  seventy  years  of  age  the  pharynx  h 
rarely  attacked,  tbat  the  Imun  and  scalp  are  usually  nnailected,  and  that 
the  gums  are  more  free  l'n>m  the  elleet  of  mercurials  than  in  earlier 
years. 

All  these  signific.ant  fiicts  concerning  syi>hilis  contracted  hite  in  life 
should  be  clearly  borne  in  mind,  and  a  more  than  usual  watchful  care 
should  be  exercised  over  these  venerable  patients.  It  is  well  to  em|j!ia- 
size  the  fact,  however,  that  in  st>me  old  persons  of  lnjth  sexes  svpliilis 
runs  a  tolerably  mild  course,  and  is  measunibly  amenable  to  treatment. 
Couse<|nently,  it  is  not  well  always  to  give  a  glrwrmy  prognosis  in  these 
cases. 

On  account  of  its  nirity,  the  ease  reported  by  Cohn  is  interesting* 
It  was  that  o{  a  virile  man  who  at  eighty  years  of  age  ci>ntracted 
syphilis,  which,  t bough  severe,  was  cured  by  spccitie  treatment. 

Cancer.^Syphilis  is  in  no  ^ense  of  the  term  an  etiological  factor  in 
the  development  *)f  cancer,  but  in  some  cases  it  acts  as  the  forerunner 
and  the  predisposing  cjiuse  of  the  latter  disease  by  means  of  the  chronic 
irritative  proees^c^  which  it  establishes.  As  a  rule,  cancer  consecutive 
to  sypidlitic  processes  develops  in  the  mouth,  particularly  on  the  tongue 
and  near  its  mucocutaneous  junctions.  It  may  also  appear  <m  the  skin 
propr  f  jlhnving  certain  clinniic  inflammatory  syphilitic  processes.  As 
a  result,  a  hybrid  disease  is  produeed.  usually  in  the  tertiary,  and  exeej)- 
tionally  in  the  late  seci>ndary,  period  of  sypbilis. 


IMMUNITY  TO  SYPHILIS. 

While  in  general  it  may  be  said  that  syphilis  may  attack  any  indi- 
vidual, there  are  some  who  possess  a  varying  degree  of  immunity  to  this 
infection,  Asa  rule,  one  attack  of  acquired  syphilis  confers  immunity 
t<»  subse(juent  infectifrn. 

Persfms  who  in  early  life  have  been  the  subjects  of  inherited  syphilis 
in  the  majority  of  cases  are  nf>t  susceptible  to  acquired  infection.  Thk 
has  been  called  Profeta's  law. 
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As  a  rale,  a  healthy  mother  who  carries  an  enibn'o  rendered  syphil- 
itic by  its  father  is  herself  not  liable  to  acquire  syphilis.  This  state- 
ment is  called  Colles's  law. 

SYPHILOPHOBIA. 

Syphilophobia  is  sometimes  included  among  the  manifestations  of 
syphilis,  but  I  do  not  believe  that  it  is  directly  due  to  this  disease.  It 
is  quite  as  often  met  with  in  patients  affected  only  with  gleet,  prostator- 
rhoea,  or  who  have  nothing  at  all  the  matter  with  them  except  their 
own  disordered  imagination.  Moreover,  in  truly  syphilitic  cases  the 
fear  of  syphilis  often  increases  in  proportion  as  the  specific  symptoms 
disappear. 

Syphilitic  patients  w  ill  sometimes  state  that  they  have  resolved  to 
give  up  their  business  and  devote  their  time  to  the  cure  of  their  dis- 
ease, Sucli  a  course  sliould  always  be  discouraged,  since  it  favors 
mental  depression,  interferes  witli  the  general  health,  and  thus  retards 
the  effect  of  remedies,  and  may  lead  to  confirmed  hypochondria  or 
syphilophobia. 

Fournier  has  recently  laid  stress  on  the  occurrence  of  suicide  in 
syphilitics.     He  divides  these  cases  into  four  classes,  as  follows : 

1.  Cases  in  which  the  suicide  is  the  result  of  a  mental  trouble  arising 
directly  from  the  syphilis ;  2.  Cases  in  which  suicide  is  the  result  of 
despair  of  the  patient,  who  has  suffered  from  external  syphilitic  symp- 
toms which  are  of  a  serious  nature,  or  so  considered  by  him ;  3.  Cases 
associated  with  the  original  announcement  to  the  patient  that  he  is 
syphilitic ;  4.  Cases  depending  on  the  social  position,  where  syphilis  has 
definite  relations  with  marriage  or  social  standing. 

The  first  group  includes  those  cases,  the  most  numerous  of  all,  where 
a  mental  trouble  is  directly  the  result  of  the  syj)hilis,  that  is  to  say, 
syphilitic  encephalitis,  gumma  of  the  brain,  general  paralysis  of  the 
insane,  referable  to  the  infection.  In  certain  forms  of  syphilitic  encepha- 
litis suicide  is  a  symptom,  and  at  a  very  early  period  of  the  disease.  It 
appears  so  suddenly  that  it  overi)owers  the  patient,  who  has  been  in  a 
seemingly  healthy  condition.  It  may  also  develop  after  many  years, 
and  in  cases  of  hereditary  syphilis. 

In  the  second  class,  where  shame  at  contracting  a  venereal  disease, 
or  a  disfiguring  ulceration  of  the  face,  is  present  Fournier  thinks  that 
physicians  should  a]>preciate  the  special  mental  and  moral  attitude  of 
their  patients,  so  as  not  to  be  taken  unaware  by  suicide  from  this  cause. 

In  the  third  class,  where  suicide  folh^ws  the  first  notification  of  syphi- 
lis, the  fault  lies  in  the  abrupt,  tactless  announcement  on  the  part  of  the 
physician  to  patients  who  are  syphilophobiacs. 

In  America  suicide  in  the  third  form  of  cases  is  most  rare,  but  it  is 
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well  aB  atlvused  Ijy  Fuiirnior,  purtieularly  iu  nervous  aatl  irapressionable 
indivkluak,  to  take  time  in  miikiiig  a  positive  diagnosis,  and  uot  to  let  it 
come  to  tlie  patient  like  a  thanderelap. 

IGNORED   SYPHILIS. 

It   is   not   uncommon    in   clinics  and    hospitals,   and   also,   though 

lesg  frcM|ueiitiy,  in  priviite  practice,  to  see  easels  of  tertian^  !sy]>hili5  in 
which  no  history  of  primary  or  secondary  lesiiins  can  Ir^  <>btaineii  evt'ii 
after  rignrmis  cross-question  ing.  These  cases  are  classed  under  the 
heading  of  **  irrni»rcd  sypliilis"  and  under  that  of  "sypliilis  occulta.''  As 
an  example  of  the  frequency  of  occurrence  of  ignr»rcd  sypliilis  it  may  l)e 
mentioned  that  in  a  five  months'  service  at  the  St.  Lonis  Hospital,  Four- 
nier  saw  28  cases,  and  tlutt  Lassar  in  20<)  casc*s  of  hite  syphilis  saw 
60  (alxtut  30  per  cent.)  In  \vhich  no  evidence  of  tlie  early  stages  could 
be  oljtaiiuMl. 

Ignored  s\^)]ulis  is  observwl  in  women  much  more  frctpiently  than  in 
men,  and  in  ignorant  and  careless  persons  in  the  lower  walks  of  life  it  is 
fnr  from  uncommou.  Many  wunu.^u  liuve  but  the  most  elementary  ideas 
regjirding  sypliili??,  while  men,  as  a  rule,  are  quite  well  informetl  upon 
the  suljject.  In  many  women  tlie  initial  lesion  is  extrngenitally  seatcn], 
and  its  true  nature  and  that  of  its  secpiela^  are  never  known  to  them. 
Then,  again,  by  many  women  the  genital  chancre  is  not  seen,  or  it  is  so 
insigniticant  in  appeanmce  and  mild  in  character  that  its  gravity  is  not 
appreciated.  The  chancre  in  some  men  is  so  insignificant  and  short- 
lived that  it  is  l(Kike<l  upon  a^  a  chafe  or  as  herpes. 

Owing  to  their  niihl  chanicter  and  ephemeral  course  the  early  syphil- 
ides  in  s<ime  t*iises  pass  tmobscrvcd  or  unapprcciatefl.  It  is  very  common 
in  clinics  and  Imspitals  to  call  a  patient's  attention  to  a  roseolous  or  a 
papular  sypliilide  on  bis  t>r  her  IkmIv,  of  which  he  or  she  had  no  knowl- 
edge or  sus|jiei*>n* 

Tticu^  again » in  many  cases  the  inguinal  adenopathies  may  pa^s  unob- 
served, or,  if  their  existence  is  known,  the  patient  is  ignorant  of  their 
ini[>ort,  !Mild  [primary  and  secondary  syphilis  are  the  usual  unrecognized 
fbreruuners  of  tertiary  syphilis. 

Many  women  and  children  have  syphilis,  and  suflTer  severely  from  it, 
yet  they  know  nothing  i»f  the  nature  of  their  tlisease.  It  often  happens, 
as  Fouruier  aptly  says,  that  *^  in  women  syphilis  is  the  more  likely  t*>  re- 
main ignored,  since  all  that  is  ]mssible  is  done  to  hide  the  nature  of  the  dis- 
ease from  them.  The  husband  or  the  lover  entreats  the  surgeon  to  treat 
his  victim  without  revealing  to  her  the  cause  of  her  malady;  and  amid 
this  *  consjaracy  of  sileui'C  *  she  Ijccouics  cured  of  her  nifphtfts  iffuorh\'^ 

In  some  cases  for  various  reasons  patients  utterly  deny  having  had 
primary  or  secondary  s>^>hilis. 
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Errors  in  diagnosis  on  the  part  of  physicians  not  infrequently  lead 
patients  to  think  that  they  never  had  syphilis. 

It  follows,  therefore,  that  we  shall  constantly  meet  with  cases  of  ter- 
tiary syphilis  in  which  the  lesions  or  symptoms  are  so  strikingly  pathogno- 
monic that  no  doubts  as  to  their  nature  can  be  entertained,  yet  in  which 
no  evidence  of  early  infection  is  obtainable. 

CHANGES  IN  THE  BLOOD  IN  SYPHILIS. 

As  a  result  of  the  infection  various  grades  of  ansemia  may  l>e  ob- 
served. In  exceptional  cases  a  condition  similar  to  pernicious  ansemia 
may  be  produced.  In  the  primary,  secondarj^,  and  tertiary  forms  the 
red-cells  and  the  haemoglobin  may  be  more  or  less  reduced  for  longer  or 
shorter  intervals.     In  some  cases  no  bl<x>d  abnormality  e^n  be  found. 

Leucocytosis  is  a  very  constant  condition  in  most  cases,  and  is  devel- 
oped in  various  degrees;  in  some,  however,  it  is  absent.  Mercurial 
treatment  usually  results  in  the  suppression  of  the  leucocytosis  coin- 
cidently  with  the  involution  of  specific  lesions  and  the  improvement  in 
the  patient's  health. 

Lowenbach  and  Oppenheim  made  researches  into  the  condition  of 
the  blood  in  early  and  late  syphilis,  and  found  a  marked  reduction 
from  the  normal  in  the  quantities  of  both  iron  and  haemoglobin,  neither 
condition  being  influence<l  by  therapeutic  measures. 

Justus'  Tpst  of  the  Blood  in  iSvPiiiLis. — An  extensive  series 
of  observations  with  especial  reference  to  their  diagnostic  value  has  been 
made  on  the  haemoglobin  of  the  bl(K)d  of  syphilitics  by  J.  Justus.  More 
than  500  cases  of  all  varieties  are  included,  treat(»d  and  untrt>ated.  He 
found  that  untreated  aises  of  syphilis  show  a  diminution  of  haemoglobin 
which  lasts  a  longer  or  shorter  time,  depending  on  the  severity  of  the 
disease.  A  gradual  increase  then  takes  place  as  the  signs  of  syphilis 
subside.  If  a  therapeutic  does  of  mercury  is  introduce<l  into  the  affected 
organism  by  injection  or  inunction,  a  relatively  sudden  decrease  of  the 
haemoglobin  standard  is  observed  (10  to  30  degrees  in  the  Gowers'  or 
Fleischls'  haemoglohinonieter).  This  sinking  may  again  be  compensated 
for  in  the  course  of  a  few  days,  depending  on  the  severity  of  the  symj>- 
toms  and  the  general  condition  of  the  patient.  If  the  treatment  is  con- 
tinued, the  haemogloliin  may  reach  a  higher  point  than  before  the  former 
was  inaugurated,  and  the  point  when  no  further  decrease  takes  place 
marks  the  period  when  healing  of  the  specific  lesions  begins.  It  is  fur- 
ther claimed  that  the  changes  in  haemoglobin  standard  just  noted  are  only 
to  be  found  in  the  blood  of  florid  syphilitic  patients,  and  have  not  been 
observed  in  health  or  in  any  otluT  disease.  The  reaction  can  be  also 
found  when  invasion  of  distant  lymph-glands  takes  place  and  in  all 
varieties  of  the  disease.     It  disappears  when  the  syphilitic  lesions  disap- 
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In  rBgaid  to  Jostes*  test  of  the  Unod  in  syphilis  Ewing's  criti- 
tisak  is  wortfay  of  attealiom.  He  s3iy$ ;  **  Further  studio  are  nxjitired 
facfiiie  the  value  of  Ji^to^  test  can  be  ^hown^  but  on  gcocfal  grounds  it 
would  seem  that  tbe  te^  woald  prove  tranpUable  in  many  cases  of  aniemia, 
when  the  globulicidal  actioa  of  Dtefrary  might  di^olve  no  oeU& 

THE  MICRO  ORGANISMS  AND  BACILLUS  OF  SYPHILIS. 

The  Inicnrriol***^-  of  syphilis  is  as  yet  in  a  wholly  nnseltle^l  state,  as 
is  showrn  by  ilie  results  arrived  at  by  several  distingobhed  inv^tiga- 
tors.  According  to  )£ax  SehuUer,  who  has  filudied  iiypbilitie  ti^^^^ues 
very  extensively,  certain  structures  which  have  much  in  common  with 
those  he  has  dej^eribed  as  being  the  causative  agents  of  rareiiiomn  have 
been  found.  The  organisms  found  in  the  i^\^hilitic  tissues  he  cimsidors 
may,  like  thc^e  of  carcinoma,  be  held  to  be  memliers  of  some  group  of 
hitlierto  imkuown  proto»ia.  These  consii^t  mainly  of  tv^-o  forms  v%hich 
may  easily  l>e  obtained  in  fresh  smears  from  primaiy  k^sions.  The  tirst 
form,  which  the  author  names  "  Inrge capsules,"  when  well  preserved  usu- 
ally apjK^tir  as  somewhat  p\  riform  or  three-cornered  l)o<lies  of  brt>wnish- 
yellow  oilor.  Their  eouteuts  are  of  a  darker  shade,  while  the  shell  is  of 
a  glistening  yellowish  tinge.  Under  a  high  }>ower  small  knoMike  eleva- 
tions are  distinctly  to  be  seen,  Xucleate<l  masses  are  also  to  be  seen 
which  apjKirently  are  ihe  extnideil  pnttoplasmic  contents  of  the  cjipsule. 
TTie  second  form  c»msists  of  iiiu<*h  smaller  roundi^l  lio<lic*s  somewhat 
lightrr  in  color,  having  a  drmble  contour,  and  which  exhibit  distinct  radial 
gtriutiuos.  Tiu's*'  are  teno^^il  hv  the  aiillH*r  **  y«»im^  or^nisms,'*  as  in  his 
culture  exprinients  tltey  ap|)ear  to  drvelup  partly  in  the  interior  of 
the  larger  eajisiiles  and  partly  by  fission.  The  autlic»r's  investigations 
imbruced  studies  <>('  .smears  and  sections  from  chancms,  enlarged  glands^ 
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condylomata,  giinimata,  joint-tissues,  etc.,  taken  from  patients  in  tlie 
three  stages  of  the  disease  and  from  those  suflFering  fn)m  hereditary 
syphilis.  In  all  of  these,  structures  similar  to  those  describee],  and 
also  many  modified  forms,  were  discovered. 

On  the  other  hand.  Max  Joseph  and  Piorkowski  have  convinced 
themselves  tha1>  a  specific  bacillus  has  been  found  by  them.  This  hith- 
erto undescril>ed  bacillus  was  isolated  from  the  s^xirmatic  fluid.  The 
only  way  in  which  such  investigation  was  successful  was  by  cultivating 
this  fluid  ujjon  sterile  placenta  at  the  incubator  temperature  for  two  or 
three  days.  In  the  secondary  generation  the  bacilli  could  be  grown  upon 
the  ordinary  artificial  culture-media.  Upon  such,  however,  they  soon 
showed  degenerative  apj>earances,  and,  unless  retransplanted  upon  human 
media,  soon  died.  With  I^tiffler's  methylene-blue  they  stain  almost 
identically  to  the  diphtheria  bacillus  ;  in  size,  however,  they  correspond  to 
bacillus  subtilis.  They  stain  positive  with  Gram's  liquid.  They  are  not 
pathogenic  for  the  ordinary  laboratory  research  animals ;  they  are  non- 
motile,  coagulate  milk,  ])rcKluce  an  abundant  sediment  in  bouillon,  and 
grow  in  a  white,  shining  layer  upon  jx)tato.  They  produce  neither  gas 
nor  indol,  and  spore-formation  has  not  been  observed.  They  do  not 
liquefy  gelatin.  These  bacilli  have  never  been  cultivated  from  the  sper- 
matic fluid  of  normal  men  or  of  those  suffering  from  tertiary  syphilis. 
Fifteen  of  the  former  exj)eriments  have  been  made  and  eleven  of  the 
latter.  On  the  other  hand,  this  bacillus  has  been  frequently  isolated  from 
mucous  j)atches  and  enlarged  inguinal  glands  of  secondary  syphilis.  The 
efic(*t  of  the  administration  of  mercury  upon  the  presence  of  the  bacillus 
in  the  six;rmatic  fluid  is  varied.  In  some  cases  under  such  treatment  it 
soon  disappears,  while  in  others  it  remains  for  a  long  time.  The  authors 
think  that  the  facts  already  produced  warrant  the  assumption  that  this 
bacillus  is  the  causative  agent  in  the  production  of  syphilis.  Experi- 
ments on  animals  were  negative.  Attempts  were  made  to  infect  mice, 
guinea-pigs,  puppies,  and  swine,  but  no  apparent  influence  of  the  subcu- 
taneous and  intraperitoneal  injection  of  the  cultures  could  be  observed. 

THE  QUESTION  OF  THE  IMMUNITY  OF  ANIMALS  TO 

SYPHILIS. 

The  opinion  has  long  been  held  that  animals  are  immune  to  syphilitic 
infection. 

Martineau  about  fifteen  years  ago  claimed  that  he  had  communicated 
the  disease  to  pigs  and  monkeys.  Koch  so  utterly  demolished  Martineau's 
conclusions,  and  made  such  ridicule  of  his  technical  methods,  that  his 
inoculation-experiments  went  for  naught. 

Ral)etel  made  incisions  into  the  groin  of  a  perfectly  healthy  bitch,  and 
in  the  cellular  tissue  he  placed  portions  of  a  fresh,  hard  chancre,  and  then 
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closed  the  wound.  TUtrc  vviis  an  cpheraoral  swullinirof  the  part^,  Init  in 
a  few  dnya  nothing  ahiiormal  was  to  he  s(»en.  No  glanduhir  t^weliing 
occurred  m  a  peril k1  nl'  niariy  months.  He  also  injected  150  grammes 
of  defibrinated  hlmxl-seniin  ironi  a  iiatieiit  witli  aetive  syphilis  into  the 
jugular  vein  of  a  ycumg  do^,  without  any  effect  whatever,  The^e  aiii- 
raaLs  subsequently  procrt^ateti  liealtliy  ofl spring, 

Kubner  was  sueeessfiil  in  inoeuhiting  nihlMt;<  with  ehaneroidal  pusjnit 
he  iailetl  to  infect  dogs  anil  rablnts  by  mt^ans  of  inueulations  witli  aetive 
sy ]>h  i  I  i tic-beari  ng  vehicle?^. 

Ilorand  and  C'ornevin  tried  very  assidtionsly  to  infect  the  pig  with 
sypliiHs,  l>ut  they  rt-aeheil  the  conclusion  tliat  tlie  tiKSUe^  of  tliis  animal 
are  refmetory  ti*  this  diseas<\ 

CognartI  claiiniHl  that  he  luid  inoculateil  a  uionkey  with  i^yphilis,  Imt 
his  colleagues  tliought  tliat  he  had  simply  produeetl  septiea'mia  in  that 
unfnrtunate  auiniah 

Vittone  inoculated  without  success  the  fragments  of  six  chancres 
upon  i-al)liiis,  guiu(^i-pigs,  eats,  and  dogs. 

Neumatm  inoculated  aetive  syphilitic  material  into  three  a|M»s,  three 
rabbits,  a  horse,  a  hare,  a  white  rat,  a  martin,  i\m\  a  eat.  Though  he 
made  fifty-four  inoculations  in  all,  his  ex  peri  mentis  were  uniformly  unsuc- 
cessful. 

Haenscll  chu'ms  that  he  injectetl  sypliib'tic  pnidiicts  into  the  anterior 
chamber  of  the  eye^  of  rabbits,  and  produced  iritis  and  little  ikmIuIcs 
which  api>earcHl  fmm  twenty-five  days  to  one  and  three  mouths  after  the 
intxvniati<m.  These  nodules  were  looked  upon  as  gunnuata,  and  the  con- 
clusion of  the  experimenter  was  tliat  lie  liad  prn<luced  syphilis;  but 
there  is  no  evidence  offered  of  the  existcnee  of  a  general  inftH^tion. 

Lassjir,  11)04,  claims  that  he  suceessfully  inoeuhil^Hl  a  chimpanzee 
with  sypliftltic  virus.  The  animal  was  a  vigonjus  male  four  to  five  veara 
old.  The  ]>atient  fmm  whom  the  virus  was  obtained  was  a  voung  man, 
wli*>  hat!  enutraetcil  tlie  disease  throngh  the  use  of  infected  tatt<x>ing 
neeilles,  and  the  material  nm^  was  tiiken  fmm  the  primar>^  lesion  on  his 
arm.  He  also  undert<Hik  the  ciire  of  the  aninud  after  the  infection,  a 
matter  of  siiine  importance,  since,  if  the  experiment  proved  sueee^ssful, 
any  injury  intlicti'd  by  the  ctiimpanzee  on  his  hcaltliy  attendants  would 
be  likely  to  have  serious  consequences.  Bits  of  tissue  and  s**cretioii  from 
the  patient's  chancre  were  phu^'d  in  prickets  and  punctures  made  unrh'r 
the  skin  of  the  forehead,  th<^  ears,  and  in  the  niueous  membrane  of  the 
mouth.  These  various  sjxits  healed  promptly  and  without  reaction,  and 
only  two  shnwed  iiny  later  change.  These  were  above  the  evcfmnvs,  and 
on  the  fourt*rnth  day  began  to  show  indumtion,  wliieli  ^.ubscNpicntlv 
assumed  the  typiciil  appearance  i>f  a  hard  chancre.  Still  mon*  important 
as  evidence  of  infection  is  the  fact  that  other  lesions  developed  hi  the 
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palms  of  the  bands,  on  the  soles  of  the  feet,  and  about  the  anus.  Similar 
eruptions  appeared  on  the  arms,  the  forehead,  and  on  the  scalp,  which 
gradually  lost  its  hair.  Microscopical  sections  also  seemed  to  demonstrate 
that  the  formerly  accepted  dictum  that  syphilis  is  non-transmissible  to 
animals  is  erroneous,  and  that  the  anthropoid  apes  are  susceptible  to  the 
disease. 

Similar  results  were  obtained  by  Roux  and  Metchnikoff  by  experi- 
mental inoculation  on  anthropoid  apes.  Many  other  cases  of  experimental 
inoculation  with  the  products  of  syphilis  upon  pigs,  rabbits,  and  guinea- 
pigs  have  recently  been  reported  as  successful,  upon  which  a  verdict  of 
not  proved  is  all  that  can  be  said. 

REINFECTION  WITH  SYPHILIS. 

As  a  general  rule,  syphilis,  like  small-pox,  scarlet  fever,  measles,  etc., 
attacks  the  individual  but  once  in  his  lifetime,  but  a  sufficient  number  of 
well-attested  cases  have  been  published  to  warrant  the  statement  that  in 
certain  rare  instances  syphilis  does  attack  the  individual  twice  in  his  life- 
time. There  have  been  published  up  to  date  al>out  one  hundred  and 
sixty  cases  of  syphilitic  reinfection,  and  it  is  safe  to  say,  allowing  much 
latitude,  that  not  thirty  of  the  whole  number  are  authentic  instances. 

The  great  source  of  error  in  this  subject  is  to  be  attributed  to  the 
relapsing  indurations,  which  thoroughly  convince  many  men  that  they 
have  a  second  hard  chancre  before  them.  As  the  knowledge  of  these 
lesions  becomes  more  clear  and  extended  there  will  be  fewer  reported 
cases  of  second  infection  with  syphilis. 

When  we  carefully  review  the  whole  subject  we  may  admit  that 
genuine  second  attacks  of  syphilis  occur,  but  that  they  are  very  rare. 
All  suspected  and  putative  cases  should  be  approached  with  caution  and 
reserve,  rather  than  with  a  sanguine  and  credulous  spirit.  AVe  need 
much  further  light  on  this  important  subject,  and  scientific  evidence  can 
only  be  obtained  by  a  rigid  examination  and  study  of  each  case.  Before 
a  given  case  shall  be  accepted  as  true  and  beyond  controversy  the  fol- 
lowing facts  must  l)e  established  as  clearly  as  possible :  In  the  first 
attack,  the  existence  of  a  true  hard  chancre  followed  by  characteristic 
adenopathies  and  a  clear  history  of  the  secondary  stage  and  its  lesions, 
and  perhaps  of  a  tertiary  stage.  Then  a  sufficiently  long  period  of 
time  should  elapse  in  order  to  show  that  the  diathesis  has  become 
extinct.  Many  cases  have  been  reported  in  which  one,  two,  or  three 
years  only  have  elapsed  between  the  two  so-called  separate  attacks  of 
syphilis.  Such  cases  are  without  doubt  apocryphal.  In  the  light  of 
the  cases  alreiidy  published  it  is  not  too  much  to  say  that  no  case  is 
worthy  of  consideration  in  which  the  interval  between  the  cure  or  ap- 
parent cessation  of  the  first  attack  and  the  onset  of  the  second  one  is 
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\vnsi  not  under  five  or  ^ix  years.  Very  long  interval^  \vill  inspire  one 
w i til  nit K lerate  cre<h 1 1  i ty . 

The  further  requireuients  are  that  the  history  ninl  ehamctensties  of 
the  stH^ond  ehiuicre  sliull  be  satisfactorily  made  clear,  aiirl  the  involve- 
meiU  of  the  ganglia  estahli^^hed  beyond  a  doubt.  Tlien  a  clear  eliuieal 
picture  of  tlie  peritxl  of  general  ntanifestations  must  he  given  before  we 
aerept  the  cai^e  as  one  of  second  inreetion  with  syphilis.  If  these  re- 
quirements are  fulfilled,  it  is  safe  to  say  that  in  the  future  we  shall  not 
be  favored,  as  we  have  of  late  about  once  in  two  or  three  mouths,  with 
a  new  ea^e  of  siyphilitic  reinfection. 

It  is  stated  by  a  nundjer  uf  writei">?  that  second  attacks  of  syphilis 
run  a  very  mild  course.  Since  this  gtatemeiit  i,-*  largely  based  upon  tlie 
features  otfercd  by  apocryplial  cases,  it  is  not  worthy  of  consideration. 
In  my  five  cases  the  second  attack  was  very  severe,  and  in  two  instances 
it  ended  promptly  in  ileatli.  It  is  unwise,  howeverj  to  draw  conclusions 
from  a  few  eases  ;  therefore  it  is  well  to  wait  for  future  observations  as 
to  the  intensity  of  the  course  of  cases  of  second  infection  with  syphilis. 

In  Plate  XXVII.  is  admirably  depicted  a  ca:^e  of  second  infection 
with  sypldlis  which  Wiis  under  my  observation  in  the  two  attacks  of  tliia 
disease.  Tlic  first  inlectiou  with  syphilis  occurred  when  the  woman  was 
twenty-seven  years  of  age.  She  had  the  primary  or  initial  lesion,  which 
w^as  folhnved  by  marktHl  indurating  fe<lema  of  the  labia  miuora  and  majoni, 
together  witli  typical  ingninal  adenopathies.  She  further  had  a  general- 
ized papulnr  syphiliile  anil  nnicons  patches,  and  suflfered  fi\*m  noctunial 
jKiiuh  and  Hiemnalisni.  Later,  a  characteristic  serpiginous  sy phi lide  ap- 
peiired  on  the  arms  and  forearms  and  lurk.  Syphilitic  muscular  contrao 
tron  of  the  right  biceps  bniehialis  was  severe  and  |jersistent.  In  Plate 
XX\'II.  is  welt  shown  the  scars  left  by  the  serpigitjous  syphilide,  and 
typie4il  scars  were  also  seated  on  the  right  side  of  the  neck  and  on  the 
right  arm.  Eleven  years  atlter  the  onset  of  the  first  attack  of  syphilis, 
the  second  infection  occurrtHl,  For  some  time  I  was  unable  to  discover 
the  initisd  lesion  i)f  this  attack,  but  later  I  found  it  very  clearly.  Fmm 
my  notes  I  quote  the  facts  as  to  the  second  infection  with  syphilis :  I  found 
this  woman  again  in  my  wards,  prc*senting  a  pitiable  appearance.  She 
w^as  thin,  emaciatetl,  and  weak,  and  shnwe<l  a  livw  power  of  assinulatiou. 
She  had  become  bn>keu  dow^n  by  reason  of  irregularities  of  life  and  pri- 
vation. Over  her  whole  faee  autl  neck  was  a  jirofusc,  small,  tnilinry^ 
p:ipul;ir  syphilidc  seatterc<l  In  indiscrete  il>rni.  Throughout  the  scidp, 
papuk^s  and  small  pustules  were  abinulaiit.  In  the  centre  of  the  f(»rehead 
a  welbmarketl  incrustcd  rupial  ulcer  was  prHminent,  Over  the  ImkIv  the 
miliary  syphilide  was  very  copious  ancl  c*juspicuous,  existing  in  its  ly|>ieal 
corymbifonn  arrangcmen*,  and  also  as  a  generalized  scattered  eruption. 
Nothing  coidd   he   more  pisitively  diagnostic,  for  between  the  papuh^s. 
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fading,  slight  jmtchcs  of  roseola  could  be  distinctly  seen.  Over  the  arms 
and  forearms  the  miliary  syphilide  was  copiously  seattereil,  and  over  the 
thin,  delicate  cicatrices  of  the  seq)iginous  sypliilidc  of  the  first  infection 
these  papules  were  jilaced  in  great  numlwrs.  On  the  left  arm  the  sefjuela 
of  the  hospital  vaccination  had  developed  into  an  incrusted  rupial  ulcer. 
The  general  appearance  of  the  patient  and  of  her  Unions  is  well  shown  in 
Plate  XXVII.  Over  the  whole  Ixxly  the  ganglia  were  markedly  en- 
larged. She  also  suifered  from  mucous  patches  of  the  tongue  and  mouth, 
and  showed  evidences  of  alopecia.  She  suiFeretl  severely  with  pains  in 
the  larger  upper  joints  and  in  the  knees  and  feet  by  day  and  worse  at 
night.  As  a  result  she  was  confined  to  bed,  and  her  cure  was  no  doubt 
retarded  in  consequence  of  want  of  exercise,  fresh  air,  and  sunlight.  She 
was  treated  by  mercurial  inunctions  and,  by  reason  of  the  existence  of 
the  fibrous  tissue  lesions,  iodide  of  potassium  was  at  times  administered. 
As  a  result  the  active  lesions  were  cured,  her  general  condition  was  much 
improved,  and  she  suffere<l  fmm  no  pains. 

I  have  had  under  my  cjirc  and  observation  four  other  cases  of  rein- 
fection with  constitutional  syj)hilis. 

As  I  have  said  before,  the  scrutiny  of  cases  claimed  to  be  instances 
of  second  infections  with  syphilis  cannot  be  t<x>  rigid,  and  in  these  days^ 
Mhen  so  many  putative  cases  of  reinfection  are  l)eing  published,  it  is 
necessary  to  examine  them  carefully  before  accepting  them. 
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PATHOLOGY    OF   SYI*H1LITIC    INFECTION    AND   OF   THE 
SYPHILITIC    PROCESSES. 

Considered  strueturally^  syphilitic  infl;imriiati<in  h  in  many  respects 
Bimilar  to  tubercular  iiiflamniation,  ami  tlie  lesions  of  sy phi li>i  viewed  as 
a  whole  resemble  tuberculosis  morphologically  more  closely  thanaoyof 
the  other  cla^^.-^es  of  iutlammatifm.  In  all  probability,  syphilis  is  due 
to  the  presence  in  the  body  of  some  form  of  bactc^rium  which  yields 
a  specific  toxin  which  is  a  largely  instrumental  factor  in  prmlucing 
some  the  syphilitic  manifestations. 

With  the  exception  i^f  the  formation  of  gummata,  the  characteristic 
feature  of  tlie  secondary  and  tertiary  periods  is  an  early  and  persis- 
tent involvement  of  the  bloodvessels  throughout  the  whole  course  of  the 
disease.  In  addition  to  these  two  cluimctenstic  lesions  of  syphilitic 
inflammation,  a  tliird  morbid  condition  nuiy  occur,  which  consists  in 
a  tendency  to  the  production  of  new  connective  tissue,  especially  in 
the  central  nervous  system  in  the  late  stages  of  the  disease^  jn^rhaps 
years  after  the  invasion  of  the  primary  sore.  This  chronic  productioti 
of  connective  tissue  is  a  slow,  persistent,  gradually  progressive  pnx^ess, 
and  many  of  the  scleroses  of  the  nervous  system — ^sueh  as  tabes  dorsalis, 
for  instance — ^may  be  ascribed  to  it.  Whether  this  late  and  chronic 
productinn  of  connective  tissue  in  the  nervous  system  is  due  to  some 
inherent  property  of  the  syphilitic  virus,  stimulating  the  connective- 
tissue  cells  directly,  or  whether  the  new  tissue  gn:)ws  as  a  result  of  the 
tendency  of  syphilis  to  damage  the  b]LHid%'essels,  cannot  be  definitely 
determined. 

In  additinii  to  these  three  more  or  less  distinctive  traits  of  syphilitic 
inflammation— viz.,  the  gummy  tumor,  the  ]M*rsistent  involvement  of 
the  l>lood vessels,  and  the  late  and  gnidnal  pr*Kluction  of  new  tissue  in 
tlie  central  nervous  system^ — the  general  lesion  of  the  disease  is  the 
occurrence  of  more  or  les^  circumscribed  tissue,  which  consists  of  small 
round  cells,  or  of  these  mingltMl  with  larger  polyhedral  cells,  or  occa- 
sionally giant  cells.  This  is  the  tissue  which  is  found  in  the  earlier 
stages  of  the  disease  in  the  initial  sores,  {wipules,  tubercles,  and  con- 
dylomata. 

This  newly  formed  richly  cellular  tissue,  *)ccupying  large  or  small 
areas,  may  I>e  circumscribed  or  9j)read  out  diflPusely,  especially  in  the 
mucous  membranes.     These  foci,  as  a  rule,  contain  few  bloodvessels^ 
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and  tend  to  undergo  coa^ulation-ueerosi'^j  and  tu  disintetrrate  at  their 
centres.  Finally^  they  may  be  converted  int€i  cicatricial  tii?sue.  The 
bloodvessels  near  these  inflaraniatory  foei  frequently  have  swollen  or 
proHierating  endothelium  and  infiltrate*]   wall??.     Later  on  the  blood- 


Showing  the  chancre  (at  th^  rlpht  upfwr  \mn^  and  »tnAU  vessels  with  the  coat  sleeve  arrflneemeot 
or  the  cell-in filtratloji  In  the  deep  *^orinecllve  ttHaue  under  And  beyond  the  chancre,  (Vessel* 
represented  by  red  dots  in  Fig.  IKt.) 

vosHels  may  become  diseased  indepen<1ently  by  chronic  processes.  They 
may  become  subject  to  thickening  or  obi  iterative  endarteritis,  or  other- 
wise undei^o  extensive  changes. 

In  the  primary  lesion,  or   chanert%  there   is   a   small    round-in^led 
infiltration  of  the  connective  tissue,  proliferation  of  the   connective- 


A  small  artery  taken  (mm  a  itecllon  cifthe  tissue  depleted  in  Fig.  WJ,  more  highly  magnlfled.  Bfilh 
the  middle  and  otiler  coats  of  the  vvs^el  are  iniiltrated  A^itb  smail  reuud  ceils.  The  lining 
eudotheilal  celig  are  also  swoileD. 

tissue  cells,  and  an  abundance  of  leiicoeytes.  (See  Fig.  1 19,  from  a  sec- 
tion of  a  chancre  of  the  prepuce  of  four  days'  duration.)  A  chancre  also 
shows  more  or  le^^s  necrosis  or  degenemtion  of  its  constituent  cells.  An 
uncomplicated  chancre  in  its  early  stages  is  identical  in  its  general 
structure  with  a  i^mall  superficial  ulcer  or  patch  of  granulation,  except 
that  in  the  chancre  there  is  distinctly  more  necrosis  and  degeneration 
of  its  constituent  small  spheroidal  cells. 
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Til*'  IjlofHives^ls  siirmuiHlin^  the  cbaiUTe,  its  well  as  those  a  con- 
shleml^lo  distanee  tVvnii  the  el  mm' re,  even  in  its  earliest  sUi^res  of  cleveloji- 
ment,  are  iinitbrmly  ehangeth  (See  Figs.  120  and  121.)  The  eiitlotheliiil 
cells  are  swnilen  ur  [>n)lifeniting,  tjie  walls  of  the  vessels  may  Ix-  inrtl- 
traled  (Fi|i^,  120),  and,  tiimlly,  tlie  perivase'ular  spaees  iirv  cnAvdwl  with 
prt*liferatii)g  polyheilral  cells  (Figs.  120  and  121}. 


r^./r 


A  v<;lii  Just  below  Xhv  bud  or  the  name  cbancre  showo  in  Fij;.  120,    The  lymph-spAce  about  tnc 
TGiii  fa  distended  with  polyhiMlriil  eells. 

While  this  ei>ndition  of  the  bloodvessels  may  he  found  associated  with 

otlier  forms  fjf  inflaiHrmati^m,  especially  when  the  v«\sj^e!  is  direetly  in  the 
patli  of  au  udvaneing  iiiHatuniatioa  ov  lies  on  the  border-line  of  the  nor- 
mal tissue,  ill  a  chancre  the  extensive  distribution  and  early  involve- 
ment of  tlie  vessels  are  eharacteristic.  The  extensive  distribution  uf 
the  peri  vascular  changes,  their  topographical  arrangement^  and  early 
involvement  in  regions  slightly  hi'voud  the  chancre  are  the  striking 
features  in  the  initial  sore,  rather  tlian  any  peculiarity  iif  structure  of 
the  lymph'Spaec  lesion. 

Tliere  are,  liowcver,  certain  stages  in  tlie  development  of  chancroid 
in  which  the  perivascular  8|iace,s  leading  from  this  form  of  sore  exhibit 
a  similar  condition,  and,  like  the  vessel-spaces  in  syphilis,  eeem  to  be 
propagating  a  virus  to  the  inguinal  lymph-n fides. 

Thus,  whatever  the  causal  agent  of  syphilis  may  be,  it  verj*  s(K>n 
reaches  tlte  ]>*Ti vascular  spaces  and  travels  along  these,  or  it  initiates  a 
pruMfenititui  of  cells  in  the  lyniph-spaees  about  the  vessels  whicli  rapidly 
propagates  and  extendi*  along  these  spaces  to  more  distant  [larts  of  the 
bod  v. 
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This  early  and  extensive  lesion  of  the  lymph-spaces  about  the  blood- 
vessels, esj>ecially  the  smaller  veins,  enables  us  to  understand  more  defi- 
nitely how  the  virus  of  syphilis  spreads,  how  it  travels  along  these 
lymph-sjKices,  accompanying  the  vessels  to  the  root  of  the  penis,  to  the 
first  set  of  lymph-nodes  which  such  a  set  of  perivascular  lymphatics  com- 
municate with — namely,  the  inguinal  ganglia.  From  these  inguinal 
nodes  the  cell-proliferation,  in  response  to  the  syphilitic  virus,  is  projia- 
gated,  it  would  seem,  to  the  lymph-nodes  in  general  throughout  the 
body  in  greater  or  less  extent,  and  in  this  way  the  general  adenopathy 
is  established. 

Finally,  in  regard  to  this  extension  of  syphilis  through  the  perivas- 
cular spaces  from  the  primary  sore  to  the  inguinal  glands,  it  may  be 
pointed  out  that  it  occurs  very  early  and  proceeds  with  great  rapidity. 
As  soon  as  the  chancre  appears  the  network  of  peripheral  perivascular 
lymph-spaces  is  already  involved,  and,  as  indicated  by  the  line  of  pro- 


Fio.  122. 


From  a  section  of  a  chancre  of  the  prepuce  at  the  twentieth  day  from  it«  first  appearance.  The 
indurating  oedema  corresponds  to  a  distention  and  infillratioii  of  the  upper  layers  of  the  derma, 
which  extends  as  a  zone,  x,  x,  x,  about  the  centre  rif  the  chancre  at  a.  The  infiltration  of  the 
walls  of  the  vessels  is  also  well  exhibited,  espocially  at  b. 

liferating  cells  along  the  venous  lymph-spaces,  the  virus  is  already  on 
the  path  to  the  inguinal  lymph-nodes.  It  can  he  seen,  therefore,  that 
it  is  impossible  to  stay  the  course  of  syphilis  by  excising  the  chancre. 
Not  only  the  chancre,  but  all  this  chain  of  venous  lymph-spaces  com- 
municating with  the  inguinal  lymph-node  would  also  have  to  be  removed 
to  abort  the  syphilitic  infection  of  the  body. 

The  stage  of  indnraiion  or  indxtrating  cednna  remains  to  be  considered 
in  describing  the  structure  of  a  chancre.     If  a  chancre  at  the  well-pro- 
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nouDced  stage  of  incloration  ]ye  examined  microscopically  (Fig,  122), 
it  will  be  seen  that  tlie  seiiii-neerotic  mass  of  small  spheroidal  cells 
(Fig,  122j  a)  composing  the  bed  and  main  bulk  of  the  uleer  is  circura- 
vallated  by  a  zone  of  cedema  and  cellular  infiltration  of  the  papillary* 
portion  of  the  derma  (Fig.  122,  x,  Xj  x).  Indurating  a^dema,  then,  as 
the  name  implies,  is  a  wall  about  the  chancre  wherein  the  interfiljrillary 
spaces  of  the  pars  papillaris  are  distended  with  fluid  and  small  round 
cells  (Figs.  122  and  123). 

Fig.  123. 


^:y^':ii^:y.\\i 


From  a  portion  of  the  seeti^m  corrusiKmuJiiiit  li>  t'i^.  liH»iiiore  hf^'lily  magnified.    The  interflbrfl- 
liiry  iipaces  of  tbe  uppiT  liiyi  rs  of  the  dcrum  utre  distended  ivitb  ftuid  and  fimaU  round  cclU. 

To  recapitulate  briefly  the  series  of  changes  in  a  ciiancre:  When  the 
causal  agent  of  syphilis,  presumably  some  form  of  bacterium,  enters 
through  the  skin  or  mucaus  nK'tid>rane,  it  excites  local  leuc<X'ytosis  and 
exudalive  inflammation^  with  more  or  less  necrosis  ;  there  are  also  pro- 
liferation of  the  eunnectivo-tissue  cells,  a  propiigatian  of  prolifeniting 
cells  along  the  perivascular  lymph-s}mces,  and  later  a  wall  of  infiltration 
and  ccdema  of  tlie  u|iper  corinni  layers  formed  about  the  periphery  of 
the  ulcer  eorrespontling  to  the  stage  of  induraling  u-dema.  Finally,  tlie 
sore  tends  to  heal  and  become  converted  into  scar-tissue. 

F(>llowiiig  the  initial  sore  there  may  be  inflammation  of  the  lynipb- 
nodes,  of  the  skin  and  mucous  niembrunes,  of  the  bones,  and  of  several 
viscera^  which  are  structurally  similar  in  each  case. 

Although  not  confined  strictly  to  tlie  seeondary  stage  of  syphilis^  the 
(fttmmiftumorjif  or  f/itmmaln^  form  the  distinctive  feature  of  this  stage,  and, 
structurally,  arc  characteristic  of  syphilis*  A  small  gumma  consist;^  of 
n  mass  of  small  spheroidal  and  epithelioid  cells,  and  occasionally  giant 
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cells.  Small  gummata  may  resemble  miliary  tubercles  so  closely  that 
from  microscopical  appearances  alone  it  is  difficult  to  distinguisb  them 
apart.  The  larger  gummata  have  rather  characteristic  gross  appear- 
ances: to  the  naked  eye  they  appear  as  grayish-white,  rather  firm, 
spherical  nodules ;  they  generally  have  a  firm,  cheesy  centre  and  a  trans- 
lucent pearly  capsule  merging  into  the  surrounding  tissue.  In  structure 
such  a  gumma  has  a  granular  necrotic  centre  surrounded  by  a  connective- 
tissue  envelope  which  is  generally  infiltrated  with  small  round  cells  and 
sends  off  prolongations  into  the  surrounding  tissue,  so  that  when  situated 
in  the  viscera  the  gumma  is  quite  sharply  circumscribed.     (See  Fig.  124.) 

Fio.  124. 


A  gumma  of  the  liver  which  has  a  cheesy  centre,  a  connective-tissue  capsule  with  processei 
extending  into  the  surrounding  tissue,  and  infiltration  of  the  same  with  small  round  cells. 

This  description  outlines  the  broader  features  of  syphilitic  inflamma- 
tion as  a  phase  or  variety  of  inflammation  in  general ;  but  we  cannot  in- 
terpret these  morbid  changes  very  intelligently  until  the  micro-organism 
of  syphilis  is  discovered  and  the  nature  and  action  of  its  toxin  are 
learned. 

The  chronic  production  of  neuroglia  in  the  central  nervous  system, 
due  to  syphilis,  should  not  be  confused  with  a  more  specialized  form  of 
syphilis  of  the  nervous  system  which  not  infrequently  occurs  in  un- 
treated or  improperly  treated  cases.  This  form  of  involvement  of  the 
nervous  system,  termed  usually  "syphilis  of  the  nervous  system," 
may  occur  mo<lcrately  early  in  the  disease.  It  has  a  subacute  character, 
is  prone  to  occur  in  a  disseminateil  form,  esjwcially  in  the  spinal  cord, 
and  consists  of  mas.ses  of  small  round  or  fusiform  cells,  which  involve 
either  the  gray  or  the  white  matter. 


CHAPTER   XXVII. 

"VEHICLE'S  OF  INFECTION  IN  SYPHILIS. 

Clinical  observation  and  experimeuta!  inoculations  have  proved 
that  the  secretion  of  the  initial  knion  contains  tn  a  liigh  degree  the  virus 
ot"  syphilis.  It  is  from  tlie  secretions  of  the  initial  lesion  that  infection 
with  the  disease  is  derived  in  the  great  majority  of  ease,s. 

Equally  as  viriilent  are  the  secretion  and  the  tissue-detritus  nf  the 
secoinhiry  lesions  known  as  condylomata  lata  and  mucous  patches  which 
occur  so  frequently  in  and  about  the  mouth  and  face  and  on  the  genital 
and  anal  regions. 

Experimental  inoculations  (of  conrse,  upon  human  subjects,  since 
animals  are  immune)  have  proved  that  the  secretions  from  pustules, 
from  syphilitic  tubercle,  and  from  ulcers  and  papules  produce  typical 
syphilitic  infection  in  the  person  operated  upon. 

Numerous  experimental  inoculations  with  the  blcKKl  of  syphilitics 
have  given  rise  to  well-marked  instances  of  syphilitic  infection. 
Clinical  observation  has  frequently  confirmed  the  results  of  experimenta- 
tion as  to  the  infectious  quality  of  tlie  blood  of  syphilitic  subjects. 

It  seeniP,  however,  that  it  is  only  in  the  quite  early  period  of  the 
disease,  when  the  infection  is  active,  that  the  hhxjd  is  most  poisonous. 
With  the  decline  of  the  disease^  j>articularly  when  it  has  been  profoundly 
mirtlifietl  by  mercurial  treatmeot,  the  blood  becomes  more  and  more 
feebly  infectious,  so  tliat  in  general  after  one  or  two  years*  thorough 
treatment  it  is  harmless.  It  is,  therefore,  the  least  infectious  of  all 
syphilitic-bearing  secretions  or  fluids. 

The  initial  lesion  of  syphilis,  therefore,  has  its  origin — 

1.  In  the  secretion  of,  and  organized  matter  derived  from,  a  previous 
hard  chancre  (*r  initial  U^sion  ; 

2.  In  the  secretions  and  the  organized  matter  of  the  secondary  lesions 
fkf  syphilis,  whether  of  tlie  skin  or  of  tlie  mucous  meTnlmine  :  that  of 
mucous  patches  and  rondyloinata  hita  has  been  shown  to  be  especially 
contagious*  an*!  that  of  jvapules  and  tubercles  less  so; 

3.  In  the  secreeions  of  hereditary  syphilis  in  its  active  state,  which 
arise  frcmi  buccal  mucous  jiatclies  or  erosions,  conilylomata  lata  of  the 
month  or  anus,  and  also  from  rdcerated  tubercular  lesions ; 

4*  In  the  blood  of  persons  in  the  active  state  of  syphilis:  the  lymph 
also  may  communicate  the  ilisease. 

Such   is  the  Idand,  unirritating  character  of  the  various  infecting 
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secretions  4>f  syphilis  that  it  i:^  very  probable  a  dnor  of  entn%  siieh  as  a 
tissun*,  ail  altrasioiij  orotiier  JeruHleil  suriaoe,  p4'rhaps  so  i^mall  as  not  to 
be  visible,  is  gc^nerally  neeei>sary  for  their  intriHliiction.  It  is  elaimed, 
h<*wever — and  no  tlonbt  reasonably^ — that  the  virus  may  penrtnite  the 
thin,  soft,  and  moist  epithelinm  t»f  mneous  membrane,  t'liiiieal  facts 
show  clearly  that  it  may  iK'netrate  into  the  orifices  of  tlie  naneous  and 
sebaeeoiis  fcdlieles,  and  in  tliem  take  root. 

Syphilis  pnrsues  essentially  the  same  course  whether  derived  from  a 
primary  or  secondary  lesion  ;  in  the  latter  eiise,  as  in  the  former,  the 
initial  lesion  h  a  chancre. 

It  is  conceded  by  most  authorities  that  only  the  secretions  of  secondary 
lesions  are  infectious,  and  those  of  the  tertiary  jjeriml  are  inert.  Unfor- 
tunately, we  are  not  in  possession  of  enough  knowledge  u|>on  this 
subject  to  make  positive  statements.  It  is  very  certain  that  when  the 
disease  is  active,  as  shown  by  tlie  extent  and  severity  of  its  lesions,  the 
secretions  i*f  i(s  bearer  are  niarke^lly  infectious.  As  time  pas^s  the 
morbid  condition  lends  in  most  cases  to  attenuation,  and  the  infectious 
nature  of  the  secretions  grows  less.  There  is  a  natnml  tendency  in 
very  many  cases  for  the  disease  to  grow  less  and  less  active  until 
in  the  end  its  virulence  may  cease.  This  gradual  extinction  of  the 
disease  may  take  place  spontaneously  without  the  aid  of  thera|>enties, 
but  this  natural  involutif>n  can  never  be  relied  upon.  The  nut-t 
potent  element  in  curing  the  disease  and  in  rendering  the  subject 
incapable  of  infecting  others  is  active  and  energetic  treatment  kt-pt 
up  for  the  first  two  years  or  longer.  Under  proper  treatment  the 
infectiousness  of  the  disease  quite  rapidly  diminishes,  and  finally  becomes 
extinct. 

It  is  very  probable  that  tlie  secretions  and  tissue-elements  of  many 
of  the  tertiary  lesions,  particidarly  when  they  are  active  and  numerous 
and  occurring  within  three,  four,  or  five  yeiirs,  may  be  endowed  with  a 
virulent  power,  and  that  they  may  lose  this  virulence  at  later  periods. 

The  normal  secretions  of  a  syphilitic  subject  do  not  of  themselves 
contain  any  virulent  principle.  They  may  Ix*  contaminated  by  admix- 
ture of  seconflary  secretions  and  of  tlie  tissue-elements  of  secondary 
lesions,  and  by  bloo^l. 

The  semen  of  a  man,  even  in  the  sccondarj*  stage  of  syphilis,  is  not 
pn*  i^r  an  Infectious  fluid.  It  may  remain  on  the  mucous  membrane  of 
the  female  genitals  for  a  long  time  without  causing  any  result.  It  does 
not  contain  an  active  vindent  prim-iple. 

When  the  semen  of  a  man  snftVTing  from  an  active  form  of  syphilis 
fecundates  the  female  ovum,  in  the  majority  of  cases  he  transmits  the 
disease  to  the  infant.  In  this  way  alone  is  the  semen  of  the  syphilitic 
man  dangerous. 
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MODES  OF  INFEOTION. 

These  are,  first,  direct  contact ;  second,  mediate  infection  ;  and  third, 
hereilitary  transmission.  We  are  warranted  in  assuming  that  in  all 
instances  of  syphilitic  infection  there  is  a  lesion  of  continuity  or  gap  in 
the  e[Mthelium  of  the  skin  or  mucosa. 

Infection  by  direct  contact  is  the  most  common  mode  of  contamina- 
tion, and  the  sexual  act  is  the  one  by  which  the  disease  is  in  most  cases 
given  and  received. 

Direct  syphilitic  infection  frequently  results  from  unnatural  and 
beastly  metho<ls  of  indulgence  between  persons  of  the  same  and  the 
opposite  sex.  In  this  way  are  developed  chancres  of  the  anus,  of  the 
tongue,  of  the  folds  between  the  breast  and  the  sides  of  the  chest,  of  the 
axilla?,  and  of  the  tonsils.  I  have  known  several  instances  in  which 
men  were  infected  upon  the  penis  by  contact  ah  ore  with  men  or  women 
who  had  syphilitic  lesions  in  their  mouths.  Several  men  have  told  me 
that  they  followe<l  this  practice,  thinking  that  by  it  they  would  escape 
syphilitic  infection. 

Kissing  also  is  a  prolific  source  of  infection,  and  as  a  result  of  this 
act  chancres  of  various  jmrts  of  the  body  are  produced. 

Not  infrequently  hereditarily  syphilitic  children  infect  their  nurses 
ujK)n  the  nipple  from  mucous  patches  in  the  mouth.  Then,  again, 
children  have  been  infected  from  chancres  or  condylomata  lata  on  the 
nipples  of  their  nurses. 

I  have  a  number  of  times  seen  chancres  of  the  nipple  in  women 
produced  by  suction  of  a  man  having  mucous  patches  in  his  mouth. 
Then,  again,  I  have  seen  two  instances  of  chancre  of  the  nipple  in  men 
contracted  from  tlie  mouths  of  syphilitic  women  in  the  act  of  suction. 

There  are  in  literature  many  cases  reported  in  which  syphilitic  mid- 
wives,  usually  of  the  lower  classes,  have  infected  nursing  women  with 
syphilis  upon  the  nipple  in  the  act  of  suction  or  drawing  the  breast, 
which  they  sometimes  perform. 

In  some  European  countries,  particularly  Roumania,  a  singular 
method  of  transmission  is  said  to  occur.  It  is  the  custom  there  to  attrib- 
ute all  affections  of  the  eyes  to  foreign  bodies,  for  the  relief  of  which 
there  is  a  class  of  women,  called  "  leeching  oculists,^'  who  suck  or 
cleanse  the  eyelids  with  their  tongues.  One  of  these  women,  having 
mucous  patches  in  her  mouth,  conveyed  the  disease  to  many  persons. 

Sypliilitic  infection  is  sometimes  produced  during  brawls  and  fights 
in  which  an  inf(»cted  person  bites  his  or  her  antagonist.  -In  this  way, 
also  in  exuberant  embraces  between  the  sexes,  one  or  the  other  some- 
times becomes  syphilitic. 

Surgeons  very  frequently  contract  syphilis  on  cuts  and  abrasions 
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about  the  fingers  and  hands  when  operating  upon  syphilitic  subjects. 
Physicians,  accoucheurs,  and  midwives  also  frequently  contract  syphilis 
in  vaginal  examinations  of  infected  women.  They,  in  turn,  have  been 
known  to  spread  infection  far  and  wide  in  an  epidemic  form  by  infect- 
ing women  during  examinations  about  the  genitals  by  means  of  their 
finger-chancres.  From  the  infected  wives  the  husbands,  children,  and 
friends  have  become  contaminated. 

There  are  many  cases  in  literature  in  which  syphilis  has  been 
communicated  in  the  operation  of  tattooing,  the  operator  using  his 
own  saliva,  which  was  contaminated  by  the  secretion  of  mucous  patches. 

In  the  operation  of  skin-grafting  the  disease  has  been  given  to  the 
person  operated  upon  by  the  graft,  which  was  derived  from  a  syphilitic 
subject. 

Dentists  sometimes  contract  syphilis  from  the  mouths  of  infected 
subjects,  and  it  is  very  probable  that  the  latter  are  sometimes  infected  by 
means  of  instruments  smeared  with  active  syphilitic  secretions.  It  is  a 
good  rule  to  avoid  the  services  of  a  careless  or  uncleanly  dentist. 

In  ritual  circumcision,  when  the  flow  of  blood  is  stanched  by  im- 
mersion of  the  infant's  penis  in  the  mouth  of  the  operator,  there  is 
danger  of  syphilitic  infection. 

In  these  days,  when  pure  bovine  virus  is  used  in  vaccination,  there 
is  no  possibility  of  the  transmission  of  syphilis  by  that  secretion.  The 
danger  arises  in  carelessness  on  the  part  of  the  operator  in  using  a 
soiled  scarificator.  In  the  hurry  incident  to  the  vaccination  of  many 
•persons  the  surgeon  is  liable  to  become  careless  and  to  fail  to  cleanse  the 
instrument  after  each  operation.  In  this  way  it  may  happen  that  a 
syphilitic  patient  may  be  vaccinated  and  the  instrument  used  may  be- 
come smeared  with  blood  and  tissue-debris.  Then,  if  this  instrument 
is  used  to  scarify  the  next  subject  without  having  been  cleansed  or  sub- 
jected to  a  flame,  the  blood  and  the  tissue-elements  are  firmly  im- 
planted upon  and  into  his  or  her  excoriated  surface,  and  it  is  pretty 
certain  that  syphilitic  infection  will  be  produced. 

Mediate  Infection. — In  this  form  of  infection  the  disease  is  com- 
municated by  means  of  articles,  implements  or  instruments  which  have 
become  smeared  or  impregnated  with  the  syphilitic  virus.  In  cases 
of  this  form  of  infection  the  contaminated  parts  are  most  commonly  the 
lips,  the  gums,  the  mouth,  and  the  eyelids.  Any  part  of  the  integu- 
ment and  of  the  genitals  may  also  be  the  seats  of  infection.  The  fol- 
lowing list  includes  most  of  the  articles  and  instruments  which  have 
been  found  to  be  the  agents  of  mediate  syphilitic  infection :  cigars, 
cigar-  and  cigarette-holders,  pipes,  tooth-brushes,  tooth-powders,  drink- 
ing utensils,  knives,  forks,  spoons,  razors,  towels,  sponges,  pillows, 
masks,   gloves,   wash-rags,   linen  thread,   silk    thread,    pins,   needles, 
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children's   toys,   nursing-bottles,    rubber   tubes,   babies'    rubber  rings^ 

trousers,  women's  drawers,  bandages,  surgical  and  cupping  instruments, 
manicure  instruments,  syringes,  sciiriiiers,  tiental  implements  and  applU 
ance.s,  caustic-holders,  bkwpipes,  pajK-r-eutters,  lead-peneils,  s|H*aking* 
trumpets,  musical  instruments,  fish-horns,  whistles,  the  mouth-piece  of 
the  telephone,  cliewing-gum,  and  even  pastilles  and  cijndy. 

There  is  a  niude  of  syphilitic  infection  which  has  not  yet  been 
described — it  is  really  auto-infection*  It  genemlly  occurs  in  this  way  ; 
A  man^  fearing  to  contract  venereal  diseases  or  for  other  rt^asons, 
contents  himself  with  a  digital  ex[*loration  or  fondling  of  the  female 
genitals.  Upon  the  latter  condylomata  lata  or  syphilitic  excoriations 
being  present,  the  fingers  of  the  man  become  soiled  with  their  secretion. 
Then  by  accident  tire  virus  is  transferred  by  the  finger  or  fingers  of  the 
man  to  some  other  part  of  his  own  body,  g<?neriilly  by  scratching  or 
picking.  In  this  mode  the  finger  liecomes  a  mediimi  of  infection,  and 
the  infected  |)arts  are  usually  the  nhe  nasi,  the  tip  of  the  nos<\»  the  chin, 
the  cheek,  the  neck,  the  arm,  and  the  back  of  the  hamL 

It  is  rather  revolting  to  one's  feeling  to  put  the  matter  on  paper,  but 
the  interests  of  medical  science  certainly  warrant  the  recital  I  have 
seen  two  cases  in  educattnl  and  religious  people  in  which  the  weight  of 
evidence  strongly  jxjinted  to  the  origin  of  their  labial  chancres  in  the 
communion  cup.  Knowing  as  we  d(»  so  well  that  many  innocent  per- 
sons, particularly  women,  become  unconscious  victims  of  syphilitic  in- 
fection and  still  foltmv  the  observances  of  a  religious  life,  it  is  not  far- 
fetched to  assume  that  their  diseased  mouths  may  contaminate  the 
sacred  chalice. 


CHAPTER  XXVIII. 

THE    CHANCRE,  OR  THE  INITIAL  LESION  OF  SYPHILIS. 

At  the  end  of  the  Jii'd  period  of  ineubation  the  first  evidence  of 
syphilitic  infection  shows  itself  in  the  form  of  a  small  and  usually  in- 
nocent-looking lesion,  which,  as  we  have  seen,  is  called  the  initial  lesion, 
the  Hunterian  chancre,  and  by  other  terms.  In  the  great  majority  of 
cases  the  initial  lesion  is  seated  on  the  sexual  organs,  and  it  is  then 
termed  genital  chancre,  while  that  found  elsewhere  on  the  body  is 
called  extragenital  chancre. 

This  first  period  of  incubation,  as  we  have  seen,  varies  in  length 
between  twelve  and  thirty,  and  exceptionally  forty,  fifty,  sixty,  and 
seventy  days.  It  follows,  therefore,  that  if  a  man  seeks  information 
as  to  his  chances  and  condition  after  a  suspected  or  suspicious  coitus, 
he  should  be  told  that  at  any  time  between  the  fifteenth  and  sixtieth  or 
seventieth  days  the  chancre  may  appear,  and  that  he  must  be  constantly 
on  the  watch  for  it,  for  his  own  benefit  in  promptly  seeking  treatment 
and  for  the  protection  of  women  with  whom  he  may  have  intercourse. 
In  the  vast  majority  of  cases  it  is  not  necessary  to  prolong  a  man's 
anxiety  and  even  agony  beyond  thirty  days. 

It  is  very  important  that  clear  ideas  should  be  held  as  to  the  indura- 
tion of  chancres.  The  terms  hard  and  indurated  chancres  act  as  stumbling- 
blocks  to  very  many  physicians  in  their  estimate  of  the  nature  of  genital 
ulcers  and  lesions.  The  tendency,  I  observe,  has  been  not  so  much  to 
form  an  opinion  by  a  consideration  of  the  physical  appearance  of  a 
given  lesion  as  by  its  relative  hardness  and  softness  of  structure. 
When  a  genital  lesion  is  brought  to  the  attention  of  the  surgeon  he 
instinctively  feels  of  it,  and  in  general,  if  he  can  find  no  resistance  or 
induration,  he  at  once  pronounces  it  to  be  a  soft  sore,  or  chancroid.  In 
this  way  mistakes  in  diagnosis  are  made  every  day.  Now,  at  the  outset 
it  is  important  to  know  that  induration  is  not  present  in  primary  syphi- 
litic lesions  in  their  early  days.  The  cell-proliferation  which  gives  rise 
to  the  symptom  of  induration  goes  on,  as  a  general  rule,  slowly,  and  it 
is  seldom  clearly  and  sharply  appreciable  before  the  tenth  day ;  and  in 
general  terms  it  may  be  stated  that,  as  a  rule,  fourteen  days  elapse 
before  sharply  marked,  circumscribed,  easily  appreciable  induration  is 
present  in  a  primary  syphilitic  sore. 

In  a  large  majority  of  cases  there  is  but  one  chancre  or  initial  lesion, 
but  it  is  not  uncommon  to  see  two  or  three,  and  exceptionally  four, 
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six,  seven,  ar  even  more,  initiul  lesions.  There  is  a  deep-riMited  luid 
widely  prevalent  view  in  the  minds  of  many  lucdiciil  men  that  the 
initial  lesion  is  invaria!)ly  solitary,  and  that  when  several  genital  ulcers 
and  vVL^n  exeoriatitms  are  seen  they  must  be  eluincroids.  As  a  result 
uf  tills  an  inejdtnilable  nnmber  of  mistakes  in  diagnosis  are  constandy 
made,  whieh  result  in  disappointment  and  often  diegu^st  to  the  jiiitient, 
and  in  tlecp  ehagrin  to  the  surgeon.  The  penis,  the  female  genitals,  the 
female  breasts,  and  the  eepbalic  regions  are  the  part8  ujwju  vvbich  mul- 
tiple lesions  are  most  eomiiionly  fuuud. 

In  the  mah%  ehaneres  are  fr>nud  on  the  glans,  on  the  prepuee,  on  the 
skiu  of  the  penis,  on  various  parts  of  the  penis,  involving  the  meatus, 
within  the  urethra  (not  visible  on  forced  separation  of  the  lips  of  the 
meatus,  but  recognized  by  jKilpatiou,  inflammation  of  the  lympliaties* 
etc.),  on  the  scrotum  and  jienoserota!  angle,  the  anus,  the  lips,  the 
tongue,  the  gums  and  hard  palate,  the  pharynx  (including  the  tonsils), 
the  nose,  the  pituitary  membrane^  the  eyelids,  the  fingers,  and  on  the 
legs. 

APPEARANCE  OF  THE  INITIAL  LESION,  OR  CHANCRE. 

In  its  early  stagt\s  the  chancre  is  sucli  a  seemingly  tritling  and  inno- 
cent lesion  that  its  viru!en(*e  is  very  apt  to  be  o%erlooked. 

There  are  six  eoudition8  under  which  chancres  appear  at  their  very 
begintiing;  these  are — lirst,  the  chancrous  erosion;  second,  the  silvery 
sjMit;  third,  the  dry  |mpule  or  patch;  lonrth,  the  umbilicated  papule  or 
nodule  or  follicular  chancre;  fifth,  the  purple  necrotic  nodule;  and, 
sixth,  the  eethymatotm  chancre. 

Besides  the  six  tyjw-forms,  there  are  the  following  varieties  which 
are  due  to  certain  eliauges  to  wbicli  the  primary  sore  is  liable:  the  ulcus 
elevatuni,  multiple  herpetiform  chanen*,  the  parchment  chancre,  the 
annular  eliauerc,  the  indurated  nodule  or  mass,  the  chancre  with  crcmm- 
green  mem  bra  ne,  atul  infec^ting  balauoposthitis. 

The  Chaxicrous  Erosion. — ^The  cbancrous  erosion,  by  far  the  most 
ecminion  form,  is  really  the  primordial  lesion  from  whieli  all  chancreg 
develop.  It  f>egins  as  a  minute,  sluirply  rounded  exeoriated  spot,  the 
surface  of  wliieh  i.s  on  a  level  with  the  surrounding  parts.  It  looks 
exactly  like  an  erosion  or  shedding  of  the  uppermost  epithelial  layer. 
(Si'e  ilate  XXVIIL,  Fig.  L)  The  color  is  a  dull  red,  whieh  later 
may  assume  a  c^ipjKTy  hue. 

This  form  of  chancre  is  most  marked  on  the  internal  surface  of  the 
prepuce,  l>v  wliieh  it  is  jmUeoted  fn>in  the  air,  irritation,  and  friction; 
and  it  is  in  tliis  situation  that  it  is  most  frequently  met  with.  It  ha.s 
generally  a  circular  or  ovoid,  but  sometimes  irregular,  outline.  Its  floor 
is  but  slightly,  if  at  all^  excavated,  and  occasionally  is  even  elevated 
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jove  tne  syrniuiKJnig  jiitegunieiit  It  has*  a  finiootli^  iwiIisIuhI  surface, 
usually  tlestitutL*  (if  gitiiiulatioiis,  but  i^omctinie.s  slightly  gmniilar  and 
velvety,  fnnii  whieh  Lonsklemble  serous  fluid  oozes,  piirticularly  on 
ma  III  pul  at  lull*  Its  surface  is  destitute  of  tlie  persisti'Ut  and  udlieri'iit 
exutiatioii  of  the  chancroid.  At  times  it  is  dark  or  even  black*  owing 
to  molecular  gangrene.  This  lesion  sometimes  becomes  decidedly 
SiiUcrr-shapecL  Wlicn  extensive  ,'uid  persistent  these  ehancn\s  are  calked 
beefste^ak  eliaiieres,     (St^e  PhUe  XXIV.,  Fig.  4.) 

Usually  there  is  but  one  such  lesion;  but  there  may  be  three,  four, 
or  five,  and  very  exceptionally  more  than  a  dozen.  When  a  number 
of  these  chancrons  erosions  are  gronped  in  the  corymbus-like  furm 
jieeuliar  to  herpetic  vesicles,  for  which  they  are  very  liable  to  Ik*  mis- 
taken, they  are  called  mufttpk  hirpdifonn  ehancreSu  These  chancres 
have  a  diameter  of  a  line  or  less;  they  arc  small  round  t'X4Mina- 
tions,  of  a  deep-red,  sometimes  coppery  hue,  which  hleetl  readily  aini 
have  a  very  slight  induration  of  their  ba&es.  The  indursition  usually 
increases  at  a  later  jm^HixL  From  five  to  fourteen  chancres  may  be 
observed  upon  the  piTpuce  or  glans.  In  their  first  stage  the  diagnosis 
is  difficult,  but  the  absence  of  itching  fiud  burning,  their  dark  color,  and 
their  chronicity  are  points  wdiich  aid  in  distinguishing  them  fnun  her|>es. 
Another  important  feature  is  that  their  surface  is  smooth  and  shiuing. 
MoriHJver,  iiidurattun  of  the  inguinal  ganglia  is  i^mm  devehfjied. 

The  chancrous  erosion  is  constantly  mistaken  for  herjK^  progenitalig, 
and  is  in  many  instances  pnmounced  by  the  surgeon  to  be  a  simple 
chafe  or  excoriation*  Consequently,  it  is  always  well  to  be  cautious 
and  glow^  in  expressing  opinions  concerning  seemingly  insignificant 
lesions  of  the  genitals.  The  sniootb,  shining  surface  of  the  syphilitic 
lesion  is  in  many  eases  diagnostic,  but  it  may,  owing  to  extraneous 
influences,  become  granular  and  perhaps  ulcerated.  It  has  been  claimed 
that  her]>etic  vesicles  give  issne,  particularly  if  pressed  between  the 
finger  and  thumb,  to  a  copious  serous  secretion,  and  that  this  docs  imt 
occur  in  eases  uf  the  chancrous  erosion  ;  tlierefore,  that  this  is  a  diagn(»stic 
sign  between  heqK's  and  the  syphilitic  lesion.  The  truth  is  that  the 
chancrous  erosion  gives  issue  to  far  more  serum  than  does  the  lier|K^tic 
lesion. 

When  it  simply  remains  a  ?iuperficial,  comi>act  lesion,  the  induration 
is  spread  out  into  a  disk-like  mass,  and  the  lesion  U  then  4*alled  the 
pareJimi'id-like  chtinere.  On  the  other  hand,  when  the  syphilitic  pnK^ess 
dips  down  into  the  subcutaneous  connective  tissue,  and  i§  complicated 
with  indurating  inlenia,  the  chanenms  erosion  iMX^omes  the  imhtratcd 
nodnif.  Parchment-chancres  are  mostly  found  on  the  integument 
of  the  [KMiis  and  sometimes  in  the  vulva.  Indurateil  chancres  are 
mostly  found  in  the  sulcus  coronarius,  particularly  near  the  frsBnum, 
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(See  Plate  XXVIII.)  When,  uwiiig  tu  excesijive  eell-iacTeitsc,  the 
chaaerou!?  erosion  becomes  salient  above  the  level  of  the  part,  it  is  tsilleJ 
ideas  ekvidtim. 

In  many  cases  these  flat  or  elevated  ehnneres  beervme  eovercMl  with  a 
false  membrane,  very  ineorreetly  called  ^*  tliphtheritie/'  whteh  is  |^culiar 
ill  having  a  color  whieh  is  a  mixture  of  a  cream  with  a  light-green  tint. 
This  membrane  may  exist  for  lujiger  or  sliorter  ]ieriods.  As  it  grows 
old,  if  not  shell,  it  stimetimes  beeornes  in  whole  or  in  jwirt  of  a  thrown  or 
brownish-black  color.  It,  as  a  rale,  does  not  euver  the  whole  of  the 
chanerous  sin'fiiee,  bnt  mtlu  r  its  central  portions,  leaving  the  margins 
fr4^e.  This  film-like  or  more  dense  niembmne  is  very  distinctive,  even 
diagnostic  of  chancres.  It  is  well  shown,  as  to  extent  and  color,  in 
Fig,  3,  Plate  XXVIII..  seatetl  on  a  well-marked  indnnittKl  ninlnle,  (In 
Figs.  2,  4,  and  8  als^j  it  is  well  ].H»i'trayetl  from  my  i>wn  eases.)  This 
membrane  ofteii  becomes  discolored  by  the  admix tnre  of  dirt  and  also 
as  a  resnlt  of  minute  hemorrhages.  Thus  in  Fig.  5  the  membrane  is 
darker  than  it  is  in  the  previous  figures,  while  in  Fig.  7  it  reaches  its 
acme.  This  membrane  may  remain  ou  the  Sf^re  fi>r  a  short  or  a  h^ng 
time.  If  antiseptic  lotions  or  iodoform  is  use<l,  it  n\elts  away  and  an 
en»sive  chanerous  surface  is  left.  Tliis  lesion  may  very  pro{>erIy  be 
called  the  chancre  ivith  the  cream  and  g^reai-cohred  membrane. 

In  some  rare  cases  these  chancres  become  necrotic,  an  accident  which 
is  well  shown  in  Fig.  6,  Plate  XX  VIII. 

The  Silvery  Spot.— This  lesion,  fii^t  described  by  me,  is  very  rare 
and  presents  well -marked  features.  It  generally  occurs  on  the  ghmsaud 
on  the  lips  of  the  meatus,  and  at  first  it  looks  as  if  a  pinhead-sized  spot 
of  nuicoiis  membrane  had  been  touched  with  carbolic  acid  or  nitrate  of 
silver.  Examined  with  a  magnifying  glass,  there  is  no  other  change 
evident  than  the  peculiar  staining  of  the  superficial  epithelial  cells.  The 
silvery  l(»sion  increases  slowly  but  visibly  day  by  day,  and  preserves  its 
integrity  of  snrtaee  until  it  i-eaches  an  area  of  about  a  line,  when,  coin- 
cidently  with  the  subjacent  induration,  w4iieli  has  been  gimultaneonsly 
develi>p!ng,  and  which  has  slowly  raised  it  up,  it  disappears,  and  is  n> 
placed  by  a  smooth,  shiny  surface  like  that  of  the  chanerous  erosion  or 
that  of  some  indnratcd  mxlules. 

The  Dry  Papule. — This  chancre  is  usually  found  ujjou  the  glans  or 
prepuce  wlien  not  in  a  state  of  eoaptitiou,  and  consequently  is  always 
developed  in  a  very  dry  condition.  As  a  rule,  it  is  solitary,  and  is  not 
uncommoidy  seen  on  persons  who  have  l»eeu  eircuincist'd  or  who  have 
short  prepuces.  It  is  found  up<m  the  integument  of  the  penis,  about 
the  pulicH,  on  the  thighs,  atul  el??ewhere  uj>ou  the  \m(\\\  (See  Fig,  I, 
Plate  XXX.) 

A  miKlifieation  (»f  tliis  form  of  the  initial  lesion  has  l>een  de^^ribed 
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"  diphtheroid  as  of  the  glans/'  a  very  incorrect  term,  since  neither  in 
appearance  nor  course  does  tlie  lesion  at  all  resemble  diphtheritic  mem- 
brane, which  is  always  seated  on  an  excoriated  surface.  It  consists  of 
patches  of  a  glistening  grayish-white  color,  presenting  either  a  greasy 
sensation  to  the  fingers  or  something  like  that  of  wet  chamois-skin.  The 
lesion  is  slightly  salient,  not  indurated,  involves  the  superficial  tissues, 
the  mucous  membrane  of  the  glans  and  sometimes  of  the  prepuce,  has 
sharply  defined  borders,  and  gives  rise  to  no  secretion  from  its  surface. 

The  umbilicated  papule  or  follicular  chancre  is  a  rare  form  of 
the  initial  lesion,  of  which  I  have  seen  six  cases.  It  begins  as  a 
pinkish  elevation  of  the  size  of  a  milium,  with  a  minute  depression  in 
the  centre,  which  grows  slowly  and  assumes  in  form  the  appearance  of 
a  tumor  of  molluscum  sebaceum.  Further  increase  takes  place  until  a 
pea-sized  tumor  is  formed.  As  the  lesion  grows  the  central  depression 
becomes  broader  and  deeper,  until  when  fully  developed  the  chancre 
becomes  cup-shaped  and  looks  as  if  set  in  the  mucous  membrane,  with 
its  borders  markedly  elevated. 

The  Necrotic  Nodule. — The  purple  necrotic  nodule  is  also  a  rare 
form  of  the  initial  lesion.  It  is  always,  according  to  my  experience, 
found  upon  the  glans  penis  and  in  the  coronary  sulcus.  It  begins  as  a 
small  dark-red  spot  which  soon  becomes  elevated ;  as  it  grows  its  color 
deepens;  it  becomes  salient  and  roundly  convex  on  its  surface.  This 
chancre  is  prone  to  necrotic  degeneration. 

VARIETIES  OF  CHANCRE. 

The  Ecthjrmatous  Chancre. — The  ecthymatous  chancre  is  simply 
a  chancre  which  becomes  covered  with  a  pus-crust.  It  is  developed 
from  the  dry  papule  or  the  chancrous  erosion  or  the  ulcus  elevatum. 
The  surface  of  the  lesion  becomes  mildly  exulcerated,  and  slowly  a  flat 
crust  forms  which  is  of  a  brownish-black  or  greenish-brown  color. 
(See  Plate  XXVIII.,  Fig.  10.)  The  crust  is  formed  of  pus-cells,  tissue- 
detritus,  and  numerous  microbes.  The  term  "  ecthymatous  "  might  con- 
vey the  impression  that  the  lesion  lx?gins  as  a  pustule ;  this  it  never  does. 
It  is  simply  a  hard  chancre  which  is  mildly  irritated  in  its  surface,  and 
as  a  result  slowly  becomes  covered  with  a  crust.  In  this  particular  only 
does  this  lesion  resemble  ecthyma.  This  form  of  chancre  is  found  upon 
cutaneous  surfaces,  particularly  of  the  penis  and  juxtagenital  parts.  (See 
Fig.  2,  Plate  XXX.) 

The  Annular  Chancre. — The  term  "  annular  chancre  "  is  applied 
to  primary  lesions  in  which  the  great  part  of  the  new  growth  is  de- 
veloped in  a  ring-like  form,  the  centre  of  the  lesion  being  less  thickened 
and  infiltrated.  In  some  cases  this  ringed  development  is  strikingly 
apparent,  in  others  it  is  less  so.     This  form  of  chancre  is  f' 


504      THE  CHAyrRE,   OR   THE  ISITIAL  LESION  OF  SYPHILIS. 


intenial  surface  of  the  prepuce,  suniotime^s  on  the  glaiis,  nnd  ngain  on 
cutaneoos  surliices,  piirticiiliirly  of  i\w  penis,  Tlie  unnnlar  ilevelop- 
ment  of  the  ciiancre  is  well  nhuwn  in  Fig.  4,  Phite  XXVIIL,  in  the 
larger  U\sioiu  It  must  l>e  reniemhcreil  that  the  tissue  within  tlir  ring  is 
hyper[>Ia.stii',  bnt  nnK'li  les.-^  hi  tlian  its  niiirgiu, 

Infectmg  Balanitis, — By  the  term  ''  infecting  balanitis"  is  nnder- 
stouil  a  Jevelitpnienl  of  th<i  initial  lt*sion,  in  a  rliffusc  plate-like  fann» 
in  the  niueous  layer  of  the  prepuce,  and  sometimes  also  in  the  su]>er- 
ficies  of  the  glans.  This  le:?ion  usually  begins  as  a  goodly  sixed  chan- 
crous  erosion,  which  spreads  peripherally  until  i^erhaps  the  whole  pre- 
puce is  involved  in  the  hyperplastie  jiroccss.  Tlie  appearance  of  tlie 
parts  is  then  striking.  The  prepuir  is  tliickened,  nsually  of  a  dull, 
deep  red,  and  has  a  velvety  excoriated  appearance,  Itetmetton  of  the 
prepuce  beconies  difficult  and  |M!rhaps  ini|M>ssible,  Nt*t  infrequently 
this  condition  of  the  pivpuce  coexists  and  merges  with  a  circumscrilKM:! 
induratcfl  ncHhile  or  ntxlules  at  the  coronal  sulcus  or  fra^num.  (See 
Fig.  ],  Plate  XXX.) 

The  Mixed  Chancre. ^This  term  is  a]>i>lit^l  to  certain  hanl  chan- 
cres whose  apjjearauces  have  bwn  so  changed  Ijy  chancn>idal  pus  or  by 
ptis-microhcs  and  their  resulting  nlceration  that  lliey  rescml)le  clian*'niids 
on  the  surface,  wliile  they  present  more  or  less  distinctly  the  indnmlion 
of  the  specific  lcsit»n.  It  is  imfMirtant  to  diagnostiaite  correctly  tht^se 
hybrid  chancn^s  fmm  chancroids  coinjilic^ted  with  much  suljcutanwjus 
a?dcma,     (See  Fig,  4,  i^ate  XXIX.) 

NATURE  OF  THE  SECRETION, 

The  secretiOE  of  tlic  syphilitic  chancre  is  serous  in  character,  and 
its  seropuru fence  or  puruh'tn-e  is  due  t*i  adventitious  causes^  such  as 
irritants  of  various  kinds.  There  is  every  reason  to  lielieve  that  much 
of  tlie  destructive  niL'tamorphosis  of  chancres  is  engrafted  upon  thcni  bv 
pyogenic  niicrolies.  Indeed,  in  many  instances  we  see  not  only  syphilitic 
infection  from  a  chancre,  hut  also  pyogenic  infection,  The  immaturity 
of  the  newly  organized  cells  renders  their  existence  precarious,  and  in 
CO nsc< plena*  we  frequently  see  on  the  surface  of  chancix's  molcvniar 
decay  or  gangrene.  This  form  of  decay  also  has  its  origin  in  the 
etrungulation  of  the  capillaries  by  the  closely  packed  new  celb,  the 
result  of  which  is  necrosis  limited  to  the  pirts  supplied.  This  stniugn- 
hitiou  of  the  vessels  is  an  inipt>rtant  factor  in  the  phagedena  which 
6ometimc«^  attacks  hanl  chancres. 

After  healing  and  ahsorptitm  the  chancre  usually  leaves  a  more 
or  leas  well-developed  sear,  which  is  generally  depressed,  and  some- 
times it  18  nodular.  In  many  cases,  however,  no  trace  of  the  chancre 
is  left. 


UNUSUAL  FORMS  OF  CHANCRE. 

FiOh,  t. — Muttiple  ccthymatous  chancTcs, 

Pro.  3— Multiple  and  intrapreputial  ctiancres  and  specific  Ijnnphaiigitu, 

Fto.  3,— The  beefsteak  ehBUCte, 

Fio.  4.--Mixed  ctaaocre. 
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Iiard  diaucrc,  iiiimdy^  nu  the  mueo.-u  of  tUv  }>iv]uico  Ij+'gi ruling  on  the 
hiikmic  sulcus  J  which  somptioies  causes  both  jthiniosis  and  paniplumosis, 
will  he  rcadiiy  recognizinh 

The  tendt'nuy  of  tlio  hard  <.'haiK*re  iti  many  rases  to  devek*p  into  an 
anunlar  nmlular  patch  in  well  sliown  in  Fig.  129,  Tlic  rather  infrequent 
development  of  tlie  hard  elianere  of  the  integument  ni'  the  penis  into  a 

FuL  127. 


Very  extensive  tiftrd  chancre  of  the  bAlanopreputial  ToM. 

well-markctl   iiidnnited   niKlule  or  plaque  i^  partravtHl  in  Fig.  130,  in 
which  tlie  initial  Icsiuu  began  vl6  an  eetliyraatous  chancre. 


DUEATION  OF  THE  CHANCRE. 

Tlie  duratirin  of  the  initial  h>it>n  of  sypliilis  is  very  variable,  and 
depends  laiT2:ely  yp<ui  the  extent  and  deni^ity  of  the  new  growth.  In 
some  elites  it  is  so  slight  and  insignificant  tljat  it  comes  and  goes  with- 
out its  presence  having  l»een  kni^wn  or  witlnuit  leaving  a  trace*  This 
anomaly  is  sometimes  sc<*n  in  women,  less  c<jmmonly  in  men.  The 
tissue  forming  the  primary  nudnle,  being  of  unstaldc  nature,  is  [jecu- 


La]^  plAqne  or  otidnle  In  typicul  «!(€■,  with  two  as  yet  unheftled  cbAticfoui  erotiotif. 

oft-<juotc(l  cases  id  which  it  h  said  to  have  lasted  years  were  in  all 
probability  instance?  of  fibroi<l  cicatriee.s  resulting  from  chancre!*.  I 
have  jieen  many  of  thes»e  which  had  been  reganled  as  i>ersistent  and 
permanent  indumtioDd,  whereas  the  s^yphilitie  neoplasm  had  vanished 
years  before  and  was  replaced  by  firm  tibmus  tissues. 
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LOCATION  OP  THE  LESION. 

Chancres  of  the  Urethra* — Chancres  may  he  seated  on  one  or  on 
both  lips  of  the  meatu,s,  but  tliey  most  ct)ninionly  involve  the  eireum- 
ferenee  of  the  urethra*  In  some  eases  there  is  no  iileeration  of  any 
degree,  the  lips  of  the  meatus  being  scarcely  redder  than  normal, 
and  the  only  ap|jrt'eial>le  nn>rlntl  prcwess  bein^  the  condensation  and 
induration  of  the  parts.     Iniliiratioti  here  is  usually  very  well  marked. 

Flu.  129. 


\1 
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Nodular  uiniuliir  43hiLDCFtf  of  the  ftii:iium« 


Sometimes  one  lip  of  the  meatus  and  the  wall  of  the  urethra  feel  as  if 
formed  of  a  thin  plate  of  ivory,  Thi8  same  condition  is  often  found  in 
both  lips.  Then,  aj^ain.a  distinrt^  hard  nmlule  may  be  felt  at  the  distal 
en<l  of  the  urethra.  Chancres  at  the  nu^atns  may  be  of  the  torm  of 
chanerous  erosions  or  tliey  may  pret^ent  the  typical  cream-green  tint, 
which  mav  beeouie  of  a  dee[),  dull  ^^reen  or  even  of  a  green ish-hlark 
color.  A  dia(r"'*?^tic  mark  of  much  iniiK)rtnnee  in  thi.s  form  of  chancre 
is  the  purplish-ldiie  color  of  tlit-  glans  in  a  halo-like  form.  Thij«  is 
well  shown  in  Fig.  8,  Plate  XXVIII. 


EctbyinatouB  chancre  of  Integument  of  penis  wilh  much  Indumtloti. 

covers  a  tliirkeiiiiiir  of  the  tiK?iios  at  the  Bite  nf  the  ehancre,  Tlie  ilii«^ 
charge  i?^  scKiietinies  nnienpunileiit,  hut  may  be  deeiiliHllv  purulunr,  and 
as  considerable  in  quantity  as  in  ordinary  gonorrhoea.     This  In  due  to 
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the  fact  that  the  lesion  sets  iij)  a  uivtfiritis  fif  tlie  contiguous  monihranc. 
External  inilpation  shows  that  the  corpus  siionfi;ioi=um  is  converted 
into  a  harfl,  tciuler,  circumserihed  ntxlnle,  which  gives  pain  on  urina- 
tion and  on  erection  of  the  ]>enis.  With  the  endoscoi>c  we  observe 
rigidity  and  erosion  i\f  the  urethral  walls,  which  have  a  grayish-red 
ccilor. 

Chancres  of  the  Scrotum* — In  somewhat  rare  cases  chancres  apjK^ar 
on  the  serotiiinj  usually  on  its  anterior  or  lateral  |Kjrtion,  rarely  on  the 
back  part. 

The  initial  lesion  in  tliis  hicality  is,  as  a  rule,  *)f  gootlly  size,  varying 
lietween  that  of  a  three-cent  silver  piece  and  that  of  a  quarter-dollar, 
sometimes  even  larger.  Two  varieties  of  le8ion  are  commonly  Diet  with 
— the  chancroiis  erosion  and  the  encrnsted  chancre.  The  lesion  is  round 
or  oval,  somewhat  elevateil,  having  a  sniootli,  flat,  velvety  surface  when 
of  the  erosive  type,  and  Ix^ing  somewhat  concave  or  saueer-shai)ed 
when  of  the  encrusted  type.  The  false  membrane  wliich  covers  .scrt>tal 
chancres  is  uf  the  gnwish-green  color  already  descriljcd,  hut  it  may 
hcconie  yellowisli  or  brown,  ur  even  black.  (8cc  Plate  XXX., 
Fig.  5.) 

GhaECres  of  the  Anus.— Chancres  arc  found  beyond  the  anal  ring, 
at  it,s  margin^  and  within  the  ring  as  lar  up  as  an  inch  and  j»crhaps 
fiirther.  These  lesions  in  this  location  do  not  usually  present  clearly  cut 
featiH-es.  Outside  the  anal  ring  they  may  be  oval  or  round  or  of  Irreg- 
ular outline.  They  are  of  a  pate  rose,  sometimes  red,  color,  covered 
with  a  slimy  secretion,  and  perhaps  creased  or  fissured.  Within  the 
anal  ring  they  are  usually  found  to  consist  of  sluggish,  hardened 
fissures.  These  are,  however,  less  painful  tlian  simple  tift.sures — a  diag- 
nostic point  of  much  importance.  A  further  point  is  that  in  this  form 
of  chancre  there  is  marked  enlargement  of  the  inguinal  ganglia. 

Chancres  of  the  General  Integument.— Chancres  appearing  on 
parts  other  tlutn  tlie  genital  organs  arc  cnlled  extragenital  chancres, 
and  are  mostly  found  on  the  face,  the  neck,  the  arms,  the  fingers,  the 
hypogastrium;  in  fact,  they  may  be  found  on  any  part  of  the  bodv. 
They  begin  as  a  small,  dull -red  pa  pub*  with  more  or  less  scaliness, 
which,  if  situated  on  parts  in  captation  with  another  surface  of  integu- 
ment, becmucs  a  chancrous  erosion,  and  in  tliat  form  runs  its  course* 
LVually  these  chancres  become  eneriiste<L  Chancres  of  the  general 
integument  run  a  chronic,  indolent,  jminless  course,  and  may  last  many 
months  before  healing.  Tliey  usually  give  rise  to  no  painful  symptoms, 
and  early  in  their  course  tln'v  have  no  conconutant  phenomena  except 
the  painless  enlargement  of  tlie  lymphatic  gatiglia  of  the  region  u}K>n 
which  they  are  developed.  When  they  finally  undergo  resolution  they 
leave  pinkish,  brownish-red,  ami  brownish-blaek  pigmented  spots,  with 
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more  or  less  atrophy  and  cicatrization  of  the  skin,  which  last  for  a  long 
time. 

Chancres  of  the  Finger. — These  chancres  are  found  most  commonly 
among  surgeons,  obstetricians,  dentists,  midwives,  and  nurses,  male  and 
female.  In  these  individuals  the  infection  is  usually  contracted  in 
operations  either  upon  a  newly  made  cut  or  an  abrasion,  excoriation  of 
the  skin,  or  upon  some  simple  lesicm  present  upon  the  skin,  as,  for 
instance,  eczema  and  dermatitis  due  to  the  use  of  antiseptics  and  irrita- 
tions. Among  the  laity  chancres  of  the  fingers  are  not  very  common, 
and  they  are  usually  the  result  of  libidinous  toying  with  the  genitals  of 
an  infected  woman.  Finger-chancres  also  sometimes  result  from  the 
bite  of  a  person  having  syphilitic  lesions  in  the  mouth,  and  they  have 
been  known  to  follow  a  blow  received  upon  the  mouth  of  a  person  suf- 
fering at  the  time  from  specific  lesions. 

The  Excoriated  or  Exulcerated  Nodule  or  Mass. — This  is 
the  most  common  form  of  chancre  of  the  finger.  It  is,  as  a  rule,  found 
near  the  tip  of  the  finger.  It  usually  begins  as  a  small  pustule,  a  minute 
excoriation,  or  as  a  fissure  or  hang-nail.  The  cell-growth  increases 
rapidly,  and  the  lesion  in  its  early  days  is  indolent  and  painless.  In  a 
few  weeks  the  chancre  becomes  fully  developed  into  a  large,  fleshy, 
smooth  or  granular,  or  even  lumpy  mass  of  dull-red  color,  sometimes 
with  a  purplish  tinge.  There  may  be  density  in  the  morbid  tissue,  but 
certainly  no  typical  induration.  Very  often  the  chancre  is  soft  and 
pulpy.  These  chancres,  being  exuberant  in  development,  produce  much 
deformity  in  the  parts  affected.  Their  shape  depends  on  the  site  upon 
which  they  are  developed.  They  are  sometimes  the  seat  of  severe  and 
continuous  pain. 

The  Fungating  Chancre. — This  form  of  finger-chancre  develops 
usually  on  the  pulp  of  the  organ  and  around  the  last  phalanx.  A  warty 
or  decidedly  papillomatous  mass,  sometimes  of  much  exuberance,  is  pro- 
duced, which  is  indolent  in  its  course  and  presents  sometimes  a  very 
deep-red  color,  and  not  uncommonly  a  purplish-red  color,  sometimes 
tinged  with  gray. 

The  Panaritium-like  Chancre. — This  chancre  usually  begins 
in  the  integument  of  the  nail-margin  in  a  cut  or  fissure  or  hang-nail  or 
some  inflammatory  lesion.  Soon  an  excoriated  spot  forms,  which  may  be 
localized  to  one  part  of  the  nail-margin,  or  this  latter  may  be  wholly  in- 
volved. When  fully  developed  we  find  an  encrusted  or  exulcerated  swell- 
ing of  more  or  less  extent.  The  surface  frequently  becomes  covered 
with  a  yellowish-green  or  dark-green  membrane,  and  the  thickening  of 
the  chancre  extends  to  the  parts  beyond.  This  lesion  is  frequently 
attended  with  severe  pain  during  its  very  chronic  course.  (See  Plate 
XXX.,  Fig.  6.) 
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Usually  tlie  e])itro(_4ileiir  ganglion  in  an:itt>mieal  association  with  the 
affoctod  member  is  t^nliirgc'd,  oftoo  to  a  considerable  size,  van'ing  fwm 
that  of  a  nutmeg  or  that  of  a  j>ea  to  tliat  of  a  horso-€ho.'?tnut.  Some- 
times there  is  no  perceptilile  enlargement  of  the  epitroehlear  ganglia,  in 
which  event  those  of  the  axil  he  are  niueh  swollen.  There  is  usually 
swelling  of  the  axillary  ganglia  concomitant  to  that  of  the  epitrochlear 
ganglia. 

In  some  rare  cases  the  swellings  of  the  epitrochlear  and  axillary 
ganglia  go  on  to  suppuration. 

Cases  of  syphilitic  infection  of  patients  by  surgeons,  obstetricians, 
and  midwives  having  chancres  on  their  fingers  are  not  at  all  uncommon. 

In  some  rare  eases  chancres  of  the  finger  become  contaminated  with 
infectious  material  and  more  or  less  severe  pyaemia  or  septicemia  com- 
])lieates  the  case. 

The  scaling  papule  or  tubercle  is  the  rarest  of  all  forms  of  finger- 
chancre.  It  is  usually  found  on  the  dorsal  surface  of  a  phalanx,  and 
sometimes  on  the  sides  and  palmar  surface  of  the  fingers. 

ChaECres  of  the  Lip. — Chancres  of  the  lip  are  quite  common. 
They  are  usually  seated  on  the  vermilion  border,  sometimes  on  the  inner 
border,  and  agiiin  on  both  the  vermilion  bonier  and  the  skin.  They 
may  be  seated  on  the  cutaneous  portion  of  the  lip  alone.  These  chancres 
are  rarely  seen  early  in  their  course,  since  their  nature  is  frequently 
unrecognized  until  they  have  reached  full  development.  They  begin 
as  small  romid  or  oval  excoriations  or  as  fissnres,  and  are  at  first  looked 
upon  as  cold  sores  or  cracks  of  the  lip. 

It  sometimes  happens  that  a  minute  excoriation  or  small  fissure  will 
run  a  very  ephemeral  course,  and  disappear  in  a  week  or  ten  days  with- 
out having  or  leaving  after  it  any  induration.  In  these  cases  the 
only  early  sign  of  syphilitic  infection  is  the  marked  enlargement  of 
the  submaxillary  and  sublingual  glands,  which  may  be  so  extensive  as 
to  constitute  a  temporary  deformity.  But  in  most  instances  chancre 
of  the  lip  goes  on  to  full  development,  producing  a  mw,  eroded,  flat 
plaque  or  nodule  whose  shape  is  in  etmfornjity  with  the  arrangenient  nf 
the  parts,  or  an  eneriisted  Icsiun  is  prmluced.     (See  Plate  XXX.,  Fig.  1.) 

Chancres  of  the  Tongue, — These  chancres  have  not  clearly  marked 
feature.^.  They  apjicar  as  tolenibly  well-circumseribed  nodules  either 
at  the  tip  or  on  tlie  lateral  portion*  Their  surfaces  are  red,  enxled, 
sometimes  covered  witli  a  milky  pellicle,  frequently  imeven  antl  trav- 
ersed by  minute  fissures.  Their  nodular  chnracteFj  chronic  indolent 
course,  and  external  features  point  to  their  nature.  The  submaxillary 
glandular  enlargement  aids  in  making  the  diagnosis.  It  must  l»e  re- 
membered that  cancer  of  the  tongue  begins  in  a  little  nodule,  perha[is 
warty  in  appearance,  and  is  soon  complicated  by  glandular  enlarge- 
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ment.  In  persons  under  forty  or  fifty  years  it  will  generally  be 
found  that  the  tongue-lesion  is  of  syphilitic  origin.  In  middle  and 
advanced  age  the  probabilities  are  that  the  lesion  is  cancerous  rather 
than  syphilitic. 

Chancres  of  the  Onms  and  of  the  Hard  Palate.— These  lesions 
are  very  rare,  indeed,  and  several  cases  reported  as  such  were  un- 
doubtedly those  of  hypertrophic  mucous  patches.  The  surgeon  should 
be  cautious  before  pronouncing  as  chancre  localized  red  thickening  of 
the  mucous  membrane  of  these  pari*?.  When  present  these  chancres  are 
simply  hyj3ertrophied  chancrous  erosions,  the  so-called  ulcus  elevatura. 
Owing  to  the  condition  of  the  jxarts,  it  is  difficult  to  determine  the  extent 
of  the  induration.  As  a  rule,  these  lesions  cause  little  trouble  and  are 
attended  with  scarcely  any  pain  when  unirritated.  When  seated  near 
the  margin  of  the  gums  they  may  be  attacked  by  ulceration. 

Chancres  of  the  Tonsil. — These  chancres  are  rather  common.  The 
frequency  to-day  of  the  tonsillar  chancre  is  due  to  the  fact  that  its 
existence  is  now  well  understood  and  surgeons  are  on  the  lookout  for  it. 

The  tonsillar  chancre  never  presents  a  definite,  typical  appearance, 
since  the  tissues  upon  which  it  is  seated  differ  in  each  individual.  What- 
ever may  have  been  the  conformation  of  the  parts,  whether  moderately 
smooth  or  more  or  less  anfractuous,  so  will  the  chancre-lesion  be  but  an 
exaggeration  of  that  condition,  due  tohypersemia  and  hyperplasia  of  the 
parts.  Examination  is  difficult  in  all  cases,  jwirticularly  so  in  some. 
When  accessible  to  the  finger-tip,  the  tonsil-chancre  will  feel  hard, 
brawny,  and  may  even  be  cartilaginous.  In  some  cases  the  new  growth 
is  tolerably  well  circumscribed ;  in  others  it  is  quite  diff'use,  involving  a 
whole  tonsil  and  some  of  the  tissues  around  it.  The  surface  of  the 
chancre  may  be  simply  red  and  su|)erficially  eroded ;  it  may  be  covered 
with  a  milky-looking  membrane,  resembling  a  mucous  patch ;  or  a 
dull-green  membrane  of  considerable  firmness  may  cover  the  lesion. 

These  chancres  usually  become  troublesome  early  in  their  course. 
The  patients  complain  of  pain,  uneasiness,  and  of  difficulty  in  swallow- 
ing. Sometimes  the  suffering  is  very  great.  Then  the  submaxillary, 
sublingual,  and  lymphatic  ganglia  swell  up,  so  as  to  produce  large- 
sized  bunches  in  the  neck.  These  by  their  size  impede  motion  and 
deglutition  and  add  materially  to  the  patient's  suffering.  These  ganglia 
become  matted  into  hard,  firm,  indolent  masses.  In  some  cases  the  pre- 
auricular ganglia  are  enlarged. 

Chancres  of  the  External  Ear. — Chancres  of  the  ear  are  very  rare. 
The  parts  which  have  been  found  to  be  affected  are  as  follows  :  the 
auricle,  the  lobule,  the  integument  over  the  mastoid  process,  and  the 
base  of  the  tragus.  Chancres  of  the  ear  are  of  the  dry,  scaling,  erosive, 
or  encrusted  forms. 

33 
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The  pharyngeul  nritit^-e  af  tl»e  Eiistachiiiti  tubu  has  been  found  the 
seat  of  cliancre  resulting  fnmi  catheterization  by  means  of  instruments 
soih?(l  with  syphilitic  jnaterial. 

Chancres  of  the  Eyelids. — The.'^e  ehanere?^  are  not  common,  al- 
though many  eases  are  rcporlt'i!  in  literature.  They  are  found  on  the 
free  niarpn  of  either  lid  or  the  adjacent  integument,  and  also  on  the 
inner  .'^nrfat^e  of  tlie  palpebral  nuieous  membrane.  They  are  nsually 
of  thi^  erosive  type,  with  either  slight  or  decidedly  marked  indnralir»n, 
whirii,  lujwever,  d(LM?s  not  spread  much  around  the  original  lesion.  Fig. 
3  of  Plate  XXrX.jjTJves  a  very  clear  picture  of  these  palpebral  I'hianeres. 
Thi-  ere^iniy-gruen  eolur  uf  the  membrane  covering  tlie  chancre  is  well 
shown, 

(.'hancrcri  of  the  eyelids  are  always  acc<un[nniied  by  piunlesg  hard 
enlargement  of  the  iirc-anrieular  ganglin,  and  generally  by  marked 
enlargement  of  the  cervical  ganglia  of  the  corresponding  side  t)f  the 
face. 


GENITAL  AND  EXTRAGENITAL  CHANCRES  IN  WOMEN, 

Chancres  of  the  genital  orgiuis  are  very  eomtncju  in  women,  but 
extragenital  chancres  occur  in  tliem  much  more  iVeipjently  than  they' 
do  in  men. 

Chancres  in  women  are  usually  far  less  regular  in  their  course  than 
they  are  in  men.  In  many  women  the  chancre  is  sn  small,  Ijenign,  and 
ephemeral  that  it  may  never  be  seeUj  or,  if  seen*  its  nature  is  usually^ 
not  suspected.  In  very  many  aises,  even  when  the  lesion  is  strikingly 
apparent,  its  natnre  remains  tor  a  long  time  in  doubt,  owing  to  inHain- 
matory  complications  and  to  a  want  of  striking  individuality  in  the 
lesion  itself  Then,  again,  simple  inflauiinatory  processes  and  chan- 
croidal ulcers  often  become  upon  the  female  genitak  so  hyperplastic  in 
appeamnce  that  they  may  resemble  specific  lesions.  In  women  indura- 
tion as  a  sym|)tiini  is  nr»t  ?^o  general !y  observed  as  in  men.  In  some 
females  it  can  scarcely  be  af>preciated  by  careful  exanii nation,  and  it 
may  be  very  transitory  in  its  dnnitiori,  whereas  in  others  it  attains  large 
proportions,  lasts  for  indetinite  |>criods,  and  may  lead  to  tdtimate 
deformity.  In  men  the  chancre  is  readily  examined.  In  women  this 
lesion,  owing  to  the  nature  and  inaccessibility  of  the  parts,  is  very  dif- 
ficult of  examination  except  tm  protruding  portions  of  the  genitals. 

In  t!ie  majority  of  eases  there  is  but  one  chancre,  but  in  fully  one- 
third  of  the  cases  the  lesion  is  mnltiple.  There  may  be  two  or  three, 
ancl  rarely  more  than  eight,  infecting  chancres  in  one  woman. 

The  main  reason  why  chancres  in  the  female  are  so  little  understood, 
are  so  frequently  unrccognis&ed,  and  generally  offer  so  much  difficulty  in 
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diagnosis  is  that  there  is  little  opportunity  for  their  study  on  a  large 
scale. 

The  Chancrous  Erosion. — The  most  constant  early  appearance  of 
the  syphilitic  chancre  in  women  is  seen  in  the  form  of  an  erosion  of  the 
mucous  membrane.  In  its  very  early  days  this  lesion  presents  no  well- 
marked  characteristics,  and  is  very  liable  to  be  mistaken  for  a  ruptured 
herpetic  vesicle,  an  abrasion,  chafe,  or  scratch.  Such  is  its  seemingly 
benign,  superficial,  and  aphlegmasic  character  and  small  size  that  its 
nature  is  frequently  not  determined  at  the  first  examination.  (See  Plate 
XXXI.,  Figs,  lands.) 

The  chancrous  erosion  is  always  found  on  the  surface  of  the  mucous 
membrane.  It  begins  as  a  red  spot,  somewhat  deeper  in  color  than  the 
mucous  surface  on  which  it  is  seated.  It  is  very  rarely,  if  ever,  seen 
in  women  during  the  first  few  days  of  its  existence,  for  the  reason  that 
its  [)resence  is  usually  unknown  to  its  bearer,  or,  if  it  is  seen  by  her, 
it  appears  so  harmless  that  its  nature  is  scarcely  ever  suspected. 

The  Scaling  Papule  or  Tubercle. — This  lesion  is  found  upon  the 
outer  surface  of  the  labia  majora ;  upon  the  labia  minora  when  they  are 
long  and  their  structure  resembles  that  of  the  integument ;  upon  the 
prepuce  of  the  clitoris  when  it  is  long  and  protrudes  from  the  vulva ; 
upon  the  internal  surface  of  the  thighs,  the  inguinal  folds,  and  the  hypo- 
gastrium.  It  begins  in  a  very  insignificant  manner  as  a  small,  dull-red 
papule,  which  may  be  scaly.  This  lesion  increases  circumferentially, 
but  usually  does  not  become  much  elevated.  As  it  grows  it  develops 
into  a  flat,  brownish-red  and  sometimes  purplish-brown,  perhaps  scaly, 
elevation  of  the  skin,  with  a  sharply  defined  margin. 

The  Elevated  Papule  or  Tubercle  (mcus  Elevatum).— This 
chancre  presents  the  appearance  of  a  circumscribed,  flat  or  elevated 
lesion  whose  surface  is  similar  to  that  of  the  chancrous  erosion. 
Indeed,  it  may  be  defined  as  a  chancrous  erosion  in  which  the  hyper- 
plastic process  has  been  very  active  and  productive  of  much  infiltration. 
Cases  not  infrequently  present  themselves  in  which  we  can  watch  the 
development  of  the  ulcus  elevatum  from  the  chancrous  erosion.  (See 
Fig.  2,  Plate  XXXI.) 

The  Incrusted  Chancre. — This  chancre  is  not  uncommonly  found 
upon  juxtapudendal  cutaneous  surfaces,  and  indeed  upon  any  portion  of 
the  integument.  It  has  been  stated  that  incrusted  chancres  are,  as  a 
rule,  not  found  within  the  area  of  the  mucous  membrane  of  the  vulva, 
but  that  their  habitat  is  the  tegumentary  structures.  It  is  true  that  in 
most  instances  vulvar  chancres  are  of  the  erosive  or  papulotubercular 
variety.  This  is  largely  due  to  the  fact  that  the  coaptation  of  the  parts 
and  their  moisture,  aided  very  often  by  pathological  secretions,  cause 
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any  feiiriart^*t>vering  r>f  the  chancre  to  disuippear.  (Soc  Plate  XXXIL, 
Figs.  1  ami  2.) 

The  Indurated  Nodule. ^Tii is  fhancre,  8<3  common  in  men,  is  very 
rjire  in  winuen.  In  men  I  he  syj^liilitie  ncH^»plasni  or  nodnU%  as  a  general 
rule,  beeonK'Sciroimiseribed  intu  a  little  mass  ;  in  wumen  tfiis  new  growth 
tends  to  tlitfnse  itself  inti*  tlie  soft  mucous  tissues.  Thus  it  is  that  we 
rarely  see  the  indurated  nodule  in  the  female  si'X,  except  nn  parts  where 
the  skin  ajid  niiicons  inemhranes  fuse,     {See  Plate  XXXIL,  Fig.  .*].) 

Th<^  iudnmtetl  uoihile  is  seen  as  a  sharply  circumscribed  mass  of 
indnrated  tissue,  whirli  may  bo  broad  and  flat,  or  it  may  have  a  narniw 
ba-e,  slnping  edgrs,  and  flat  snrfac*e. 

Chancres  of  the  Vagina. — -Tliese  are  very  rare,  and  are  usual ly 
within  an  inch  of  the  vaginal  ring»  They  are  found  on  the  anterior 
and  posterior  walls  in  the  tiirm  ol'  erosions  with  considerable  liardness 
or  in  the  inerusted  state.  Usually  there  is  but  one  chancre;  sometimes 
tluTe  are  two. 

Chancres  of  the  Os  Uteri.— These  lesions  are  seated  either  on  tlie 
anterior  or  posten^a-  lip  uf  the  uterus,  perhaps  more  frequently  on  iho 
former  than  the  latti-r.  On  these  sites  they  may  extend  up  the  inner 
surface  of  a  lip»  even  into  the  uterine  cavity.  Tn  stmie  eases  the  chancre 
surrounds  the  os  and  involves  a  purtifui  uf  the  iimer  surface  of  I  he  lip. 
As  a  ndejbut  one  chancre  is  present ;  rarely  two  are  seen,  (Sec  Fig,  4, 
Plate  XXX.) 

Chancres  of  the  Breast.— Chatu'res  arc  i'tunul  uj>on  tlie  female 
nipple,  upon  its  areola,  and  rarely  upui  tlie  integunieut  beyond  the 
arcida. 

These  chancres  are  of  the  erosive  and  inerusted  types^  and  some- 
times they  exist  as  indurated  fissures* 

Upun  the  nipple  the  chancre  forms  a  flat  plaque  of  varying  size  or  a 
distinct  noduh^  invulvinj^  part  or  all  of  the  appendage.  When  the 
woujan  does  not  give  the  breast  to  her  rhild  tiie  (4janere  shuws  a  ten* 
dency  to  Ijccomc  inerusted,  but  during  nursing  moisture  keeps  the  |>arts 
in  an  eroded  eftndition. 

Chancres  very  commonly  form  in  the  furrow  at  the  base  uf  the  nip[de, 
and  then  they  assume  shapes  resembling  segments  of  circles,  and  some- 
times they  are  completely  circular  in  form.  These  chancres  are  most 
commonly  of  the  inerusted  variety. 

Chancrc^s  of  the  areola  are  usually  small  round  or  oval  erosions, 
sometimes  flat,  again  elevated  ;  or  they  may  Ijc  saucer-shaped  and  slightly 
depressed  below  the  n<*rmal  iilane.  Very  rarely  do  tlicse  chancres 
become  inerusted.  In  this  situation  it  is  eununon  tn  find  six  or  eight, 
or  even  as  many  as  sixteen,  of  these  chancres.  In  some  cases  the  leslong 
are  fomxl  on  l>r»th  breasts. 
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BELAPSmO    INDURATIONS  (ALSO    CALLED    PSEUDO- 
CHANCRE   INDURi,   CHANCRE  REDUX). 

The  genital  organs  and  any  part  of  the  integument  or  mucous  mem- 
branes upon  which  the  initial  lesion  has  existed  may  at  any  time  in  the 
course  of  syphilis  be  the  seat  of  recurring  indurated  nodules,  which  are 
liable  to  be  mistaken  for  primary  lesion. 

There  are  two  kinds  of  these  relapsing  indurations — the  superficial  and 
the  deep.  The  superficial  induration  is  in  every  respect  like  a  true 
chancre,  consisting  of  a  localized  infiltration,  somewhat  elevated,  hav- 
ing a  smooth  exulcerated  surface  which  secretes  a  scanty  mucous  fluid. 
It  generally  appears  upon  the  mucous  layer  of  the  prepuce  or  upon  the 
glans  in  the  form  of  a  small  papule.  It  runs  an  indolent  course,  and 
may  attain  a  large  size.  It  may  be  accompanied  by  enlargement  of 
the  inguinal  ganglia  if  it  appear  within  the  first  and  second  years. 
It  sometimes  appears  exactly  on  the  seat  of  a  former  primary  lesion, 
and  is  generally  solitary.  It  may  also  develop  upon  a  herpetic  lesion, 
or  an  erosion,  or  a  fissure.  It  is  not  uncommonly  seen  as  a  localized 
thickening  of  mucous  membrane  the  surface  of  which  is  intact. 
These  superficial  relapsing  lesions  are  sometimes  very  rebellious  to 
treatment,  both  external  and  internal — a  feature  in  marked  contrast 
with  what  occurs  in  the  initial  lesion. 

These  sujKjrficial  relapsing  indurations  in  some  rare  cases  recur  from 
time  to  time  at  intervals  of  months  and  of  a  year  or  two. 

The  deep  relapsing  induration  occurs  in  the  submucous  connective 
tissue  of  the  prepuce  and  of  the  labia  majora.  It  consists  of  a  sharply 
defined  nodule  of  cartilaginous  hardness,  freely  movable,  and  generally 
not  adherent  to  the  mucous  membrane.  Its  growth  is  rapid,  and  it 
sometimes  reaches  the  size  of  a  nutmeg.  There  maybe  several  of  these 
tumors,  and  I  have  seen  five  in  one  case.  The  lesion  may  remain  inac- 
tive for  a  long  time,  causing  no  pain,  but  giving  some  inconvenience  in 
coitus.  In  some  cases  it  contracts  adhesions  with  the  surrounding  soft 
parts  ;  exceptionally,  it  undergoes  necrosis  and  forms  a  deep  ulcer  which 
is  difficult  to  cure.  In  women  the  infiltration  is  often  extensive,  in- 
volving, perhaps,  the  whole  labium.  The  induration  is  very  marked  and 
often  persists  for  years.  In  rare  cases  the  lips  and  labia  minora  are 
involved.  There  is  usually  no  enlargement  of  the  inguinal  ganglia  with 
the  deep  induration,  either  in  men  or  in  women. 

These  indurations  may  occur  as  early  as  the  first  and  as  late  as  the 
tenth  year  of  syphilis.  They  are  amenable  to  early  treatment,  but 
become  obstinate  with  age.  They  have  been  known  to  undergo  spontane- 
ous involution  and  to  relapse  after  complete  cure.  It  is  important  to 
distinguish  them  from  primary  lesions  of  .syphilis.     Many  of  the  re- 
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p(>rted  €3969  of  reifi&crioii  have  oo  dr^ubt  been  examples  of  relapsing 
imluradoii.  In  practice  the^  relapsing  legions  are  found  more  fre- 
quently in  men  than  in  women. 

TEEATMEKT  OF  CHAKCEE. 

It  can  now  be  stated  \dth  positiveness  that  s^yphilis  cannot  be 
aborted  by  <i«rly  cauterization  or  cxeij^ion  of  the  chancre  nor  by  the  re- 
moval of  the  ingainal  ganglia,  an  J  that  early  and  energetic  menninal 
treatment  In^inning  with  the  appearance  of  the  chancre  is  powerlej«§ 
Uy  prevent  infection  of  the  system. 

When  ^nxi  at  a  very  early  ♦bte  upon  the  male  genitals  the  chancre 
usually  ap|>ears  as  a  minute  round  or  oval  excoriation  or  as  a  pipule 
with  a  sciily  or  oozing  surfaee*  So  much  does  this,  the  earliest  of  all 
evidences  of  syptiilis,  resemble  simple  benign  lesions  that  mistaken  are 
very  liable  to  occur,  and  a  chanci-e  may  be  diagnosticated  as  anexcoria- 
tifin,  an  abrasion,  or  as  a  simple  inflannnatfjry  jwipule,  or  vice  verm. 
ITiuler  these  cirenmstance*?  tlie  physician  cannot  Ije  too  careful  and 
giiimk'd  in  the  diagnosis  of  any  seemingly  in^^jignificant  lesion  up^jn  the 
|)c?niH,  It  ifl  well  to  warn  a  patient  not  to  indulge  in  isexual  intercourse 
for  at  least  two  weeks,  by  which  time  the  nature  of  the  lesion  will  be 
bevond  *|nestion,  since  if  it  is  Ijcnign  it  will  cotninonly  heal  under  simple 
tnnitinent  and  cleanliness,  and  if  it  is  an  incipient  hard  chancre  its 
evtilnlinn  will  continue  and  its  apiHanuicL'  will  indicate  its  character. 
It  is  o{  tlie  utmost  importance  that  no  etimnladng  or  escharotic  appU- 
nUiiins  should  bt»  made  to  these  small  lesions  fur  very  gfKxl  and  suffi- 
cient reastnis.  In  the  first  place,  if  tlie  lesion  is  simple  in  nature,  burn- 
ing it  with  at^id  t»r  (»tht*raiustic  will  not  de.strtiy  it,  but  simply  transform 
it  into  un  inrtammatory  ikkIuIc,  which  may  present  a  striking  resem- 
Idance  lo  a  younjir  hard  chancre*  and  thiLs  doubt  and  uncertainty  of 
mind  are  imbuHHl  or  an  error  in  lUaignoesis  is  the  rt^iinlt.  If  the  lesion 
IH  un  incipient  ehaiicn\  it  is  a  Uxtiliied  specific  neoplas;m,  which  cauter- 
imtioQ»  howe\>^^  jievere«  canmil  poe^bly  destrviy^  but  it  can  cause 
a  OOllipUcaiii|)Bt  cirtleina  which  may  lie  troubIe^>me  to  cure.  It  may  be 
iitatifKl  ti*  a  gtJJk'^u  rule  that  we  must  not  lay  violent  hands  on  these 
«r>emiu)tly  ^aiple  ami  |>erba}^  ius^i^iiticcint  lesions.  Adv  breach  of 
»«rtWH\  tlK*ri^forv,  should  l>e  kcjU  ^'ru|)4iKiusly  clean  by  washing,  and 
it«i  ^iurfei^x*  i.v\"ei\*tl  with  lint  or  abci^.«Hient  i>4Uu]  moistened  vnih  lioiled 
or  diMillctl  ^^ter.  In  uuny  ca^^^^s  a  vi^ter  dn*^ng  b  ^uflicient,  but 
luiki  stuUimate  saiJiitkwi^^l  ;  UKXV  ^XM\  tic  3000^  may  he  applied^  or 
very  diluie  ^\luti\m:<  i^  earU4ic  ad^  TlMne  apiilkaliiMia  may  be 
ii^e  ewry  txiw  thiw^  ».Mf  &*Mr  boMrs^  IVfusid*  of  kirdrQigen  (1  part) 
aii^l  water  ^«>  )iafts^  aiakv  a  9M)al»%Mi  wUek  ariH  |ir>Mltice  an  aiitm*ptic 
eAWt.    A$  the  banl  cImmm»  ft^^m^  ^^f!»  it  «h^5  ^  tnaitU  witk  black 
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wash  or  with  yellow  wash.  It  must  be  understood  that  the  therapeu- 
tical eflTect  of  these  lotions  is  simply  protective  and  slightly  stimulating. 
They  prevent  irritation  and  ulceration  by  keeping  the  parts  clean  and 
aseptic.  The  chancre  offers  a  nidus  for  pus-producing  microbes,  and 
when  it  is  not  large  antiseptic  washes  are  all  that  is  required  in  the  way 
of  treatment. 

Chancres  covered  with  a  false  membrane,  thick  or  thin,  those  which 
show  a  tendency  to  become  necrotic  upon  their  surfaces  or  in  which  a 
decided  tendency  to  ulceration  is  seen,  may  not  be  suflSciently  influenced 
by  the  foregoing  applications.  In  these  cases  it  is  important  that  a 
decidedly  caustic  effect  should  be  produced.  In  cauterizing  hard,  as 
well  as  soft,  chancres,  carelessness  and  recklessness  must  be  carefully 
avoided.  The  lesion  to  be  treated  should  first  be  carefully  washed 
with  soap  and  water,  and  then  irrigated  with  a  5  per  cent,  carbolic 
solution.  It  should  be  dried  and  a  solution  of  cocaine  applied  to  it, 
and  then  it  should  be  dried  again.  A  more  expeditious  preparatory 
method  is  to  sop  the  surface  of  the  lesion  freely  with  peroxide  of  hydro- 
gen diluted  with  an  equal  quantity  of  water,  then  to  dry  the  surface 
and  apply  the  cocaine,  and  again  dry  the  parts.  As  a  routine  applica- 
tion nothing  is  better  than  fluid  carbolic  acid  or  pure  nitric  acid.  These 
agents  should  be  sparingly,  carefully,  and  not  frequently  applied  to  the 
surface  of  the  sore,  and  not  beyond  it.  A  small  quantity  of  cotton 
rolled  on  the  end  of  a  wooden  toothpick  offers  the  most  eflTective  and 
satisfactory  means  of  application.  Calomel  very  often  acts  promptly 
and  efl*ectively  upon  chancres  which  show  a  destructive  tendency.  It 
is  also  useful  as  a  dry  dressing  on  clean  but  indolent  chancres.  It  is 
well  to  bear  the  fact  in  mind  that  this  destructive  treatment  is  only  in- 
dicated in  cases  in  which  the  surface  of  the  sores  is  unhealthy  and  shows 
no  tendency  to  heal.  After  cauterization  it  is  necessary  to  apply  anti- 
septic remedies  in  the  powder  form.  It  is  always  imperative  that  these 
lesions  should  be  carefully  washed  twice  a  day,  and  the  patient  should 
be  warned  to  destroy,  preferably  by  fire,  all  linen  used  in  the  cleansing, 
and  to  be  careful  not  to  touch  with  soiled  fingers  any  article  which 
others  may  handle. 

The  efficient  powders  for  use  are  aristol,  europhen,  antinosine,  noso- 
phen,  and  acetanilid.  Dermatol  may  be  of  benefit  in  some  cases.  Some 
chancres  in  both  men  and  women  fail  to  respond  to  the  remedies  just 
mentioned,  and  then  we  are  forced  to  resort  to  the  one  remedy — iodo- 
form— which  rarely  is  found  wanting. 

New  remedies  come  and  go,  but  this  one  stays  by  us.  It  may  be 
said  without  fear  of  contradiction  that  for  the  dressing  of  ulcers  and 
wounds  about  the  genitals,  male  and  female,  there  is  no  remedy  so 
efficient  or  which  has  such  a  wide  range  of  usefulness.     Its  odor  is  of 
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c<mv^L\  nljjwtiunnble,  but  with  c^re  much  of  this  incniiveniern^e  may  be 
obviated.  In  the  fim  place,  the  jjowder  must  be  very  ciirefnlly  and 
sparin^^ly  pot  on  the  .siirfaef%  and  iu*t  allowed  to  fall  on  .^nniid  (»arts 
or  iij>on  the  clothes,  Tlien,  if  the  lesion  is  under  the  pre])ucc,  the  tnlor 
may  be  kept  at  a  minimum  by  packing  cotton  in  the  preputial  orifiw. 
If  the  lesion  is  on  an  uncovered  part,  it  should  be  envelopnt  in  ab'^orl)- 
cnt  cotton  and  then  coverc^d  with  gutta-percha  tissue.  A  liltle  care 
and  ingenuity  will  do  nuich  to  dissipate  a  patient's  disint^lination  or 
re[»ngnancc  to  the  use  of  this  drug.  Thougli  many  drugs  have  been 
recommended  as  having  the  power  of  deodorizing  or  disguising  the  odor 
of  iodoform,  none,  in  my  judgment,  has  proved  success fuk  By  tar 
the  best  deodorant  is  cumarin,  which  in  small  quantities  may  he  added 
to  iochjform.  It  must  always  be  remembenHl  that  tliis  powder  is  ap- 
plicable only  to  unhealthy  and  necrotic  surfaces,  and  that  when  a  smootli 
healing  surface  lias  been  produced  it«  use  must  be  discontinucil  and  one 
of  the  simple  stimulating  or  antiseptic  lotions  or  powders  should  be 
substituted. 

Such  is  the  satisfactory  action  of  s^jme  of  the  new  antiseptics  men- 
tioned that  the  use  of  black  or  yellow  wash  is  becoming  less  frequent. 
These  remedies  will  certainly  clear  up  the  ulcerate<l  surface  of  many 
chancres,  but  it  is  always  best,  if  we  can,  to  produce  this  result  with  dry 
dressings. 

It  must  not  be  ftirgotten  that  the  main  benefit  of  all  {intiseptic  rem- 
edies tor  chaucre  consists  in  their  power  of  |)reveuling  ulceration,  and 
by  this  means  they  hasten  the  curt?.  It  is  important,  however,  that  a 
specific  action  should  be  brought  to  bear  on  all  elmncres  which  show  a 
tentlency  to  become  indurated.  Having  by  the  pro|K*r  means  p^f^duce<l 
a  liealdiy  surface,  the  chancre  sliould  be  treated  with  mercurial  oint- 
ment. The  surface  having  l>een  washed  and  rendered  as  nearly  as 
possible  asej)ti(%  a  layer  of  absorbent  cotton  or  lint  well  smeared  with 
this  ointment  should  be  |jlaeed  upon  it,  aud  kept  in  constant  apposition. 
It  is  important  that  the  dressing  should  be  renewed  two  or  three  times 
a  day. 

Chancres  in  women  require  the  same  general  treatment  as  for 
those  in  men.  In  many  cases  they  run  their  course  and  disappear 
without  treatment  and  perhaps  without  recognition.  In  some  cases, 
however,  they  are  obstinate  and  persistent,  and  require  time  and  care 
for  thinr  removal.  It  is  always  iin(>crative  that  the  vagina  and  vulva 
should  be  kept  particularly  clean  in  wtmien  having  syphilitic  chancres. 
Thi»y  shoid<l  use  frequent  irrigations  of  Init  water  to  which  Ixrmx,  alum, 
sulphate  of  zinc,  or  carbtjlic  acid  is  added.  Then  the  j>arts  shoidd  l>e 
kept  as  dry  as  jwssilde,  f«>r  which  purpose  tampons  of  absorbent  cotton 
are  very  effective.     In  some  cases  extensive  and  troublesome  indurating 
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oedema  becomes  a  complication  of  the  vulvar  chj^ncre,  and  its  presence 
means  a  long  siege  of  annoyance  and  perhaps  suffering.  When  possible, 
chancres  in  the  female  should  be  dressed  with  mercurial  ointment  in 
the  manner  described  above.  If  the  induration  is  extensive  or  if  it 
shows  a  tendency  to  spread,  it  is  well  to  cover  the  chancre  and  a  liberal 
area  of  the  parts  around  it  with  the  ointment.  In  some  cases  a  strong 
calomel  or  white-precipitate  ointment  may  be  used  in  place  of  the 
mercurial  ointment.  In  some  ulcerative  cases  aristol  and  iodoform  may 
be  required.  It  is  well  also  to  use  the  other  antiseptic  powders  ah^ady 
mentioned,  since  they  may  be  of  use  in  women. 


CHAPTKR  XXIX, 


PRIMARY   SYPHILIS. 


LYMPHANGITIS   AND   ADENITIS, 

Induration  of  the  Lymphatics. 

Though  for  brevity,  and  largely  on  account  of  its  general  acceptance, 
I  use  the  above  term,  it  is  well  to  remenilx^r  tbat  in  syphilis  the  elmnere 
is  first  formed,  and  fnmi  tliis  focus  the  infection  promplly  travels  up  the 
perivaisoular  lymph-si>aces  which  surround  the  vessels.  Therefore^  to 
be  strictly  and  scientifically  accurate,  tliis  comlidun  is  a  syphilitic  h^jier- 
plasia  of  the  jicri  vascular  lyniph-spaccs,  a  peri  phlebitis,  and  a  |>eri- 
arteritis. 

Specific  enlargement  of  the  lymphatics  is  chanicterized  by  three 
inijiortant  symptoms— viz.,  induration,  absence  of  inflammation,  and 
persistency. 

The  indumted  vessel  feels  like  a  hanl  cord  running  from  the  neigh- 
b<>rli(io<l  of  the  chancre  toward  the  pube?  n\ow^  tlic  upper  surface  of  the 
penis  in  the  course  of  the  dorsal  vein  and  artery,  or,  in  a  few  instances, 
it  occupies  the  side  of  this  organ*  It  is  generally  single,  but  sometimes 
muUiple  ;  of  the  size  of  a  cro\VH|nill  orgouse-fpiill ;  in  some  cases  of  uni- 
f*>rm  iliametcT,  when  it  communicates  to  the  fingers  a  sensation  like  tbat 
of  tlie  vas  deferens,  while  in  others  it  is  swollen  at  rt^gular  intervals  like 
a  necklace,  or  is,  as  botanists  would  say,  moniliform.  The  distal  ex- 
tremity arises  in  the  induration  surrounding  the  chancre,  and  the  cord 
can  generally  be  tmced  for  two  or  three  inches  toward  the  pubes,  some- 
times to  the  base  nf  tliis  prominence,  but  rarely  as  far  as  the  indn rated 
ganglia  in  the  groin. 

Induration  of  the  lymphatics  appears  about  the  same  time  and  in  the 
same  manner  as  that  of  the  base  of  the  elmncre,  and  the  two  generally 
Correspond  in  degree  of  tlevelopment*  The  former  is  less  constant  than 
the  latter,  but  if  sought  for  may  he  found  in  a  large  ]>roportion  of  cases. 

Induration  of  the  lympluitics  usually  undergoes  resolution  about  the 
same  time  as  that  of  the  chancre,  but  in  a  few  instances  it  becomes 
inflamed  and  terminates  in  suppuration,  when  fistulous  openings  may 
form  along  the  course  of  tlic  vessel.  In  these  teases  there  is  usually  a 
complicating  infection  of  the  chancre  by  pus-microbes,  and  an  active 
suppurating  prcK-ess  restdts  which  spreads  to  the  lymph-spaces. 

It  is  always  well  to  cause  patients  to  rub  mercurml  ointment  into 
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hyperplastic  syphilitic  lymphatics  and  ganglia  as  soon  as  general  mani- 
festations show  themselves.  Such  a  course  materially  aids  in  curing 
the  syphilis.  In  case  the  lymphatics  are  swollen,  lint  smeared  with 
mercurial  ointment  should  be  wrapped  around  the  penis  and  kept  there 
night  and  day  if  practicable. 

Adenitis. 

In  every  case  of  hard  chancre  the  neighboring  ganglia  become  indo- 
lently enlarged,  and  in  many  instances  the  lymphatic  vessels  are  involved 
in  a  similar  change.  The  enlargement  is  sometimes  appreciable  as  early 
as  the  fifth  day  after  the  appearance  of  the  sore,  and,  as  a  rule,  between 
the  seventh  and  the  tenth  days.  In  rather  exceptional  cases  well-marked 
induration  may  not  be  felt  until  the  fourteenth  day,  rarely  later.  At 
first,  it  is  usually  more  pronounced  on  the  same  side  as  the  chancre. 
Later  on,  both  sides  are  involved,  though  the  enlargement  is  sometimes 
unilateral.  The  hardness  of  the  ganglia  is  peculiar  in  its  density  and 
painlessness.  They  are  freely  movable,  and  feel  under  the  skin  like 
almonds  or  little  round  tumors,  which  do  not  usually  adhere  to  one 
another  or  to  the  overlying  integument.  Sometimes  one  ganglion 
becomes  much  larger  than  the  rest,  and  exceptionally  a  number  become 
blended  into  an  indolent  mass.  In  somewhat  rare  cases  one  ganglion 
in  a  chain  seems  to  be  spared ;  thus  in  chancres  of  the  finger  the  epi- 
trochlear  may  not  be  appreciably  enlarged,  while  the  axillary  ganglia 
may  be  much  swollen. 

It  will  generally  be  found  that  those  ganglia  in  immediate  anatomical 
relation  with  the  seat  of  the  chancre  are  usually  the  ones  which  are  most 
swollen.  Induration  of  the  inguinal  ganglia  may  affect  one  or  both 
sides.  In  the  former  case  it  is  usually  the  side  upon  which  the  chancre 
itself  is  situated,  although  occasionally  this  rule  is  reversed,  as  with 
buboes  attendant  upon  a  chancroid. 

Wherever,  as  in  the  groin,  a  number  of  ganglia  form  a  group,  most 
of  them,  at  least,  are  usually  involved,  but  to  an  unequal  extent.  A 
"pleiad,"  as  it  has  been  called,  or  a  rosary-like  arrangement,  of  small 
olive-shaped  or  globular  tumors,  is  felt,  cartilaginous  in  hanlness,  freely 
movable  upon  each  other  and  the  surrounding  tissues,  and  without 
attachment  to  the  overlying  integument.  One  is  commonly  developed 
more  than  the  rest,  and  attains  about  the  size  of  an  almond ;  the  others, 
as  large  as  a  bean  or  cherry,  surround  it  like  satellites. 

There  are  no  symptoms  of  acute  inflammation.  The  change  has 
taken  place  insidiously  and  often  without  the  patient  knowing  it.  The 
skin  is  not  altered  either  in  color  or  temperature.  Firm  pressure  some- 
times reveals  slight  tenderness,  but  rarely  excites  severe  pain,  and  motion 
is  usually  not  impeded. 
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Less  frequently,  only  a  single  tumor  is  felt  in  the  groin,  varying  in 
size  and  sha]H'  in  diflTerent  cases :  sometimes  it  may  be  compared  to  a 
goo<l-sized  plum,  while  at  other  times  it  is  elongated,  about  the  thick- 
ness of  the  linger,  and  corresponds  in  direction  to  the  inguinal  fold.  In 
some  instances  as  the  tumor  subsides  it  resolves  itself  into  several,  show- 
ing that  it  was  comi)osed  of  a  number  of  coherent  ganglia  held  together 
by  a  mildly  j)roliferative  peri-adenitis. 

When  a  chancre  is  situated  at  a  distance  from  any  group  of  ganglia, 
as  u|>on  the  fingers  or  face,  only  one  or  two  of  these  bodies  are  usually 
in  vol  veil. 

Induration  of  the  ganglia  usually  reaches  its  full  development  in  the 
course  of  a  week  or  fortnight. 

These  swellings  are  sometimes  called  syphilitic  buboes. 

Diagnosis. — In  general,  the  diagnosis  of  syphilitic  adenitis  is  easy 
when  this  condition  is  studied  in  connection  with  the  chancre.  It  is 
sometimes  observed  that  a  m^  has  a  sore  of  doubtful  appearance  and 
with  unsatisfactory  historj',  and  in  connection  therewith  there  is  indolent 
enlargement  of  the  inguinal  ganglia,  perhaps  bilateral,  which  the  patient 
claims  has  been  present  for  years.  In  such  instances  a  prompt  diagnosis 
cannot  be  made,  but  in  the  course  of  a  week  or  two  the  nature  of  the 
affection  can  be  determined. 

In  some  corpulent  subjects  it  is  often  very  difficult  to  make  out  clearly 
the  condition  of  the  inguinal  ganglia.  This  same  result  may  also  be  ob- 
served in  some  rare  c^ses  in  which  the  fascia  and  connective  tissues  are 
so  compact  and  unyielding  that  thorough  palpation  cannot  be  practised. 

In  forming  estimates  of  the  condition  of  the  inguinal  ganglia  it  is 
always  well  to  remember  that  other  morbid  conditions  besides  syphilis 
may  cause  them  to  become  indolently  swollen.  Thus,  after  the  sub- 
sidence of  gonorrha^al  adenitis  the  ganglia  may  remain  hard,  firm,  and 
more  or  loss  enlarged.  Eczema,  psoriasis,  phtheriasis,  and  all  inflam- 
matory diseases  of  the  skin,  when  they  attack  the  legs  lead  to  painless 
or  j)ainfnl  enlargement  of  the  inguinal  ganglia. 

Resolution  without  suppuration  is  almost  the  constant  termination 
of  syphilitic  induration  of  the  ganglia.  When,  however,  the  chancre 
has  been  attacked  by  pyogenic  microbes — and  this  is  more  common 
when  j)liimosis  has  been  produced — a  suppurative  adenitis  sometimes 
results,  which  may  be  chronic  or  may  be  very  acute  and  present  the 
same  features  as  chancroidal  bubo.  It  is  not  uncommon  in  suppurating 
syphilitic  adenitis  in  the  groin  to  find  a  diffuse  bed  of  suppuration  in 
which  are  scattered  many  hyperplastic  and  much-swollen  ganglia. 

Treatment. — Mercurial  ointment  should  be  well  rubbed  into  the 
skin  over  the  hyperplastic  ganglia  every  day.  The  same  treatment  is 
necessary  for  the  lymphangitis. 
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Oeneralized  Hyperplasia  of  the  Superficial  and  Deep  Ljnoiphatic 

Qanglia. 

With  the  generalization  of  the  syphilitic  infection  the  superficial  and 
deep  lymphatic  ganglia  of  the  whole  body  become  indolently  and  pain- 
lessly swollen.  Though  this  condition  is  spoken  of  as  essentially  be- 
longing to  the  secondary  period,  there  is  no  doubt  that  the  tissue- 
changes  which  lake  j)lace  in  the  ganglia  begin  quite  early  in  the 
secondary  period  of  incubation,  and  they  become  mature  at  the  time 
of  onset  of  other  secondary  lesions.  The  ganglia  which  are  most 
accessible,  and  therefore  important  in  a  diagnostic  point  of  view,  are 
the  anterior  and  posterior  cervical  ganglia,  situated  anteriorly  and  pos- 
teriorly to  the  sternocleidomast<jid  muscle,  the  occij)ital  ganglia,  those 
over  the  clavicle  (on  either  end),  and  on  the  margin  of  the  pectoral 
muscles,  the  anterior  and  posterior  auricular  or  the  mastoid  ganglia,  the 
epitrochlear  at  the  elbow-joint  above  the  internal  condyle,  and  the 
axillary  ganglia.  All  of  these  ganglia  become  swollen  in  secondary 
syphilis  as  a  result  of  the  essential  hyperplastic  process  produced  by 
the  virus.  In  some  cases  the  ganglionic  reaction  is  rendered  more 
intense  by  the  presence  of  irritated  syphilitic  lesions  or  by  inflam- 
matory skin-lesions  which  may  be  developed  on  the  regions  of  the 
body  in  which  lymphatic  radicals  take  their  origin. 

In  this  way  the  lymphatic  ganglia  of  the  neck,  of  the  axillse,  and 
groin  may  become  acutely  swollen,  and  may  then  be  the  seat  of  pain. 
Whenever  any  of  these  ganglia  go  on  to  suppuration  it  is  certain  that  a 
nearby  pus-focus  has  supplied  the  irritating  secretions  or  the  microbes. 

While  hyperplasia  of  the  superficial  ganglia  occurs,  as  a  rule,  in 
early  secondary  syphilis,  this  condition  also  may  be  observed  in  ex- 
ceptional cases  in  late  syphilis,  particularly  in  persons  whose  nutrition 
has  been  lowered  and  whose  constitutions  have  been  impaired. 

It  is  now  generally  conceded  that  the  changes  in  the  deep  lymphatic 
ganglia  are  among  the  most  frequent  and  most  constant  of  the  effects  of 
tertiary  syphilis.  They  bear  the  same  relation  to  syphilis  of  the  viscera 
that  adenopathy  of  the  subcutaneous  Iymj)hatic  glands  does  to  syphilis 
of  the  skin  ;  in  other  words,  they  are  its  constant  accompaniment.  The 
affection  of  the  deep  lymphatic  glands  may,  however,  exist  without  any 
lesion  of  the  visceni,  just  as  the  post-cervical  and  epitrochlear  glands 
may  be  enlarged  without  an  eruption  upon  the  scalp  or  arms. 

The  glands  most  frequently  affected  are  the  prevertebral,  lumbar, 
iliac,  and  femoral ;  the  mesenteric  glands  and  those  of  the  extremities 
are  rarely  involved.  The  changes  are  various.  Most  frequently  there 
is  hyperplasia  of  the  glandular  elements ;  the  gland  is  increased  in 
length  rather  than  in  breadth,  is  friable,  of  soft  consistency,  of  a  red- 
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dish-  or  yellowish-gray  color,  its  surface  injected,  and  its  substance 
cheesy.  In  other  cases  the  connective  tissue  of  the  gland  appears  to 
be  the  chief  seat  of  the  lesion,  and  becomes  indurated.  Suppuration  is 
never  present,  which  is  an  important  diagnostic  sign  between  this  and 
the  affections  of  the  glands  in  typhoid  fever  and  in  tuberculosis. 

In  the  tertiarj'  stage  of  syphilis  the  ganglia  may  become  swollen  and 
the  seat  of  sclerosis  or  gummatous  induration.  The  affection  is  very 
chronic. 


CHAPTER  XXX. 

SECONDARY  SYPHILIS. 

SYMPTOMS  AND  AFFECTIONS  OF  THE  SECONDARY  STAGE. 

At  the  expiration  of  the  secondary  period  of  incubation,  which  may 
be  as  short  as  forty-five  days,  and  exceptionally  as  long  as  ninety 
(rarely  longer)  days,  the  secondary  period  of  syphilis  begins.  This 
stage  of  the  disease  is  also  called  the  period  of  general  or  constitutional 
manifestations,  and  also  the  condylomatous  stage.  The  teachings  of 
pathological  anatomy  show  very  clearly  that  in  the  secondary  period  of 
incubation  the  infection  of  the  whole  system  is  going  on  slowly,  insidi- 
ously, but  effectively,  until  in  the  end  the  acme  is  reached,  when  gen- 
eral systemic  manifestations  and  symptoms  are  developed. 

There  is  a  remarkable  variation  in  the  amount  of  systemic  disturbance 
at  the  beginning  of  the  secondary  period.  In  many  subjects  no  devia- 
tion whatever  from  the  healthy  standard  is  observed  to  mark  the  com- 
mencement of  the  secondary  stage,  and  the  dermal  lesions  are  the  only 
evidences  of  syphilis.  These  very  often  pass  away  unobserved,  and  as  a 
result  a  hiatus  in  the  patient's  medical  history  is  produced.  In  other 
cases,  however,  particularly  in  women,  much  and  varied  constitutional 
disturbance  takes  place.  In  some  cases  syphilis  comes  on  abruptly,  and, 
we  may  say,  it  explodes. 

Perhaps  the  most  constant  morbid  symptom  is  fever,  which,  though 
absent  in  many  cases,  is  present  in  most  in  varying  degrees  of  intensity. 
In  some  cases  there  is  an  elevation  of  temperature  of  from  one  to  three 
degrees,  commonly  with  a  corresponding  mild  nocturnal  exacerbation. 
In  other  cases  the  febrile  movement  is  well  marked,  the  morning  tem- 
perature being  from  101°  to  102°  F.,  and  in  the  evening  104°  F., 
and  in  rather  exceptional  instances  higher,  even  to  107°  F.,  particu- 
larly in  women.  Besides  the  elevation  of  temj)erature  there  is  a  corre- 
sponding acceleration  of  the  pulse,  and  the  respiration  nitio  is  increavSed. 
The  tissue-metamorphoses  are  present  in  proportion  to  the  intensity  of 
the  fever. 

Syphilitic  fever  not  infrequently  presents  a  distinctly  remittent  type 
— ^a  peculiarity  which  may  be  noticed  in  the  early  period,  but  is  generally 
not  observed  until  late  in  the  course  of  syphilis.  In  some  rare  cases  of 
tertiary  syphilis  a  well-marked  febrile  condition  has  been  observed.  It 
is  in  such  cases  that  the  incorrect  diagnosis  of  tuberculosis  may  be  made. 
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Various  neuralgic  pains  ure  also  coniplaincHl  of  by  patients,  the  peculi- 
arity of  which  is  their  constant  occurrence  toward  evening  and  at  night. 
Headache  is  mostly  nocturnal  in  cliaracter,  and  varies  from  a  mild  form 
to  one  in  wliich  the  jiatit^nt's  suliurings  are  agonizing,  in  which  he  or 
she  is  tortured  l>y  pain  *liiring  the  night,  and  pri»strate,  worn  out,  and 
suffering  during  the  day,  wlien  the  pain  may  not  wlioUy  cease.  Such 
patients  say  that  tlieir  heads  feel  as  ii'  they  were  being  crushed  as  by  a 
vise,  or  as  if  a  nail  were  driven  into  their  skulls.  Sometimes  the  pain 
seenas  to  be  superficial,  and  may  afTcct  the  temporal,  frontal,  or  occipital 
regions.  In  cvtlier  eases  these  pains  are  so  exerueiating  that  the  suflerer 
is  an  objeet  of  pity,  Tliese  pains  in  tlie  head  may  occur  at  the  date 
of  onset  of  genei*al  manifestations  and  at  later  periwls. 

Intense  neuralgic  pains  aflecting  tlie  cranial  nerves,  the  fifth  in  jjar- 
ticuhu%  also  seated  in  the  intercostal  nerves,  in  the  sciatic  and  its  branches, 
and  in  the  anterior  crural,  are  not  uncommon.  Persons^  who  have  previ- 
ously sufleretl  from  ntninilgia  of  any  part  are  especially  liable  to  exacer- 
bations during  the  eruptive  stage  of  syphilis,  and,  in  fact,  at  any  time 
during  the  activity  of  the  diathesis. 

Insomnia  is  a  symptom  sometimes  convplained  of  by  syphilitic  patients, 
who  can  give  no  reason  for  it  whatever,  since  in  many  cases  there  i$  no 
physical  suffering.  It  is  pi^-culiar  in  the  fact  that  it  is  not  readily  influ- 
enced by  soporifics,  but  gradual ly  ceases  with  the  disappearance  of  the 
exanthematic  symptoms  under  mercurial  treatment. 

Disturbances  of  the  sympathetic  nervous  system  are  sometimes 
strongly  marked,  ])firticularly  in  amemic  and  thin  jjersons  and  in  women* 
Such  pjitients  complain  of  c*>ld  feet,  and  their  hands  feel  like  marble 
or  ice^  and  they  are  ehilleil  by  the  slightest  draft. 

Cachexia. 

At  certain  periods  during  its  cuurse  syphilis  pn^duces  an  adynaunic 
eondition  of  the  system  calleil  **  syphilitic  cachexia.*'  These  periods  are 
at  or  just  before  the  evolution  of  the  disease  during  the  secondarT  sta|g<e 
an<l  towanl  the  close  of  the  tertiary  stage. 

In  these  cases  there  may  be  observed,  soon  afVer  the  oosel  of  the 
secondary  stage,  loss  of  appetite  and  strength^  emactalioD,  and  a  pale^ 
sallow  ap|x»a ranee.  The  pulse  becomes  rapid,  weak,  and  Moall,  aad  &a 
temperature  rises.  The  ftatient  feels  dejected^  nervous^  and  apprdieDiaTe» 
The  condition  becomes  graver  in  proportion  to  the  extent  of  the  ntmi^ff^ 
oiia  fimctional  disorders  which  accompany  the  ioatigiinitioii  of  the 
aeeondarjr  stages 

The  cachexia  of  the  secondary'  period  of  srphifis  also  maT  bcgia  m 
few  mooths  after  the  oosel  of  the  dLsease.  It  is  ^eeo  in  wraklj  rTTn^na 
oftener  than  in  the  robust^  and,  again,  more  freqoenlljr  in  those  vW 
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have  had  imperfect  or  no  treatment  whatever ;  hence  we  have  reason 
to  infer  that  early  and  adequate  treatment  will  prevent  its  occurrence. 
The  general  symptoms  of  cachexia,  already  given,  are  repeated  in  this 
stage  of  syphilis  in  a  milder  form.  Frequently  nothing  can  be  found 
to  account  for  the  condition,  and  the  only  suspicious  feature  of  the  case 
is  the  occurrence  of  headache  or  pain,  which  is  more  severe  at  night. 
In  some  cases  neurasthenia  is  developed. 

The  Typhoidal  Condition. 

In  the  early  months  of  syphilis  certain  grave  adynamic  conditions 
sometimes  supervene,  which  may  very  properly  be  termed  the  syphilitic 
typhoidal  state.  This  condition,  which  is  not  common,  is  usually  seen  in 
weakly  and  overworked  or  under-fed  individuals,  and  in  males  more  fre- 
quently than  in  females.  Malaria  and  a  neuropathic  tendency  are  some- 
times contributory  causes.  It  may  occur  quite  early  in  the  infection 
coincidently  with  the  development  of  the  general  manifestations,  and  at 
any  time  during  the  first  year.  It  may  supervene  in  some  subjects  in 
whom  the  treatment  has  been  inefficient  or  wanting,  and  also  as  a  result 
of  excesses  (sexual  and  alcoholic),  and  of  severe  bodily  and  mental  strain. 

The  patient  may  or  may  not  complain  of  headache  at  first,  but  he 
experiences  a  feeling  of  great  weakness  which  soon  develops  into  utter 
prostration.  He  has  a  mild  continuous  fever  and  dull  frontal  headache, 
and  his  pulse  is  rapid  and  small.  He  becomes  pale  and  sallow,  has  no 
energy,  and  desires  to  lie  down.  All  his  senses  grow  to  be  impaired 
and  dull,  and  he  becomes  somnolent  and  torpid.  He  has  confusion  of 
thought,  vertigo,  and  sometimes  photophobia.  His  appetite  leaves  him, 
and  his  bowels  are  usually  slow  ;  exceptionally  there  is  diarrhoea.  In 
this  condition  he  will  lie  in  bed  indifferent  to  all  around  him,  not  caring 
for  food,  and  sometimes  having  great  distaste  for  it.  In  this  lethargic 
condition  he  may  become  mildly  or  severely  delirious,  and  in  some 
cases  maniacal.  It  will  be  observed,  however,  as  a  rule,  that  the  pecu- 
liar dull,  earthy  tint  of  the  face  so  constantly  seen  in  typhoidal  patients 
is  not  well  marked  in  syphilitic  subjects.  But  there  is  the  same 
typhoidal  facies,  as  shown  in  the  utter  loss  of  tone  of  the  facial  muscles. 

Though  the  condition  is  serious,  it  does  not  commonly  cause  death, 
and  it  may  be  relieved  by  antisyphilitic  treatment,  together  with  care 
and  nursing  and  nutritious  food.  The  convalescence,  however,  is  rather 
slow,  and  several  months  may  elapse  before  the  patient  begins  to 
gain  in  weight  and  acquires  his  normal  physical  strength  and  mental 
balance.  In  this  condition,  however,  hemiplegia,  aphasia,  and  epilepsy 
may  supervene,  and  then  the  gravity  of  the  case  is  much  increased. 

The  diagfnosis  of  this  condition  is  usually  easy  if  the  medical  history 
of  the  patient  is  known.     The  absence  of  diarrhoea,  of  abdominal  ten- 

34 


530 


SECONDARY  SYPHILIS. 


derness,  and  of  gurgling  in  the  right  iliac  fossa,  and  of  the  ty[iicallv 
pronounced  tyjJioidiil  facies,  will,  when  carefully  studied,  lead  the 
physician  to  a  correct  interpretation  of  the  nature  of  the  case. 

Hysteria. 

In  men,  and  particularly  in  women,  a  condition  of  prontmnc^d  hys^ 
teria  may  he  deveUiiX'd  tu  the  early  months  of  syphilis.  Tliis  cundU 
tinn  may  be  comprehensively  portrayed  by  the  recital  of  the  following 
case,  which  brings  out  its  salient  features ;  After  the  onset  and  cessation 
of  roseolar  and  papidar  eruptions,  rhetimatoid  pains»  and  iritis,  a 
woman,  twenty-two  years  old,  begjin  to  suffer  from  continuous  supra- 
orbital pain  and  dizziness.  Her  gtiit  became  unsteady j  and  on  occasions 
a  sensation  as  if  she  would  inevitably  fall  backward  was  felt»  hut  was 
always  controlled  by  a  forced  mental  effort.  8he  was  emaciated,  and, 
instead  of  being  cheerful,  as  she  was  naturally,  she  was  sad  and  despt^nd- 
ent*  Her  appetite  was  poor,  but  not  capricious ;  the  bowels  moved 
regidarly,  and  urine  was  normal  in  quantity'  and  as  to  constituents^  and 
her  menses  were  regular.  Her  pulse  was  60  and  small,  and  the  tem- 
perature normah  It  was  noticed  that  she  was  more  irascible  than  usual, 
and  after  such  spel!*;,  wliieh  were  of  frequent  occurrence,  she  often  wept 
copiously.  Then  she  wuidd  reuiaia  for  hours  in  a  conditirm  of  abstrac- 
tion* lint  apjiearing  sensible  or  cognizant  of  her  surroundings.  She 
wf»uld  go  away  fnun  the  talde  when  eating,  imagining  that  she  was  nut 
good  enough  to  be  in  company  with  others.  At  oilier  times  she  would 
become  very  suspicious,  and  would  imagine  tliat  her  friends  wore  con- 
spiring against  her  or  that  they  were  laughing  at  her  and  making  sport 
of  her.  Under  this  impression  slie  would  Ix^cfmie  very  nervous,  and 
would  shrink  away  and  cry,  and  wouKl  perhaps  sit  tbrluvurs  without  ntov- 
ing  ;  and  if  any  one  came  near  her  she  would,  as  it  were,  awaken  from 
her  lethargy  grt^atly  frightened  and  be  much  agitated.  When  spoken 
to  she  recognized  thiise  around  her  very  rea<lily,  and  was  pleased  Ut  see 
them,  and  she  said  she  felt  a  queer  sensation  in  the  head.  When  askcn^l 
if  she  felt  l>adly  continuously,  she  replied  that  there  were  intervals  in 
wliich  slie  was  companitively  free  from  the  sensations,  and  that  she 
tried  very  hard  to  resist  them.  She  said  she  felt  quite  weak,  that  her 
memory  w^as  very  poor  in  comparison  to  what  it  had  lieen,  and  that  in 
reading  a  book  or  |>aper  she  often  forgot  what  she  had  read  when  she 
got  through.  This  fact  was  very  apt>arent,  for  she  was  fond  of  reading 
the  sensational  serials  in  the  weekly  papers,  but  her  memory  was  so 
much  impaired  that  she  could  not  keep  the  thread  of  the  narrative. 
She  eonipkiiued  of  dinuiess  of  vision,  and  she  frequently  saw  muj^Oft 
rofilantes  before  her  eyes.  She  said,  also,  that  her  sleep  was  very  much 
disturbed,  and   she  frequently  awoke  greatly  alarmed.     Upon  walking 
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a  sensation  of  ataxia  was  noticed,  and  she  said  she  felt  uncertain  as  to 
where  she  was  placing  her  feet.  At  this  time  she  had  nocturnal  rheu- 
matoid pains  along  the  tibiae  and  in  the  larger  joints. 

Analgesia. 

Syphilis  very  commonly  gives  rise  to  various  disorders  of  the  general 
sensibility,  especially  in  women.  The  most  frequent  of  these  is  a  loss 
of  the  perception  of  pain,  or  analgesia,  with  which  is  sometimes  com- 
bined absence  of  the  sense  of  touch  and  of  temperature.  In  such 
cases,  for  instance,  a  pin  may  be  thrust  deeply  into  the  flesh  without 
the  patient's  suffering  pain,  and  she  may  be  also  insensible  to  the  touch 
of  the  fingers,  or  cannot  distinguish  between  hot  and  cold  objects. 

Syphilitic  analgesia  varies  in  degree  in  different  cases,  and  also  in 
the  extent  of  the  surface  affected.  In  some  instances  it  extends  from 
head  to  foot,  in  others  it  is  confined  to  particular  regions,  when  the 
extremities  of  the  limbs,  as  the  hands,  the  lower  half  of  the  forearms, 
the  feet  and  ankles,  the  female  breasts,  are  almost  invariably  involved. 
The  back  of  the  hand,  over  the  dorsal  surface  of  the  metacarpus,  is  a 
favorite  site,  where  it  is  likely  to  be  found  if  anywhere.  The  disorder 
occurs  during  the  early  secondary  period,  and  most  commonly  lasts  for 
several  months. 

Disturbance  in  the  Reflexes. 

In  some  cases  of  syphilis,  prior  to  the  onset  of  general  manifesta- 
tions and  during  their  evolution,  an  exaggeration  of  the  reflexes  of  the 
skin  and  tendons  may  be  observed.  This  condition  may  develop 
slowly  or  it  may  appear  quite  suddenly.  Exceptionally  this  symptom 
is  found  in  the  late  stage  of  syphilis  in  cases  which  have  been  im- 
pmperly  treated. 

Sjrnoyitis. 

Two  forms  of  synovitis  occur  during  the  course  of  syphilis — the  one 
simply  a  chronic  effusion  into  the  joint  without  appreciable  change 
therein  ;  the  other,  an  affection  in  which  there  is,  besides  the  effusion,  a 
thickening  of  the  synovial  membrane. 

Synovitis  begins  slowy  and  {)ainlessly.  The  patient  experiences  slight 
stiffness  in  the  joint,  which  is  found  to  be  swollen.  On  examination 
the  usual  symptoms  of  effusion  are  found,  which  vary  according  to  the 
joint  attacked.  The  skin  covering  the  joint  is  not  changed.  Firm 
pressure  may  cause  slifj^ht  pain,  and  dull  pain  may  often  be  felt  at 
ni^ht,  hut  the  articular  surfaces  may  be  crowded  together  with  impunity. 
The  amount  of  effused  fluid  varies;  in  some  cases  it  is  very  slight,  in 
others  copious.  A  ])eculiar  feature  of  this  affection  is  the  intermittent 
character  of  the  effusion.     In   some  cases,  particularly  those  who  are 
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subjected  to  treatment,  it  passes  slowly  away,  and  the  joint  is  apparently 
left  in  normal  coiiditton. 

In  other  eases  the  afteetioii  is  chronic  and  persistent,  and  the  effusion 
disappears  verj^  slowly.  In  these  ca.ses  we  nsually  find  the  whole  joint 
enlarged  and  indiinited,  and  subject  to  frerpient  small  effusions.  There 
is  no  tendency  to  siippuratitjn  or  destruetioti  of  the  joint. 

Precocioos  Osseous  Affections. 

The  bones  may  be  attacked  in  t!ie  early  months  of  syphilis,  althou|i^h 
osseous  lesions  generally  develop  quite  late.  The  bone^  most  liable  to 
early  affeetion  are  tliose  of  the  cranium,  the  ribs,  the  sternum,  the 
clavicle,  and  the  tibia. 

Of  the  skull-bones,  tlie  frontal  and  i)arietal  are  most  commonly 
attaekeil.  The  swellings  vary  in  diameter  from  half  an  inch  to  an  inch 
and  a  half*  and  reach  a  height  of  half  an  inch.  They  are  niund  and 
smooth,  and  if  slowly  develope<l  are  quite  hard.  They  may  he  single 
or  multiple,  unihileral  or  symmetrical.  They  may  ficcur  at  the  angle 
of  jimetiun  of  the  frontal  brme  with  the  orl>ital  plates  or  on  the  occip- 
ital lione»  but  they  are  usually  on  the  sides  of  the  skull, 

Tlic  elaviele  is  usually  atFected  at  itj^^  external  extremity,  the  artic- 
ulation .sometimci^  l>cing  involved.  The  upper  third  of  the  sternum 
i:^  more  commonly  involved  than  the  lower  third.  Occasionally  its 
borders  are  attacked  with  portions  of  the  costal  eartilajGre^*,  when  the 
jwitient  may  complain  of  severe  dyspnrra  and  pain  on  <h'ep  in:>5pimtion. 
In  such  a  ca;;e  a  hjcalized  pleurisy  has  probably  been  excited.  In 
fcicvere  cases  the  ribs  ibenisclves  may  be  invadetl,  ei^ix^eially  their  ante- 
rior iwrtions.  Its  subcutaneous  surface  is  the  portion  of  the  tibia  most 
frequently  the  seat  of  these  tumors.  They  vary  in  size  and  numl>er, 
but  are  usually  not  as  salient  as  similar  swellings  of  other  bones. 
The  nidius  aiirl  the  ulua  are  also  sometimes  attacked*  I'he  swellinj 
are  usually  nrar  the  joint,  the  wrist   morf  conmionly  than  tlie  eUM>w. 

These  tumors  may  develop  rapidly  and  are  usually  the  seat  of  n<x> 
til  null  jiain. 

Rheumatoid  Pains  and  Rheumatisin. 

Some  of  the  most  constant  symptoms  in  tlie  t-arly  months  of  syphi- 
litic infection  are  |iains  in  the  musi'les,  fasciie,  bones,  and  joints. 
These  are  termed  rbt^nmatoid  pains»  nrticular  pains,  and  arthmlgia  ; 
they  chiefly  attack  the  laru:er  jiuuts,  sueli  as  the  shoulder,  the  kneo,  the 
hip,  the  ankle,  elbow,  and  wrist,  and  often  the  phalanges.  The  muscles 
nffeeted  nre  chiefly  those  of  the  extremities,  and  the  fascia?  of  these 
parts  and  of  the  lar^^e  joints  are  also  attacked.  Sometimes  a  single 
muscle,  and  again  groups  of  muscles,  may  be  involved.     The  sensation 
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may  be  that  of  weakness  or  fatigue,  of  moderate  soreness,  and  even  of  a 
dull  or  severe  aching  pain.  The  pains  begin  generally  toward  even- 
ing, and  they  may  become  atrocious,  and  even  intolerable,  during  the 
night.  Toward  morning  they  usually  cease,  and  leave  a  sensation  of 
soreness  and  stiffness  in  the  joint. 

Acute  Articular  Rheumatism. 

As  a  very  exceptional  feature  in  secondary  syphilis  a  condition  re- 
sembling acute  articular  rheumatism  is  developed,  particularly  within 
the  early  months  of  the  infection.  The  joints  chiefly  attacked  are  the 
large  ones,  and  also  the  small  ones,  which  become  swollen  and  very 
painful,  and  the  skin  over  them  coincidently  becomes  red  and  tender. 
As  a  rule,  the  process  extends  over  several  weeks,  and  even  two  or 
three  months.  Usually  one  or  more  joints  are  attacked  at  a  time,  and 
whenever  the  inflammation  l>egins  it  shows  a  tendency  to  stay.  It  is 
not  common  in  acute  syphilitic  rheumatism  to  see  the  inflammatory 
process  cease  in  one  joint  and  then  jump  to  another,  as  it  so  commonly 
does  in  the  simple  form.  In  specific  rheumatism  heart-complications 
are  exceptional. 

The  fever  may  be  mild,  but  it  is  sometimes  of  quite  pronounced 
type.  There  may  be  mild  sweating,  but  we  do  not  observe  the  drench- 
ing sour  sweat  of  acute  rheumatism.  In  the  syphilitic  form  of  acute 
rheumatism  there  also  may  be  sometimes  observed  periosteal  swellings 
on  the  shafts  of  some  of  the  long  bones,  the  tibia,  fibula,  and  radius  and 
ulna  chiefly. 

Hypersemia  and  Hyperplasia  of  the  Phar]mx  and  Tonsils. 

In  many  cases  of  syphilis,  coincidently  with  the  evolution  of  the 
secondary  manifestation,  a  diffuse  redness  and  thickening  of  the  pharynx 
and  a  swelling  of  the  tonsils  may  be  seen.  Very  often  patients  are 
unaware  of  the  existence  of  this  local  trouble.  Then,  again,  the  sore- 
ness, stiffness,  and  pain  give  rise  to  much  suffering  and  inconvenience. 
In  many  of  these  cases  there  is  no  superficial  lesion  other  than  moderate 
excoriation ;  in  some,  however,  mucous  patches  and  condylomata  may 
be  present.  This  pharyngeal  hyperiemia  may  be  very  j)ersistent,  par- 
ticularly in  smokers,  and  in  some  patients  it  is  much  increased  by  the 
use  of  mercury  internally.  Local  treatment  is  very  important  for  this 
condition,  which  should  be  constantly  looked  for. 

Pleurisy. 

Recent  observations  have  conclusively  shown  that  the  pleura  may  be 
attacked  early  and  late  in  the  secondary  period  of  syphilis.  The  affec- 
tion may  or  may  not  have  distinctive  characteristics.     In  some  cases 
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|i!itif'ii!7<  rcvniplaiii  i\f  pniti  in  tlic  chest-wall,  which  is  usually  limiteil  to 
a  r^^mvv  tin:  sxf.v  of  mw  nr  two  ]v;i1i[i^  of  the  hand.  It  is  not  un(x>mniDD 
iti  (lirt|H'iKstirirs,  nn*l  ovon  in  private  practice,  for  patients  to  present 
tlii»nif*t*lvcs  i^nvnvtl  with  ;in  (nythennUons  or  papular  rash,  and  for  the 
^ln•p'on  lo  JintI  onr  uv  inorr  pnnnis  plasters  on  the  ehe&t-wall,  u.^^ually 
iiIkjiiI  midway  fVoTn  thr  j^lnviililcrs,  ntul  (»n  eitlier  the  anterior  lateral  or 
posterior  siirtae«\  Thoy  may  eotnjvUuii  of  soreness,  stiffnc*^  or  even 
pain  t*( a  rlnll  an<l^  soiurwliai  rarely,  stabbing  character.  In  these  ca.sps 
thcrt*  nuiy  hr  tto  fcvrr»  or  the  tcm|»eniture  may  be  a  little  above  the 
normal.  Theiv  may  be  sH^rht  illiLsion ;  rarely  ij^  it  copiouj?.  In 
home  eases  a  mild  friction-sound  jiives  evidence  of  moderate  iibrinous 
exudation. 

Angina  Pectoris, 

This  condition,  with  all  its  cK<sical  symptoms,  is  in  rare  eases  seen 
in  MXH>ndary  and  tertiary  iny  phi  lis.     It  is  of  j>an>xysmal  occur  rence,  and 

luith  niiid  and  seven*  in  it**  course,  and  sonu'times  accompanied  hy  ab- 
normal sei>s5itions  of  heat  and  cold  or  sweating;  on  the  left  side  of  the 
hmly.     It  usually  yields  pn>tuptly  to  antisyphilitic  treatment. 

The  early  anpna  |Mx*toris  is  pn>1iably  due  to  irritative  lesiouii  in  the 
coronary  arteries, and  (HTbaps  in  the  c^inliae  plexus;  the  late  form  gen- 
erally result^  from  gummatous  formations  in  the  Iieart. 

Hyperemia  and  Hyperplasia  of  the  Spleen, 

With  the  evolution  of  sei*oiulary  manifestations  and  symptom^s,  par- 
ticularly in  case:*  of  ttna?mia  ami  cachexia,  in  which  the  condition  of  the 
bloiwl  is  ujuch  deterionited»  there  will  sometimes  be  foiin<I  decideii 
swelling  of  the  spleen.  The  jKitients  complain  of  a  drdl,  heavy  sensa- 
tion in  the  splenic  ivgion,  and  in  some  cases  a  mild  or  severe  pleuritic 
pain  may  be  felt.  This  condition  is  nsually  ephemeral,  and  slowly 
subsides  under  antisyphilitic  treatrueut  and  when  the  general  nutrition 
impnives. 

Jaundice. 

In  early  secondary  sij-pliilis  and  during  the  first  year  of  the  infection 
there  is  not  infrequently  seen  a  mild  and  ephemeral  ft^mi  of  jaundice. 
This  evidence  of  heimtic  derangement  may  ef»nsist  simply  of  moderate 
yellownesis  of  the  skin  of  the  face,  or  there  may  be  a  deiisse  gohlen- 
yellow  discoloration.  In  ease  of  jaundice  there  h  iL^ually  chloro-ana^nna 
or  asthenia. 

This  condition  is  probably  due  to  an  irritative  process  acting  ii|)oii 
Ihe  common  bile^ducts,  ami  not  to  any  structural  lesion. 

The  jaundice  of  secondary  syphilis  may  la^^t  only  a  few  week^^  but 
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in  severe  cases,  particularly  when   treatment  has  not  been  adopted,  it 
may  last  two  or  three  months. 

Albuminuria  and  Ephemeral  Nephritis. 

There  can  no  longer  be  a  doubt  that  early  and  sometimes  rather  late 
in  the  secondary  stage  a  mild  or  more  severe  form  of  nephritis  may 
occur. 

It  is  believed  by  several  authors  that  the  early  or  precocious  nephritis 
of  syphilis  has  the  characteristics  of  the  same  condition  due  to  other 
infectious  fevers  and  diseases,  and  that  it  is  a  glomerulonephritis  com- 
parable to  that  of  scarlatina.  Some  authors  claim  that  mercurial  treat- 
ment causes  the  kidney-changes  ;  but  we  have  no  definite  knowledge  on 
the  subject. 

The  sjrmptoms  of  early  renal  syphilis  may  be  wanting,  and  the  dis- 
eased condition  may  only  be  discovered  upon  examination  of  the  urine. 
Then,  again,  in  some  cases  there  is  oedema  of  the  lower  extremities  and 
of  the  face,  and  perhaps  there  may  be  moderate  or  extensive  pleural 
or  abdominal  eflTusion. 

In  many  cases  this  nephritis  is  curable  by  antisyphilitic  treatment, 
aided  by  care  as  to  regimen  and  the  use  of  a  milk  diet.  In  some  cases, 
particularly  in  patients  who  indulge  in  an  excess  of  alcoholic  liquors 
and  who  are  exposed  to  cold,  parenchymatous  changes  are  produced. 

The  ephemeral  nephritis  of  secondary  syphilis  is  to  be  feared,  for  the 
reason  that  it  may  lead  to  structural  changes  in  the  kidneys. 

Temporary  glycosuria  and  peptonuria  have  been  recognized  in  some 
rare  cases  of  secondary  syphilis. 

Hemorrhage. 

Any  of  the  secondary  eruptions  of  syphilis  may  be  accompanied  by 
hemorrhagic  effusion,  either  around  or  into  the  substance  of  the  lesion. 
It  may  occur  on  the  lower  extremities  of  those  whose  general  health  is 
unimpaired,  and  is  then  not  of  serious  import,  or  it  may  occur  on  various 
other  portions  of  the  body  of  broken-down  and  scorbutic  persons.  In 
all  of  these  cases  the  effusion  is  secondary  to  the  specific  process, 
spontaneous  transudation  of  blood  into  the  skin  of  sypliilitics  being  a 
rare  occurrence. 

The  etiological  relation  between  syphilis  and  hajmoglobinuria  has  not 
as  yet  been  clearly  made  out,  but  there  is  distinct  evidence  that  syphilis 
acts  as  a  causative  factor  in  this  peculiar  form  of  blood-degeneration. 


CHAPTER   XXXI. 

SFXJONDARY  KRU1*TI0N8,  OR  SYPHILIDEa 

Th  e  early  eruptions  of  the  secondary  stage  are  distributed  symmetri- 
cally and  generally  over  the  Ixxly,  involving  the  superficial  layers  of  the 
skin ;  the  later  lesions  of  this  stage,  although  extensively  and  symmetric- 
ally spread,  are  less  copious,  and  show  a  tendency  to  localization,  and, 
moreover,  invade  deeper  portions  of  the  skin.  The  lesions  of  the  ter- 
tiary stage  are  always  profound  and  are  less  profusely  distributed,  but 
they  involve  more  extensive  portions  of  particular  regions  for  which 
they  seem  to  have  a  predilection,  and  they  are  frequently  unsymmet- 
rical.  The  course  of  the  tertiary  lesions  is  decidedly  more  prolonged 
and  indolent  than  that  of  the  secondary. 

Their  course,  as  compared  with  that  of  simple  eruptions,  is  marked 
by  chronicity  and  ab-sence  of  inflammatory  features.  They  may  be 
accompanied  by  a  nuKlerate  degree  of  systemic  reaction.  In  some 
erythematous  and  papular  syphilides  of  the  early  j>eriod  of  s}rphilis  the 
intensity  of  this  reaction  and  the  active  character  of  the  eruption  may 
render  the  diagnosis  from  one  of  the  simple  exanthems  very  difficult. 
The  actual  nature  of  the  eruj>tion  is  demonstrated  by  its  quickly  assum- 
ing a  subacute  course.  With  the  progress  of  the  syphilis  the  tendency 
of  the  eruptions  to  present  a  chronic,  a  pyretic  character  is  more  marked. 
Some  local  exciting  cause  may  usually  be  found  for  the  hy]>er8Bmia  and 
inflammation  sometimes  attending  tubercular,  ulcerative,  and  gummatous 
syphilides. 

In  strict  accuracy  the  only  purely  syphilitic  skin  lesions  are  those 
produced  by  erythema  and  cell-changes — namely,  the  erythematous  and 
pigmentary,  and  the  papular,  tubercular,  and  gummatous  syphilides,  in 
which,  when  uncomplicated,  there  is  no  suppuration.  These  dermal 
affections  result  directly,  without  complication,  from  sj)ecific  syphilitic 
pnM:'ess.  The  various  pustular  syphilides  of  the  secondary  stage  and  the 
rupial,  ulcerative,  and  serpiginous  syphilides  of  the  later  stage  are  really 
the  results  of  mixed  processes  or  infections.  In  these  cases,  in  some 
occult  manner,  the  hyj>eriemia  and  hyperplasia  of  syphilis  become  com- 
plicated by  the  action  of  pyogenic  microbes.  Many  so-called  syphilitic 
lesions — namely,  the  impetigoform  and  the  ecthymatous  syphilides — 
very  often  present  an  exceedingly  striking  clinical  j)icture  of  microbic 
invasion  of  an  integument  which  seems  susceptible  to  their  influence, 
r>36 
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and  in  which  the  resulting  low-grade  pyogenic  process  seems  to  lux- 
uriate.    (See  Plate  VI.) 

Absence  of  Itching  and  Pain. — Owing  to  their  indolent  nature  syph- 
ilitic eruptions  do  not,  as  a  rule,  cause  any  irritation  of  the  skin. 

Itching  may  be  present  in  connection  with  an  early  eruption  whose 
evolution  is  particularly  acute.  It  is  never  so  int^^nse  as  in  a  simple 
eruption,  and  is  much  more  ephemeral.  It  is  perhaps  more  troublesome 
with  an  eruption  occurring  on  the  scalp  than  elsewhere,  and  when  com- 
plicating an  early  rash  it  is  generally  limited  to  the  extremities,  the 
upper  more  often  than  the  lower. 

Polymoi'phimn. — The  simultaneous  occurrence  of  several  varieties  of 
lesions  in  the  same  eruption  is  an  important  and  common  feature  of 
syphilis.  It  is  due  to  three  causes :  the  chronic  course  of  syphilides, 
their  relapsing  tendency,  and  the  changes  occurring  in  the  lesions. 
Polymorphism  is  most  frequently  observed  early  in  the  secondary  stage, 
since  eruptions  are  then  more  numerous ;  yet  it  may  exist  even  with  the 
late  tubercular  eruptions. 

Color  and  Pigmentation. — It  is  important  to  distinguish  the  color  of 
the  syphilides  from  the  pigmentation  which  frequently  follows  them. 
Their  usual  tint  is  pinkish  red,  being  much  more  subdued  than  that  of 
simple  eruptions.  Even  in  exceptional  cases  of  acute  invasion,  in  which 
the  color  may  be  unusually  bright,  it  is  less  intense  than  in  the  simple 
exanthemata.  The  hue  soon  fades  to  a  brownish  one,  which  after  invo- 
lution of  the  eruption  changes  to  a  copper-colored,  yellowish-brown 
maculation.  Pressure  dissipates  the  color  during  the  early  stages  of  an 
eruption,  but  finally  the  pigmentation,  which  has  been  compared  to 
''the  lean  of  ham,"  to  the  color  of  copper,  and  to  a  combination  of  yel- 
low and  brown,  becomes  permanent. 

These  pigmentary  changes  are  not  peculiar  to  syphilis,  being  equally 
well  marked  in  lichen  planus  and  in  cases  of  protracted  dermatitis. 
They  are  probably  due  to  deposit  of  coloring-matter  of  the  blood  in  the 
affected  spots. 

Tendency  to  Assume  a  Circular  Fo)*m. — The  early  eruptions  are  gen- 
erally distributed  over  the  surface  without  definite  order,  except  in  some 
instances  in  particular  regions,  where  they  maybe  arranged  in  a  circular 
manner.  This  peculiarity  is  more  commonly  seen  in  the  case  of  small 
papular  rashes  and  in  the  erythematous  syphilide.  The  latter  often 
relapses  in  the  shape  of  distinctly  marked  rings,  differing  from  the 
papular  syphilide,  in  which  the  bases  of  the  papules  generally  merge 
and  form  wavy  lines  or  segments  of  circles  or  perhaps  complete  circles. 
In  certain  large  papules  and  in  some  papulotubercles  involution  begins 
at  their  centres,  and  the  periphery  is  left  in  a  ringed  form. 

The  Itijiuence  of  Intercurrent  Di^ieases  on  the  Course  of  Syphilides. — 
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The  coiirso  of  syphilitic  eruptions  is  not  infrequently  interrupted,  or 
even  perinuntMjtly  arrested^  by  some  acute  (li!?ease.  Numerous  instances 
have  lieen  reported  of  the  disapj>ea ranee  of  an  eruption  at  the  outset  of 
an  inflanimatory  affection  of  the  lungs,  of  acute  articular  rheunjatism, 
of  various  adynamic  fevers,  and  of  acute  cerebral  disease* 

During  an  attack  of  erysipelas  secondary  and  tertiary  sypbtlidefl 
htivit  been  observed  to  undergo  invohition ;  not  only  were  the  lesfiions  in 
the  area  of  the  acute  exaiithem  atfected,  but  also  those  seated  at  a  dis- 
tance from  it  disappeared. 

This  healing  action  of  erysipelas  on  syphilitic  neoplasms  is  undoubt^ 
edly  due  to  the  changes  produced  in  the  tissues  by  tlie  Loefflcr  bacillus 
or  its  toxins. 

Unusual  Modes  of  Smlution. — The  ap|iearanee  of  a  generalized 
eruption  is  lot^ked  upon  as  the  indication  of  constitutional  tntccti*ni,  but 
the  first  eruption  may  be  limited,  and  a  general  rash  may  n<^t  be  devel- 
oped for  several  weeks.  In  some  eases  only  two  or  three  dermal  lesions 
can  be  found  at  the  usual  date  of  invasion.  Shoidd  the  eruption  be 
erythematous,  the  sjiots  soon  become  coppery,  and  remain  in  a  ehrnnic 
condition  ;  if  papular,  the  papules  are  sluggish,  and  usually  leave  a 
pigmented  sp<it.  In  connection  with  these  jirecfpcious  hfsious  the  patient 
inuy  sutler  from  syphilitic  pains  in  the  head,  in  the  bones,  etc,  and 
perhaps  may  have  erythema  of  the  fauces  and  high  temperature. 
Within  two  to  six  weeks  the  general  eruption  follows. 

The  Loealmrfion  qfiheSt^phifkff^. — Syphilitic  eruptions  are  often  found 
in  regions  where  simple  skin  lesions  are  seldom  or  never  devehijit'd. 

Secondary  eruptions  appear  rm  the  scalp,  and  espec^ially  at  its 
margin  on  tlie  for€'head»  at  the  angles  of  the  mtKith*  on  the  ahe  of  the 
n<ise,  about  tlie  aims  and  upon  the  genitals,  near  the  und>ilieus,  in  the 
inguinal  folds,  between  the  toes,  and  upnii  the  jvalms  and  soles.  The 
supnielavienlar  and  infraclavicular  and  sternal  regions,  where  non- 
specific ami  jvirasitic  eruptions  are  often  found,  are  rarely  the  seat  of 
specific  exantlienis,  and  on  the  dorsum  of  the  hands  the  latter  are  not 
often  seen.  Regions  rich  in  sebaceous  and  hair  follicles  are,  as  a  nde, 
less  fre<|uently  invaded  by  simple  than  by  specific  eruptions.  The 
annular  forms  of  simple  erythema  may  occur  on  any  part  of  the  bcKly, 
while  these  forms  of  the  erythematous  and  the  papular  syphilides  are 
more  likely  to  l>e  limited  to  the  neighliorhood  of  joints,  the  anterior 
and  inner  surfitccs  id"  the  extremities,  ami  the  gluteal  regions. 

The  papular  syphilides  are  pmne  to  lie  developed  on  the  palms  and 
soles. 

Later  eruptions  are  generally  seated  upon  the  nose,  the  lips,  and  the 
scalp  ;  they  are  found  upon  the  scapular,  sternal,  and  gluteal  regions, 
ami  more  tiften  on  the  legs,  near  the  joints,  than  on  the  thighs. 
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The  early  eruptions,  especially  the  papular  syphilides,  are  verj"  likely 
to  form  a  segment  of  a  circle  at  the  border  of  the  scalp,  which  has  been 
called  the  "  corona  venerisJ^  It  is  a  mistake  to  suppose  that  the  papu- 
lar eruption  is  the  only  one  which  may  be  developed  in  this  way,  since 
most  secondary,  and  even  tertiary,  syphilides  seem  prone  to  thus  develop. 

Peculiarities  of  Ulcers  and  Cicatrices, — Syphilitic  ulcers  may  be 
round,  oval,  kidney-shaped,  or  of  the  form  of  a  horseshoe.  The  ulcers 
of  lupus  frequently  assume  similar  forms,  but  the  lesions  of  syphilis 
are  generally  more  numerous,  more  extensively  distributed,  and  more 
polymorphous  than  those  of  lupus.  The  character  of  the  crusts,  the 
rapid  progress  and  regular  margins  of  the  ulcer,  and  its  proximity  to  a 
joint,  the  general  history  of  the  case,  and  its  amenability  to  treatment, 
distinguish  a  syphilitic  lesion.  The  cicatrices  of  syphilitic  ulcers,  espe- 
cially where  they  have  been  numerous,  are  often  diagnostic.  They  are 
distinctly  rounded  or  oval,  smooth,  and  seldom  traversed  by  fibrous 
bands  except  at  the  joints ;  they  are  frequently  perforated  with  minute 
holes,  the  sites  of  former  follicles,  when  they  are  more  or  less  depressed, 
and  when  mature  are  somewhat  pliable.  Their  brownish-red  color 
slowly  fades  from  the  centre  to  the  periphery,  until  there  remains  a 
white  shining  surface  surrounded  by  a  narrow  areola  of  brown  pigment. 

The  exact  relation  of  herpes  zoster  to  syphilitic  infection  is  a  quea- 
tion  yet  to  be  settled,  though  several  authors  entertain  the  opinion  that 
the  dermal  nervous  disturbance  may  in  some  cases  be  etiologically  asso- 
ciated with  the  general  infectious  process.  This  subject  is  worthy  of 
careful  study,  and  until  more  light  has  been  thrown  upon  it  it  is 
not  well  indiscriminately  to  pronounce  all  cases  of  zona  occurring  in 
syphilitics  to  be  due  to  specific  infection. 

THE  ERYTHEMATOUS  STPHILIDE. 

Syn. — Syphilitic  roseola.  Macular  syphilide,  Exanthematous  syph- 
ilide,  Syphilis  cutanea  maculosa. 

The  erythematous  syphilide  is  usually  the  earliest  syphilitic  erup- 
tion. It  is  probably  present  in  all  cases  of  syphilis,  but  may  escape 
observation  on  account  of  the  extreme  faintness  and  delicacy  of  its  pink 
spots,  or  its  scantiness,  or  by  reason  of  its  forming  only  a  part  of  an 
eruption  which  is  chiefly  papular  or  pu.^tular. 

The  lesion  consists  of  round  or  oval  spots,  with  distinct  or  irregular 
outlines  of  an  average  diameter  of  about  one-half  of  an  inch.  Their 
color  varies  from  a  delicate  rosy  pink  to  a  decided  red  or  even  a  purple 
hue.  In  some  cases  there  may  be  only  a  mottling  of  the  skin,  or  the 
eruption  may  be  so  faint  as  to  be  invisible  except  on  careful  inspection 
or  in   an  oblique  light.     Exposure  to  cold  brings  the  spots  into  promi- 
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nenee,  while  they  disappear  in  the  jroneml  hi-perspmia  of  the  sur£ice 
frooi  incTease  of  temj.»erat(ire%  and  i^how  themselves  more  clearly  in  the 
reaction  which  follows.  At  first  the  spot?  may  be  effaeed  by  pressure, 
but  aboot  the  end  of  the  first  month  iliey  may  assume  a  grayish-brown 
or  rup|Hjr>'  tint  whieh  is  permanent.  This  tint  appears  earlier  in  expoeied 
regifms  and  on  the  legs,  perhaps  owing  to  [lecuUar  ct editions  of  the  cir- 
culation. 8<jmetimes  the  eruption  disapj»ears  without  this  change  of 
color.  There  is  seldom  ele%'ation  or  i^aling  of  the  surfaces  of  the  spots» 
The  erythematous  syphilide  requires  a  week  or  ten  days  for  its  com- 
plete development,  but  individual  patches  reach  their  full  size  in  a  day 
or  two,  and  show  no  tendency  to  cotdescc  or  to  fi>rm  circles.  In  cases 
of  great  intensity,  or  in  those  in  which  the  capillary  circulation  is  for 
any  reason  stimulated,  the  whole  body  may  be  covered  by  the  eruption 
ID  a  single  day. 

The  sfK>ts  may  be  first  seen  in  the  vicinity  of  the  umbilicus,  soon 
extending  to  the  thorax,  sometimes  following  the  line  of  the  ribs,  and 
finally,  in  severe  cases,  being  closely  crowded  over  a  lai^e  portion 
of  the  surface.  In  exceptional  cases  they  appear  first  on  the  face. 
In  mild  eruptions  the  8f>ot»  are  most  numerous  on  the  sides  of  the 
trunk  and  on  the  inner  surfaces  of  the  extremities.  On  the  genitals 
of  either  sex  the  macules  are  prone  to  hyjiertrophy,  and  hence  we  fre- 
ijuently  see  condylomata  lata  coexisting  with  roseoloua  patches  in  these 
regions.  Similar  changes  are  noticed  about  the  anus,  the  umbilicus,  tlie 
nose,  and  the  mouthy  and  in  the  fold  of  integument  below  the  breasts. 
A  limited  number  of  patches  may  be  ftmnd  on  the  palms  and  soles 
w^hich  may  l>o  diffu,se  or  slightly  elevated  and  scaly.  The  dorsal  sur- 
faces of  tile  hands  and  feet  are  rarely  invaded.  But  it  is  very  common 
to  see  a  well-marked,  even  intense,  eruption  on  the  palms  of  the  hands 
and  the  soles  of  the  feet.  The  spots  are  of  irregular  roundish  outline 
of  deep*red,  even  purplish,  color,  and  are  also  found  scattered  on  the 
fingers*  In  many  cases  little  masses  of  epithelium,  somewhat  salient 
also,  but  deeply  imbedded  in  the  superficies  of  the  skin,  are  seen  scat- 
tercel  over  the  palm  antl  the  fingers,  particularly  near  the  natural  fur- 
rows. This  condition  is  atlmirably  shown  in  Fig.  K3L  A  common 
region  is  the  lower  two-thirds  of  the  forearms  and  the  wrists.  The 
neck  is  fre<iuently  exempt,  or  an  eruption  on  the  trunk  may  extend  by 
occasir>nal  spots  along  the  back  of  the  neck  to  the  scalp. 

The  {wile-ro^e  or  pinkish  eruption,  which  so  often  escapes  detection, 
IS  usually  of  epliemend  duration.  The  spots  rarely  become  elevatefl, 
and  more  rarely  the  seat  of  scaling,  and  they  disap|>ear  as  they  appeared, 
suddenly  and  quickly.  It  is  not  uncommon  to  see  this  eruption  in  its 
subdued  form  e*)exist  with  well-defineil  erythematous  spots  on  the  face, 
fon^hi^ad,  and  the  flexor  surfaces  of  the  arms.     (See  Plate  XXXIII.) 
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The  socwnd  op  more  liyjMTit'iiiic  form  of  tl»e  erytlicmatons  syphiliiJe 
usually  ajipears  l>y  prompt  and  cunijKiratively  rapid  invasion^  aiitl  is 
often  accompanied  by  marked  elevation  of  temi)eratiire,  malaise,  rheu- 
matoid pains,  aud  Tieuralgias.  The  eruption  begins  as  pinkish  or  ro>y 
spots,  which  rapidly  l>eitime  darker  until  a  rather  deep  pinkish  red  is 
observtKl.  The  irregularly  iir»d  genemlly  distrilmte<l  spots  are  at  first 
grayish*red,  bnt  soon  ajisnme  a  purplish  tint-  Very  often  witfi  rhis 
drppening  r>f  color  punctie  of  even  deeper  hue  appear  at  the  orifiees  of 
follieles.     (See  IMate  XXX I V,) 

Fio,  13L 
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The  erythema  toil*  syphilkk  of  ihe  pfthn,  with  epilhcliftJ  hyperfvltiAlit. 

This  form  nf  the  erythematous  sypliilide  is  peculiar  in  its  chronieity, 
since  the  pnrplish  spots  reuiain  unchanged  for  weeks,  and  |x:^rha[)s  as 
long  as  three  months.  Then  they  gradually  become  gmyish  brown,  then 
copjiery,  and  finally  a  yellowish  buff,  when  they  disappear,  the  process 
of  involution  souu:'tinies  fK*cupyiug  sevenil  niontlis.  More  or  less  des- 
quauiation  is  ofttMi  i>l)Sfrved  in  this  ^y|>hilide  from  its  period  of  ileveloj>- 
raent  to  its  decline. 

Ciremate  eruption. — In  relaj^ses  of  tlui  erythematous  syphilide  dur- 
ing the  fi|^t  year  of  infection  the  eruf»tion  sometimes  a[>[iears  in  the 
form  of  ficrfect  or  broken  rings.  This  annular  or  eireinate  eruption  is 
usually  limited  as  to  the  number  of  the  etHornscences,  aiul  is  generally 
localized  in  certain  regions.  The  rings  may  l»e  ipiite  broad  or  very  tliiu, 
and  they  may  be  merely  erythemalons  or  they  uuiy  be  slightly  elevated 
and   moderately  scaly.     Sometimes  several  rings  or  parts  of  rings  are 


tug  infertitkii.  In  very  exeepdotml  tasm  this  Ibnn  of  eni|>tion  &ppesfB 
t^  late  as  the  tliinl«  fourtb,  or  fifth  v«ur  of  ^philis.  In  some  casts  the 
rings  hvok  like  dee(>*seated,  veri-  dult-r^  moltluigs  of  tlie  skin,  pmi^ 
ticularly  where  it  i<3  thin  and  fine.  In  many  instmiiees  patiais 
plain  lliai  1111*^}-  have  the:?e  :>aii.<ttUed  ringworma  for  meatlis  and  vratn^ 
mmt  ringed  ertiplioiis,  as  a  mle^  show  no  tendencv  to  peripbrraJ 

(See  r%.  laa) 
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SeborrhoBa  and  Syphilis. — In  some  cases  of  erythematous  syphilide 
of  the  face,  neck,  and  upper  part  of  the  trunk  there  seems  to  be 
an  interlocking  or  symbiosis  of  this  specific  process  with  the  seborrhoeic 
process,  which  is  caused  by  some  micro-organism.  The  syphilitic  erup- 
tion seems  to  follow  the  evolution  and  development  of  the  seborrhoeic 
process.  The  erythematous  spots  become  slightly  elevated  and  decidedly 
scaly,  the  scales  having  the  dirty  and  greasy  appearance  of  those  of  the 
simpler  process.     The  redness  is  dull  and  of  the  salmon  tint. 

The  course  of  the  erythematous  syphilide  is  slow,  and  except  in 
cases  of  active  invasion  it  is  not  attended  by  special  irritation  or  heat 
of  the  skin. 

Its  duration  depends  on  the  degree  of  the  hypersemia  and  on  treat- 
ment. A  faint  rash  often  disappears  spontaneously  within  a  short  time 
under  the  influence  of  mercury.  After  pigmentation  has  taken  place 
internal  treatment  needs  to  be  supplemented  by  the  external  use  of 
mercury  in  ointment,  lotion,  or,  still  better,  the  vapor  bath. 

Diagnosis. — The  diagnosis  of  the  erythematous  syphilide  is  to*  be 
made  when  in  its  form  of  hypersemic  patches,  its  pigmented  condition, 
and  its  ringed  form. 

In  its  hypersemic  stage  it  may  be  mistaken  for  rubeola,  scarlatina,  or 
the  erythema  following  the  ingestion  of  balsams  or  the  use  of  mercury. 

The  mode  of  invasion,  the  absence  of  severe  general  symptoms,  and 
the  circumscribed  and  indolent  character  of  the  rash  will  usually  enable 
one  to  distinguish  it  from  rubeola  and  scarlatina ;  moreover,  the  presence 
of  catarrhal  and  conjunctival  symptoms  in  the  former,  and  of  gastric 
and  throat  symptoms  in  the  latter,  will  be  .of  assistance. 

The  rash  caused  by  cubebs,  copaiba,  tar,  etc.,  is  always  attended,  by 
high  fever  and  serious  gastric  disturbance,  and  many  of  the  patches  are 
very  large  and  (edematous  or  like  the  wheals  of  urticaria.  The  erup- 
tion soon  fades  on  cessation  of  the  exciting  cause. 

One  of  the  most  frequent  errors  in  the  diagnosis  of  syphilitic  erup- 
tions is  that  of  confounding  the  pigmentary  stains  of  the  erythematous 
syphilide  with  tinea  versicolor.  They  somewhat  resemble  each  other 
in  color,  but  that  of  tinea  is  more  yellow,  and  many  of  its  patches  are 
very  large,  and  they  are  always  accompanied  by  some  extremely  small 
ones.  Tinea  is,  moreover,  slightly  pruritic,  and  its  scales  contain  the 
rnicrosporon  furfor.  The  patches  of  tinea  are  always  found  over  the 
sterimm,  where  syphilitic  eruptions  are  rare,  and  they  are  much  less 
scattered  than  those  of  the  syj)hilide. 

In  rare  instances  of  slight  elevation  and  scaliuess  the  rings  of  the 
erythematous  syphilide  may  be  mistaken  for  tinea  circinata,  particularly 
when  this  eruption  is  of  a  pink  or  red  color.  The  scales  of  tinea  cir- 
cinata always  contain  the  parasite  tricophyton  tonsurans. 
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I'ilynasis  nmciilata  and  cireimita  are  somrtinR'??  mistaken  for  the 
erylljenialoiit*  Hy]il»jlidc.  In  the  ,'^jniple  mijitinn  tlie  patches^  arc  uf  a 
(h'c^ixledly  niore  inflammatory  nature.  TIuto  is  no  history  of  syphilis; 
tlir  ^niiii^lia  are  unaffecti'd,  and  \\wtv  are  not  present  em  t  lie  skin »  nnicous 
meiul>raries,  ur  scalp,  as  there  comniunly  is  with  tlie  erythematous  syph- 
ilid e,  concomitant  lesionis  whose  nature  is  readily  perceptihle^ 

Treatment.— As  a  rule,  internal  medication  causes  tliis  syphilide  to 
*lisn]>[iear  promptly,  but  it  is  always  well  to  hasten  iti*  invrdution  by 
suljliniate  baths,  mercurial  vapor  baths,  or  by  inunction.  U|)on  the 
face,  neck,  bauds,  and  wrists  this  syphilide  may  be  persistent,  and  its 
disappcanmcc  may  l>e  hastened  by  using  a  4  per  cent,  w  bite  precipitate 
oiutmeut. 

When  eieborrhcea  complicates  the  erythematous  syphilide  it  is  well 
hi  rub  the  parts  several  times  a  day  with  resnrcin  ointment  (5  to  10  per 
ceut.)» 

THE  PAPULAR  SYPHILIDES. 

These  most  important  dermal  lesions  of  syphilis  are  made  up  of  cir- 
eumseribetl  lufiltmtions  into  the  suj>erficial  layers  of  the  skin,  and  pre- 
sent two  varieties — the  couinrf  or  miftdrif  and  the  fntfiettiar  or  flat. 

Tlicy  may  constitute  the  first  symptom  of  the  secondary'  stage,  or  they 
may  In*  eitmbitUHl  with  the  erythematous  syphilide.  In  relapses  they  fre- 
quently m*cur  alone,  or  ccuistitute  by  tar  the  hii^r  projH>rtion  of  a  re* 
eurrinjx  eruption.  They  may  W  seen  even  in  the  tertiarj'  stage,  and  they 
nier^*  into  the  fubereular  syphilide  by  intermediate  grades  of  papulo- 
tul>t*nt*les,  Suiie  of  thes**  intermeiliarj'  jiapules  are  attended  by  an 
cjiidtTnud  pndiferation,  and  have  fherefore  sometimes  been  erroneoijslr 
ctdh'il  "  s<puimons  syphilides/*  The  various  ehang<*s  of  form  and  dis- 
tribution w  hich  the  (xipules  unilergo  sometimes  give  tbem  m  strong  ra- 
s>etnbkimH^  to  simple  skin  Unions. 


Tbe  Miliary  Papnlmr  Syphilide. 

The  MKctrjr  pt^mhr  ^jAjIkfr  exists  in  twudistinei  varieties,  one  eon- 
poAtHi  of  ImrgB  aad  tbe  otfirr  of  mtioK  jnqMlrft. 

SiHin^  of  the  mmM  pyirffi  ate  about  tiie  aae  of  a  {>in'$  hernia  while 
odiers  aie  two  or  lhi>ne  limes  *$  Wr^^  They  eoit^bi  chf  tli>t  inctly  fimited. 
enateal  or  rovoflM  elevatioos  of  iIk^  !'kin«  TXiflMtimed  iliilMaiiJ,  and  m 
ibrir  wriy  ft»|pM  tlity  haw  a  deep  |«inkt,<b-rrd  oolm.  Wn  cotetiimiug^ 
the  ti^  emptkni  nf  the  $f^cv4Kbry  period  or  aa  early  rrtqcie  they  ave 
di^rttHttifU  i^ver  the  vhole  body«  siniMHiafir  tfasely  parfctii  ingfther^  aad 
pafticmbrly  eopioa»  ott  the  fcfehead>  abcart  the  aose  aartl  ehim.  ott  tlie 
hack  of  the  otck^oii  die  aaier  mxh^trs  ^  the  extveauties^  aad  «p<ai  die 
■d  chMal  ff^tiaM>    The  papalta  amy  be  i 
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in  the  form  of  circles  or  segments  of  circles,  or  like  the  letter  S  or  the 
figure  8.  Sometimes  the  papules,  composing  rings  which  may  have  a 
diameter  of  half  an  inch  or  two  inches,  fuse  and  lose  their  individual 
shape.  The  circular  form  is  assumed  only  in  the  regions  referred  to, 
while  elsewhere  papules  may  be  seated  without  definite  order. 

In  a  generalized  eruption  papules  may  be  seen  on  the  backs  of  the 
hands  and  upon  the  scrotum  and  penis,  where  they  usually  become  ex- 
coriated and  are  transformed  into  condylomata.  Unlike  the  flat  pupules, 
these  are  rarely  accompanied  by  condylomata  about  the  anus  in  the  male 
and  the  vulva  in  the  female.  After  frequent  relapses  the  papules  are 
generally  less  numerous  and  less  confined  to  particular  regions,  while  the 
ring-form  becomes  a  more  prominent  feature.  When  the  eruption  ocx;urs 
late  in  the  secondary  period  it  may  be  seen  in  but  one  region,  and  may 
even  be  unsymmetrical. 

This  eruption  usually  begins  about  the  face  and  neck,  and  is  fully 
developed  at  the  end  of  two  weeks.  In  some  instances  its  evolution  is 
so  rapid  that  it  has  been  called  the  "  acute  papular  syphilide.'^  In  lat€ 
relapses  the  papules  appear  as  slowly  as  any  other  syphilitic  eruption. 
Many  of  the  papules  are  seen  at  the  openings  of  follicles — ^a  feature 
which  is  more  noticeable  in  this  than  in  any  other  form  of  syphilitic 
papule. 

After  their  complet<3  development  the  papules  remain  unchanged  for 
a  time.  In  some  cases  new  papules,  and  exceptionally  pustules,  appear 
among  the  old  ones.  Soon  their  color  changes  to  a  sombre  brown,  and 
finally  to  a  coppery  hue.  Small  scales  of  epidermis,  frequently  in  the 
form  of  rings,  which  correspond  to  the  margins  of  papules,  are  detached 
by  the  infiltrative  process  beneath. 

Frequently  a  few  of  the  papules  are  converted  into  vesicles  or  pustules 
by  the  accumulation  at  their  apices  of  a  minute  quantity  of  serum  or 
pus.  They  may  remain  in  this  condition  for  a  long  time.  Grenerally  the 
fluid  dries  and  forms  a  minute  crust  which  may  fall  off^  spontaneously, 
leaving  the  papules  api)arently  in  their  elementary  state.  In  some  cases 
pustules  form,  which  may  dry  or  become  ulcers. 

When  uninfluenced  by  treatment  the  course  of  the  eruption  is  chronic. 
In  its  early  stage  it  yields  slowly  to  treatment,  but  after  long  duration 
it  becomes  very  chronic,  and  requires  local  as  well  as  general  treat- 
ment. Its  rapid  and  early  disappearance  is  desirable,  since  permanent 
atrophic  spots  like  those  of  variola  remain  after  a  lesion  which  has  had 
a  long  existence.  These  spots  are  pigmented,  and  they  become  white 
only  after  several  months. 

The  diagnosis  is  generally  easy,  at  least  in  the  early  stage.  The 
eruption  may  be  mistaken  for  the  punctate  form  of  psoriasis  or  for  cer- 
tain forms  of  lichen  pilaris  and  lichen  planus. 
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Ill  |miiH/iHiM  tli<*  |m|Mil<*H  U*\\i\  to  form  patches  an  inch  or  more  in 
(lliiiiM'O'r,  iiimI  \\u*  M'4il('H  lire  copioiiH^  Hilvery,  and  imbricated. 

Mrhi'ii  pilftriM  JH  fill  infliiiiiinatory  affection,  chiefly  of  hairy  r^ions, 
iiihI  in  iMM'fMiipaiiird  hy  iiit4>nH<*  pniritUH,  and  the  papules  often  form 
piilrlinH  of  thickriird  Hkin. 

Ill  lirhrti  plaiiiiH  \\w  piipnleH  are  flatter,  less  uniform,  more  commonly 
iiiiil)ilirtitrtl,  are  iilwnyN  pruritic,  and  are  more  likely  to  lose  their  original 
ohariM'tor  by  ronlluenre. 

Mt»hHivrr,  with  tht»  nyphilido  we  have  the  specific  history  and  possibly 
tho  ooi'xiMtouee  tif  other  and  distinctive  lesions. 

This  form  of  |Mipuhir  syphilide  may  be  mistaken  for  acne,  especially 
K\\\  lUHHUiiit  i»f  its  apiHHininee  on  the  back.  In  acne  the  lesions  are  most 
abuuduut  about  the  laiv  and  shoulders :  they  vary  greatly  in  size,  and 
ai>'  ai^HMuiuiui^Hl  by  more  hy|H'm'mia.  Acne  usually  begins  about  pa- 
N^ty  anil  lm>i  a  history  \>i  nuuw  riHnim^uct^s. 

The  LenticuUr  PapuUr  Syphilide. 

TWri'  ai\'  two  varieties  of  tlat  jxiputes  i^au^  by  syphilis — the  iwnff 
ami  tho  Ivvyw  The  %w*tjtf  ^Hcj:a«/fV  frvquently  ixvur  in  the  fonn  of  m 
j^^m*r»l  eruption :  thU  is  rar\*ly  tnie  of  the  lanre  papuk:^^  which  are 
u^iulK  >\vu  ivuvum^utly  with  a  small  {tiiHilarerti(.>ci«.ui«anerytheaiato(is 
v^r  jvrK^jvi  A  pustular  svi^ilKW.  'rht':<e  iwo  !l»rais  ot  papal«$  present 
strikiit^  ditJVr^*iKV^ 

The  SauUl  FUt  PmpoLar  Srphxlidie. 

'.'■r         ^•^   '>,iv.*   4  .va't?v"vvr  .*:*    'fr* -^'i;^** v*   :■♦     fr. -.•«  ii^.ii  .t*  la  :rii*a  imi 

'.  '•     »,    .    V  X    .  ,,  V   .\  >^  *^.»     \    'V  .•'.•**  »«.•:  .i:      M     ^  •  -*.     ^.:    *  :   i»»  ao€  Jmi 

^      •»  *     x       ..    *  .    v   .  .'.       ;>   •    'i^     r     I'.  "*»     V      !    ♦-  T*^        ^i  "3^?  ?rtf*^r 

•    •      .v  .  X     .  •.     ,  ^  »  -v      •\      ■*••%.  t  *v  -  -*    >^*i.   ..-»*;-.  v:    ^'     *     !•      >. :j«£i-«Ior  ^ 

^  .  ,.     V '  \     «.   ■  -^  ■  -^r  \  »        •      .•*■*•: 
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niira#^rou?«  over  thf  iiiittrior  siiri':i(?e  of  x\w  siionliler^,  but  oompamtively 
sparse  on  the  outer  surface  of  the  arms,  wliile  I  liey  are  more  numerous 
on  the  inner  or  flexor  surfaces,  especially  near  the  joints.  Few  are  seen 
on  the  dorsum  of  the  hands»  while  the  palms  are  more  freely  supplied. 
They  are  exee[»ti<tT)ijlly  iiumerous  nn  the  gluteal  regiunss,  and  are  not 
infrequently  found  upm  the  {lenis,  tlie  monw  VeneriSjUnd  in  the  inguinal 

Fig.  13:1 


-^ 


Small  iSut  pjipularsyphliide  of  the  frtce. 

regions.  They  are  more  plentiful  on  the  inner  than  ihe  outer  aspects  of 
the  thighs,  and  they  either  do  not  extend  below  the  kuee,s  or  are  spari?ely 
distriliuted  ujKvn  the  inner  siirfaees  of  the  legis  antl  sometimes  upon  tlie 
Boles.  The  face  is  sjKired  by  this  syphilide  more  frequently  than  by  the 
gimnll  miliary  varietv.  It  sometimes  assumes  the  torm  of  the  so-ealled 
**  corona  Veneris,"  and  oeeiipirs  the  forehead  wlu^re  the  hat  presses  ;  it  is 
Been  upon  the  alae  nasi  and  about  the  mouth,  and  shows  a  marked  ten- 
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PftpulQtiibercu]«r  syphili^^. 

is  railed  by  stjnie  authors  **  i^yplulitii!  leontiasis;*'     (See  Fig^,  Ki3  and 

The  eolt>r  of  the  sniall  tkt  papules  varie:?  in  different  niginns  of  the 
bodv  and  in  diffcreut  persf»tis.  In  its  early  stngo  it  is  a  pinki*?h-recl, 
which  soon  becomes  brownish  (»r  coppery  ;  Hiis  chanj^e  ownrs  first  on 
the  face,  especially  the  forehead,  then  on  the  U^^s.     In  {>ersons  with 
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delicate  skin  or  feeble  circulation   the  color  is  at  first  very  light  red, 
which  changes  to  a  light  yellow  tinged  with  brown. 

In  exceptional  cases  a  peculiar  necrotic  change  takes  place  upon  the 
surface  of  many  of  the  papules.  Their  epidermis  is  thrown  off  cither 
by  scaling  or  by  molecular  decay,  and  is  replaced  by  a  dirty-brownish 
membrane  of  a  fibrous  nature,  which  is  removed  in  fragments  or  in 
mass  and  exposes  a  granular  ulcerated  surface.  This  seems  to  be  a 
diphtheritic  deposit. 

The  Large  Flat  Papular  Syphilide. 

The  large  flat  syphilitic  papules  are  either  round  or  oval,  and  have  a 
diameter  of  three-eighths  to  one-half  of  an  inch,  and  exceptionally  of 
fully  one  inch.  They  begin  as  minute  spots,  which,  as  a  rule,  rapidly 
increase  in  area.  Their  surface  is  flat,  but  occasionally  there  is  a  well- 
marked  sloping  depression  at  the  centre.  They  are  distinctly  elevated, 
with  rounded,  sharply  defined  edges.  A  few  small  adherent  scales  lie 
upon  the  surface,  and  at  the  margins  of  the  papules  an  epidermal  fringe 
or  rim  may  be  seen.  They  generally  have  a  decidedly  red  color,  which 
soon  becomes  coppery.  In  rare  cases  they  are  bright  crimson-red,  and 
exceptionally  they  have  a  deep  purplish-red  tint.  They  run  a  chronic 
course,  and  cause  neither  pain  nor  itching.  The  surfaces  of  the  papules 
in  rare  instances  undergo  superficial  necrosis  and  become  covered  with 
a  thin,  dirty-looking  diphtheroid  membrane.  Such  an  occurrence  is 
always  indicative  of  a  depressed  condition  of  the  system  and  of  a  severe 
form  of  the  disease. 

This  eruption  occurs  under  a  variety  of  circumstances.  In  some 
instances  a  few  papules  may  be  found  with  an  erythematous  syphilide 
or  an  eruption  of  small  flat  ])apules  on  the  forehead,  the  neck,  and 
about  the  genitals.  In  rare  cases  this  syphilide  is  the  first  eruption, 
and  it  then  resembles  the  small  flat  variety  in  its  mode  of  appearance 
and  its  course.  It  occurs  upon  the  palms  and  soles  with  about  the 
same  frequency  as  the  latter,  and  in  these  regions  it  may  develop  the 
so-called  palmar  and  plantar  psoriasis.  When  occurring  as  a  first  gen- 
eralized rash  this  syphilide  shows  no  tendency  to  a  circular  arrangement, 
and,  although  the  papules  may  be  more  closely  aggregated  on  such 
parts  as  the  face,  neck,  shoulders,  inguinal  and  gluteal  regions,  and  near 
joints,  they  do  not  coalesce  except  in  i)arts  continuously  irritated. 
Owing  to  irritation  their  area  sometimes  becomes  greatly  increased. 

This  syphilide  may  also  become  complicated  with  seborrhoea. 

Prognosis. — The  early  appearance  of  this  syphilide  indicates  an 
active  form  of  syphilis,  and  calls  for  prompt  and  careful  treatment.  A 
relapse  of  the  eruption  indicates  continued  activity  of  the  disease.     As 
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to  th-  rniiitiori  it-^If.  it«  disa{i[i«arince  i?  merelv  a  question  of  time 
ari'J  ■•!'  tr»-:ilrii«-riT. 

Diagnosis. — A  L^-ii-ml  t-niptiim  nf  thU  ssyphilide  pre:«enti&  such  dis- 
tiri'tiv*-  fKitiin-  tIki:  •  rrnr?  in  ili:is:ni.>«i«  are  scarcely  poessible.      Where  it 
«NiMir-  in  liriiirtil  ritir:ilN-r?i  anil  run?  a  chnmic  course,  particularly  when 
tli»-r«;  iin-  -•■vt-ral  ••riijiTinn-  **i  {cipiilt-?  at  rhort  intervals,  no  other  lesions 
\r»\i\,z  vi«ililf.  it   may  I  if  mi«tak<'n  f»»r  p^a-iria^i*.     The  question   mav  be 
.-Tjil  ii:rrli*.r  r'M:i)>Ii<'atf«]  liv  iIk-  ap;  tea  ranee  of  |apules  upon  the  elbows 
ami  kii'».-.     A  ili-iimiion  t-an.  In»wt'vcr.  generally  l>e  made  by  attention 
t"  (.-•:ri:iiri  ]»MinT«.     In  :-v|liliIi^  the  |ia pules  have  a  uniform  size  not  seen 
in  ]i-<jriari.-  :  in  p*oria-i«  tlie  ^jNit.-^  are  likely  to  blend  and  form  gyrate 
patcli*-  :  uliili'  in  •ypliiii-  tlu-y  irradiially  pa«  away  after  reaching  ma- 
turity.    Tin.'  riil.ir  of  till'  I'Hiriati*^'  [uitehe*  is  pinkish  or  deep  crimson; 
that  nt"  tin-  -ypliiliui'  papuk-s  i-  ileep  brown  or  dull  crimen.      It  mtist 
be  r'ont'»r-'<l.  liDWtvt'r.  that  a  diasrnosis  must,  in  some  cases,  be  estab- 
li.-li'il  l»y  Mihi-r  iVaiiin'r-.     Tht-  scales  of  the  syphilitic  papules  are  not 
a-  *f.|iiou*  an'l   u-iially  not  as  silvery  as  th«ise  of  psoriasis ;  they  are 
simply  nmn-  nr  lt>-  adljt.rent  flakes  of  epidermis.     Moreover,  in  syph- 
ilid tin  P-  i"  a  lii-tMry  of  -rum.  other  symptom  or  lesion,  or  there  may 
lie  otlnr  -|M(ifi(!  K-ions  du  the  ImkIv  at  the  time.     There  may  also  be 
eatlpxia  in  syphilis,  whih'  |Kiiienis  with  psoriasis  are  generally  remark- 
ahly  Ik  alihy.     The  a;L^«'  of  liie  jKitient  is  sometimes  a  point  of  impor- 
lariri-.     Asa  rnlc,  p^oria>is  be^rins  in  early  life  and  only  exceptionally 
aftrr  jinlM-rty.  Tin-  syphili^i^'  is  more  common  after  puberty,  on  account 
<'f  th*'  nu)re  fnMjurrit  orrnrn'iMM'of  syphilis  after  that  period.     Finally, 
m<nnri:il  tn-atUH-nt  has   no  etlVei   nj)on  j)soriasis,  while  it  is  especially 
iM-ni'ficial  in  this  form   of  syphilide. 

Scaling  Papular  Syphilide  of  the  Palms  and  Soles  (Syphilitic 
Psoriasis  of  the  Palms  and  Soles). 

Papular  syphilides  of  the  j)alnis  and  soles  are  often  peculiar  and 
dilliriilt  of  <liaji:nosis.  They  may  oeenr  at  any  time  in  the  secondary 
jxtIimI  or  may  coexist  with  tertiary  lesions  ;  they  run  a  ehronic  course, 
una<-companic<l  hy  pain  an<l  itching,  and  are  generally  rebellious  to 
internal   treatment. 

The  erythematous  syphilide  is  often  developed  on  the  ]>alms  in  scat- 
tered si>ots  whit^i  hav(^  a  <leep-red  eoh)r,  are  slightly  elevated, and  covered 
hy  a  layer  of  ei)idermis.  Jn  favorable  cases,  subjected  to  treatment, 
sealing  soon  occurs,  leaving  a  sm<M>th,  rosy,  slightly  depressed  surface, 
surrounde<l  by  an  undermined  rim  of  epidermis.  The  mode  of  develop- 
ment of  these  spots,  when  not  treated,  will  be  described  later. 

In  a  general  eruption  of  flat  papules  a  few  sometimes  ocqwt  in  the 
hollow  of  the  palms  and  soU»s.     They  are  small,  decidedly  elevated,  and 
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have  a  deep-n^d  or  purple  coh^r,  which  soon  becoraes  obscured  by  the 
great  increase  of  epithelial  scales.  This  is  well  shown  in  Fi^:^,  l.']5. 
Ejcceptionally  they  are  very  numerous  in  the  aUjve  regions.  Theydis- 
apiK^ir  under  treatmentj  but  if  left  to  themselves  they  become  olironic. 

Fig.  135. 


Clrcti inscribed  scaUug  ptipulur  sfphilide  of  the  palm. 

In  some  cases,  usually  early  in  the  secondary  periwl  and  coexisting 
with  dermal  or  other  manifestations,  or  perhaps  being  the  only  evidence 
of  syphibsi,  a  varying  number  of  small,  firm,  hard,  colorless  elevations 
or  miniature  corns  appear  on  the  jwilms.  Usually  there  are  about  a 
dozen  on  each  hand  ;  there  may  be  only  two  or  three  or  they  may  be 
much  more  plentiful.  They  cause  neither  itching  nor  pain,  but  are 
in  some  instances  tender  under  pressure.  They  run  an  indolent  course 
and  disappear  chiefly  by  scaling.  They  arc  com|iose<l  of  dense  masses 
of  cjiidermal  scales  wliich  can  be  dug  out  with  a  knife. 

The  well-marked  scaling  syphilides  of  these  parts  may  appear  as  early 
as  the  third  month  of  syphilis,  at  the  time  evf  a  relapsing  eruption,  or 
even  at  a  mucli  later  period. 

Tliese  patches  constitute  the  true  scaling  syph Hide  of  these  parts,  and 
are  called  by  most  authors  **  syphilitic  psoriasis  of  the  palms  and  soles" 
(Fig.  13G). ' 

The  dla^osis  of  the  early  papnlar  syphilidos  of  the  palms  and  soles 
is  generally  easy,  since  neither  eczema  nor  psoriasis  produces  similar 
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appearances.  In  their  early  stage  tho  color  and  situation  of  the  patches 
indiaite  their  nature,  while  the  hij?tory  of  the  case  and  the  coexistence 
of  other  syphilitic  le^iouB  fiirni,<h  additional  evidence.  When  the 
patches  are  diffuse  their  redemblanee  lo  psoriasis  is  almost  perfect.     The 
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latter,  however,  is  often  more  scaly,  is  usiiiilly  more  scattered,  and  is 
scaly  from  the  first,  or  begins  as  rosy- ret  I  patches  and  scaling  spot§. 
In  many  cases  of  the  syphilitic  eruption,  particidarly  when  it  is  quite 
chronic,  otdy  one  hand  will  be  found  to  be  attacked,  and  that  one  will 
be  that  most  commonly  nscd  and  suhjected  to  friction.  When  this 
eruption  is  developed  rather  late  in  tlie  course  of  syphilis  it  may 
attack  only  one  hatuL  This  unilaterality  of  the  lesion  is  strongly  sug- 
gestive of  syphilis. 

Treatmemt.— These  eruptions  are  usually  amenable  to  internal 
medication  if  they  are  attacked  early.  But  even  if  interna!  treatment 
is  directed,  one  or  otlier  of  the  external  methmls  .•ibotdd  be  used  occa- 
sionally, in  order  to  expedite  their  involution,  Tlie  small  and  large 
miliary  papular  syphilides  are  the  ones  which  are  most  resistant  to 
genenil  and  local  remedies.  They,  like  all  stubborn  papidar  syphilides, 
should  be  treated  by  hot  baths,  either  alkaline  or  sulphur,  and  by  fric- 
tions of  mercurial  ointment.  Mercurial  ointment  is  to  be  rubbed  into 
the  surfaces  vigorously,  each  stance  occupying  from  twenty  minutes 
to  half  an  hour.  Scaling  eruptions  of  tbr  palms  and  soles^  the 
serpieliE  of  the  erythematoiis  and  papular  syphilides,  are  pe{?uliarly 
obstinate  and  prone  to  relapse.  They  may  be  benefited  by  local  sub- 
limate baths  taken  once  or  t'wice  a  dav.     Hot  alkaline  baths  with  the 
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addition  of  bran  are  al^o  very  eflioient.  Aft*^r  imoiersion  of  the  parte 
they  shouiil  be  eiivt-IoptHl  in  a  m\U\  form  of  niereuriul  ointnieiit,  ^mAi  a^ 
equal  parts  of  meiviirial  ointment  and  cold  cream  or  of  citrine  oint- 
me  n  t  si  in  j  1  a  r  ly  ri!d  uei-il . 

In  some  cases  of  localized  eruption  a  mild  goluticm  (iVnai  1  to  4  grains 
to  the  oimee),  of  bicldoride  of  mercury  in  flexible  colhwlion  or  trau- 
maticin  may  prove  very  efficient,  Simetimes,  when  the  tendency  to 
scaling  is  very  i>ersisteut,  ehrysarohin   may  produce  happy  results. 

THE  PUSTULAR  SYPHILIDES. 

These  syphilides  constitute  an  iiTi[»ortaut  group  of  r^riiptions,  which, 
though  les^  common  than  the  erythematous  and  papular  fiirms*  may 
apjx'ar  at  the  earliest  stage  of  ^ypliilis,  at  any  time  in  its  secondary 
period,  or  even  late  in  its  tertiary  fK?riod,  They  vary  in  severity  from 
a  mild  and  ephemeral  eruption  to  one  of  the  gravest  character.  The 
size  of  the  pustules  varies  from  that  of  a  pin's  hea<l  to  that  of  a  ten- 
cent-piece;  tliey  may  f>e  acuminate,  globular,  or  fiat :  they  are  generally 
romid,  but  sometimes  oval;  and  they  are  surroun<led  by  a  dull,  cop- 
pery-refl  areola.  iSome  have  a  well-markt^i  paptihir  bjise,  tlie  pustule 
being  a  minor  part  of  the  lesion;  beneath  all  of  them  tliere  is  more  or 
less  infiltration.  They  may  begin  as  papules  or  as  distinct  pustules. 
They  vary  greatly  in  number,  sometimei*  covering  the  entire  body  or, 
on  tlie  cfmtrary,  being  limited  to  sj>ecial  regions.  They  show  a  marked 
tendency  to  appear  on  localities  rich  in  hair-  and  sebaceous  f  >Hieles, 
while  some  are  prone  to  l>e  devehipod  in  particular  regions.  The  pus- 
tules may  be  either  scattcreij  or  in  groups^  and  are  almost  always 
symmetrical iy  placed.  Relapses  of  this  syphilide  are  common;  the 
earlier  the  eruption  the  more  rapid  is  its  invasi*»n  and  the  more  numer- 
ous are  its  lesions,  while  later  eruptions  ap|iear  slowly,  in  limited]  num- 
bers, and  with  a  marked  tendency  to  localization. 

The  earlier  eruptions,  being  papuhipustular,  usually  C4i use  no  destruc- 
tion of  the  skin;  while  the  late  ones,  being  extensive,  deep^  and  localized, 
leave  cicatrices,  which  remain  pigmented  for  a  long  time,  but  finally 
become  shining  white. 

The  Acneform  Syphilide, 

This  syphilide  is  thus  called  because,  like  acne  int!garis^  it  attacks 
the  hair-  and  sebaceous  follicles,  and  because  it  is  a  papulopusiular 
lesion.  It  consists  of  conical  or  slightly  rounded  pustules,  varying  in 
diameter  and  elevation  from  one-third  of  a  line  to  a  line.  Snuetimes 
the  pustules  are  as  small  as  a  pinhend.  They  may  form  the  whole 
eruption,  or  they  may  be  mingled  with  miliar)*  papules  or  the  erythema- 
tous syphilide. 
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Wht^n  appeariiig  at  the  l>egiiiijitig  of  the  secondary  stage  as  a  general 
eruption  the  pustules  are  usually  afeomjmnied  by  fever,  which  sometimes 
rcuelies  the  liighest  jxjint  nhserved  in  syphiliti,  an<l  hy  other  symptoms 
peiMiiiar  to  that  stage.  Tlie  nnxle  of  invasion  may  be  rapiil  or  subacute. 
In  the  former  case  the  small  red  si>ots  rapidly  become  papular  and  then 
pustular,  the  lesion  reaching  its  full  development  within  twenty-four  or 
forty -eight  hours. 

This  eruption  genenilly  begins  about  the  face,  scalp,  hack  of  the 
neck,  and  shiiuhlers,  and  may  thence  invade  the  trunk  and  extremities, 
being  more  eopioUH  on  \\iv  scapular,  sternal,  and  gli(t<^al  regions  and  on 
the  outer  aspect  of  the  liinbt?-  We  in  some  cases  tiud  syphilitic  {wipules 
or  erythematous  patches  on  the  inner  surface  of  the  arms  and  legs  aod 
on  the  anterior  aspect  of  the  trunk.  When  the  pustules  are  scattered 
over  the  entire  boily  they  may  be  closely  crowded  or  separated  by 
marked  intervals.  The  lirst  eruptions  are  always  more  copious  than 
relapses,  in  which  the  pustules  ajipear  possibly  groujK*d  in  patches  or  in 
a  ringed  form  about  the  face,  scalp,  or  shoulders,  \isually  having  been 
preeeiled  by  an  erythematous  or  pajiular  syjihilide. 

The  prognosis  of  tliis  sy phi lide  is  not  so  gfK>d  as  that  of  other 
earlier  forms.  The  eruption  itself  is  troublesome^  an*I  the  general 
health   is  more  tVerpiently  impaireti  after  this  rash  than  after  others. 

Diagnosis,— The  history  of  the  case,  the  presence  of  other  lesions, 
and  the  a)>|iearance  of  a  generally  distributed  pustuhir  sypbilide  pre- 
clude the  possibility  of  mistake.  Aeue  vulgaris  resemldes  ii  in  cer- 
tain particulars.  Acne,  however,  general ly  begins  about  puberty,  and 
IS  confined  to  the  (lice  and  back,  and  rarely  attacks  the  hair  of  the  scalp. 
It  is  never  attended  by  systemic  reaction.  Moreover,  it  presents  papules, 
pustules,  and  eoinedonos,  which  have  no  uniformity  of  size :  sr>me  are, 
indeed,  miniature  furuncles,  and  all  have  at  some  tinic  a  more  or  less 
hypenernie  areola. 

The  diagnosis  of  this  sypbilide  is  genendly  easy.  Prodromal  symp- 
toms observed  in  small-pox  and  varicella,  sucli  as  backache  and  eruptive 
fever,  are  noticeably  absent,  and  there  is  much  less  general  disturbance. 
In  tlie  acute  eruptions  there  are  great  heat  and  tension  of  the  skin,  and 
at  the  outset  small  shot-like  jianules  may  be  felt,  which  nqiiilly  pustu- 
late. More  or  less  diffuse  patches  of  hypenemia,  accom|xinieiJ  by  sensa- 
tions of  itching  and  burning  of  the  skin,  are  sometimes  present*  Vari<jla 
progresses  so  ni(»idly  that  its  nature  is  [ierfectly  clear  after  the  second 
day.  The  slow  development  of  the  syphilitic  eruption  and  the  absence 
of  subjective  symptoms  are  distinctive  points  in  the  diagnosis. 
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The  Impetigoform  Syphilide. 

This  syphilide,  like  the  preceding,  is  a  pustulocrustaceous  eruption, 
and  attacks  the  more  suj>erficial  layers  of  the  skin,  differing,  however, 
in  the  fact  that  the  lesions  are  not  so  distinctly  circumscribed,  but  have 
a  tendency  to  involve  a  much  greater  surface  and  often  to  assume  a 
serpiginous  character. 

The  resemblance  of  this  eruption  to  simple  impetigo  is  in  the  group- 
ing of  the  pustules,  in  their  fusion,  and  chiefly  in  the  somewhat  similar 
appearance  of  the  crusts.  The  pustules  of  the  specific  eruption  are 
usually  nuieh  larger  and  flatter  than  those  of  the  simple  form,  and  their 
resemblance  is  hardly  so  close  as  to  warrant  the  term  "impetigoform'' 
applied  to  them.  They  dry  so  quickly  into  crusts  that  the  pustular 
stage  soon  ceases. 

In  some  untreated  and  broken-down  cases  these  pustulocrustaceous 
lesions  take  a  serpiginous  course,  invading  the  superficial  layers  of  the 
derma,  generally  of  the  upper  extremities. 

The  course  of  this  eruption  is  usually  very  chronic.  On  its  invasion 
the  pustules  may  be  very  numerous,  or  a  few  only  may  first  appear  on 
the  head.  Thus  for  long  periods  new  pustules  may  appear  as  old  ones 
fade.  In  other  cases  a  general,  extensive  rash  may  run  its  course  in 
a  comparatively  short  time. 

The  prognosis  must  be  based  upon  the  ])atient's  general  condition  as 
well  as  upon  the  eruption  itself.  The  presence  of  the  eruption,  how- 
ever slight,  is  an  indication  for  careful  and  continued  treatment  and  for 
attention  to  the  patient's  nutrition  and  hygiene. 

Diagnosis. — This  syphilide  may  be  mistaken  for  impetigo  in  its  dis- 
seminated and  in  its  confluent  form.  The  lesions  of  impetigo  retain 
their  pustular  character  much  longer  than  do  those  of  syphilis.  They 
are  attended  by  heat  and  itching  of  the  skin,  and  have  an  inflammatory 
areola;  they  are  much  more  uniform  in  size  than  are  the  pustules  of 
syphilis,  and  their  crusts  are  of  a  greenish -yellow  color  instead  of  the 
greenish-black  of  syphilis.  The  acuteness  of  invasion  in  the  case  of 
large  patches  of  the  simple  eruption  is  in  striking  contrast  with  the 
slow,  painless,  and  indolent  character  of  the  syphilide.  These  features, 
considered  in  connection  with  the  history  of  the  case,  make  the  diagnosis 
clear. 

The  Variolaform  Syphilide. 

This  eruption  is  much  less  common  than  the  acneform  variety,  and 
is  interesting  chiefly  in  its  resemblance  to  varicella  and  variola.  It  is 
rarely  the  first  eruption  of  syphilis,  but  appears  after  any  of  the  early 
rashes. 

It  consists  of  round  superficial  pustules,  the  epidermis  covering  the 
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NHntMrifn   t'L'f'rriftxs,  or  srpBiLmEs. 


\Hin  \mu^  niilitir  iIiiji.     li  liegitin  in  tlic  fonncirnEd  \ 

H  tiny  nr  Iwn  |j<*fn»ftM<  pijiitijli  h  willi  a  diameler  aod  m 

iir  two    IIjii*^.     Tlitw    |iu**tulcM    an*    i^urrouQckd  br  a 

wl  nmilii,  (mhI  \\wtv  !■  ('viilriilly   lujt  very  fnQcb 

ImMt'ii.     WUvn  fiilly  t|i«\'p|i>|H<4l  tlii^y  flutttTi  ^ligbtl/ at  tW  oa 

pvvm^Hiin^  imirlMMl  iitiiliilitndiuiu     (Ht'ii  Plate  XXXV,) 

Tf(i'm*  |MiF<hilt'M  lui\(*  iiM  li'DiliMic'v  in  n  (nllit'iilar  rtrigin,  boi ; 
lilt  (IfirtM  hIm'Ti^  llM^'^klll  \>i  m4)  iiuA  (|(^ll^at(^  fV4.^jUeQt]y,  like  < 
liilitHi  lt|i«iH  (III*  Inh'lNMtil  iiiiiJ  nl  lh<>  iiritMif  jiinctioD  of  ^kiDWitbi 
MM  (t»linin<i,  IIm'N  iin^  ^rniHidly  h[inr>ir  on  the  outer  aspect  of  tW  ex- 
li'CMillli'*,  lunrit  iiiHiirniiiN  (111  thr  antrrinrof  the  trunk,  aod  oAoi  alnit- 
(hiMi  ntmr  thtt  ifmilitiipi  and  in  iUv  irij^innul  region. 

11m<  iuiuIm  lit*  InviiFiiMii  iif  ihiK  i»rii])tif>n  in  generally  rat ber  slow,  aad 
in  fi<«|i|«iiM  iMiMtiMijHMilt'd  liy  iirtMinuneed  febrile  movement.  It  bc^ii» 
riliMMl  lilt'  1^411%  nm\  ihriuH^  rt^m'udH  Hh>wly  over  the  body  m  tfe 
IHHIN^  nf  oiiti  or  two  wi'pliKt  11ir  (  riHt!<«,  whieli  form  when  the  pastuks 
mwU  \\uAy  Itnl^hl,  (till  u\l\  h*\i\'\u^  |)i|L(itii*nfi*fI  .^|>ot>.  Sometimes  new 
<«i'iijM»  i'u|*Mi\  MHi'i*M«i(l  old  oiM'H,  m*  ihiit  mi  4Tii|»tiori  may  lo^it  several 
liMioHipa,  Jill  <'ni|illnti  in  ^iitUlv  iullnenced  by  treatment;  altboogfa 
itn  lull  Hii'^l  h'  illlllinll,  fiHurt^  onilmr.'*i.H  nmy  be  prevented. 

1  hn  pruguttill  li  llin  HiiiM'  JIM  lltui  t^r  olhrr  {Ki^tukr  eruptions. 

The  lothymafonn  Syphilide. 

Ttrnn^  HIV  Iwn  vaili'lii'M  ul'  Ho.h  ?*y|iliiljcle,  miperfieial  and  deep, 
Thi*  iiii]h'('|1i'ImI  iw  tim  lunlU^r  i^nipti<*n,  *'q*|ir:iring  at  any  time  dur- 
ing tliM  t\vti\  yviiv  uf  M  |ililll«i|  iniil  in  imiially  composeii  of  a  greater 
lOjjNiitir  of  iHitatuhiB,  TIhi  luthT  ri'hrnible*  thoi^e  of  non-sjiecific 
m'(li\MM»  M»  luislMg  H  noliil,  elrvnttHl  bu^^e  stirmiinfled  by  a  eriist, 
aiMl  in  \Uhv  luirthiiH'y  to  iilm^rtUe.  Tho  di-cp  form  may  be  an 
iiiiiMriit  ^liiii  V  IrsioM,  or  itvi^it  a  rn!h*'r  hite  ime.  The  pus^tiiles  of 
tlii^  MMprilliiul  I'orni  vaiy  In  dianii'lor  from  one  to  three  lines* 
Tlwy  \iv\fU\  iih  nllifhl  It'll  (diiyutionH  of  ibe  i^kin,  which  in  a  day 
or  two  bi»i*ormt  en t nil  tu»niriil  pii-^tiilcv**.  *Vhe  pnstuk*s  ^^nidually  in- 
oreiiiH'  ill  »*iKe,  HIM  I  iiniKlh  an<  formt'd  by  d«*,'*itt*ntion  t»f  the*  pus.  The 
crii!4t*4  j^i'ow  in  proporlinn  lo  tUr  Umoh  of  the  pustule?,  and  their  yellow 
color  soon  beiMmieit  brown,  wliitdi  is*  n'nden'd  still  darker  by  particles 
of  *Urt  ariil  MometlnieM  by  a*lnnxinre  of  u  little  blond.  When  fully 
fornirti  their  color  is  yrlltiwisli-brnwti  anrt  their  .shape  round  or  conical. 
Ah  the  pnstulcH  inerease  in  i*iac  the  crUHt*^  become  flattened  and  even 
depressed  at  the  centre.  Thcba^i'  is  at  first  of  a  bright-red  coh»r,  which 
SiHoi  becomes  a  dull  n^tdihh-brnwn^  and  it  is  surrounded  by  an  abruptly 
limited  areola.  Beneath  the  enist,  which  is  seldom  firnjly  adherent,  is 
Ml  ulcenition,  involving  the  superticial  layers  of  the  derma,  and  having 
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a  sjTMXith  floor  covered  by  a  grayish-red  film  of  molecular  detritus 
bathed  m  thick  pus. 

The  superficial  ecthymaform  syphilide  begins  by  the  development  of 
pustules  either  in  a  disseminated  or  an  aggravated  form,  about  the  scalp, 
particularly  at  its  junctifm  witli  the  face  and  neck.  They  may  appar 
gradually  and  without  much  febrile  movcmentj  or  in  a  manner  (|uite 
the  reverse.  Soon  after  other  portions  of  the  bcKly,  such  as  the  anterior 
surfaces  of  the  legs  and  forearms,  the  trunk,  particularly  on  the  jwsterior 
surface,  and  the  inguinal  and  gluteal  regions,  mav  be  invaded.  (See 
Plate  XXX  VL) 

The  deep  variety  of  the  ecthymaform  syphilide  is  usually  a  rather  late 
lesion,  but  it  is  sometimes  precocious.  In  the  latter  case  it  maybe  very 
malignant,  and  it  is  then  the  expression  of  profound  syphilitic  cachexia. 
This  syphilide  begins  ati  a  papulotubercle.     A   round  or  oval  elevation 


Fio.  137. 


.  *- 


Tbe  dieefi  t'Cthymaform  By|ihUi<le, 


api>ears,  upon  which  a  quantity  of  yellow  pus  soon  forms,  and  this 
becomes  thicker  and  dries  into  a  crui*t  of  a  brownish-black  color^  owing 
to  the  effusion  of  a  little  blood.  When  fully  formed  we  fiud  an  in- 
crusted  papulotubercle,  w^ith  a  diameter  of  one-quarter  to  one-half  of 
an  inch.  The  firm,  deeply  seated  base  has  a  dark,  copjM*ry-red  color 
and  is  surrounded  by  an  areola  of  a  similar  hue.  The  crust  is  generally 
rounded  or  conical,  but  may  flatten  out  as  it  extends.  (See  Fig.  137.) 
A  deep,  punched-out  ulcer,  with  sharply  cut  edges  and  a  smooth,  gray- 
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ish-red  siirfacM?,  covered  with  a  foul,  rust-colored  pus,  underlies  the 
crust,  wliich  can  be  renmve<l  witti  little  force. 

This  eruption  is  generally  most  abundant  on  the  antero-exterior  sur- 
faces of  the  le^  ;  often  these  pustules  niav  form  on  the  corresponding 
surfaces  of  the  amis  nr  about  the  face  and  on  the  lower  porlion*  of  the 
trunk.  It  is  usually  developed  slowly,  appearing  in  crops  of  from  two 
to  twelve  at  intervals  of  one  or  several  weeks. 

The  progtiosis  of  this  syphilitic  is  variable.  In  the  superficial  form 
the  eruption  often  gives  much  annoyance,  yet  it  may  disappear  without 
leaving  scars*  The  condition  of  the  system  is  always  below  par,  and 
the  prognosis  should  be  governed  in  great  measure  by  the  degree  of  ini- 
provement  ujider  treatment.  In  most  crises  a  favorable  result  may  be 
expected  in  the  course  of  a  few  months,  but  in  rare  cases  prolonged 
eaelicxia  fullows. 

Tlic  prognosis  of  mi  hi  and  limited  cases  of  the  deep  variety  is  usu* 
ally  good.  In  more  extensive  and  relapsing  cases  the  outlook  is  less 
favonible  ;  the  jiresence  of  the  eruption  indicates  a  depraved  condition 
of  healthy  which  is  greatly  aggravated  by  tlie  irritation  and  drain  of  the 
deep  ulccnitions,  A  few  months  of  proper  treatment  will,  however, 
genenilly  elTect  a  cure. 

The  diagnosis  of  this  syphilidc  is  almost  always  easy,  although 
it  may  be  mistaken  for  ecthyma.  The  su{>crticial  form  is  to  be  distin- 
guished from  a  similar  ecthyma  by  the  peculiar  course,  situation,  and 
a|>[H'aranee  of  the  syphilitic  pustules  as  compared  with  the  more  inllam- 
matcjrVj  pruritic  pustules  of  eetliyma,  whieb  are  more  uniform  in  size, 
luive  yellowish-brown  crusts,  and  much  less  tendency  to  ulceration. 
Moreover,  ecthyma  usually  occurs  on  tlie  legs  of  broken-down  subjects, 
and  is  an  eruption  of  papules  and  pustules^  the  latter  forming  only 
superficial  ulcers.  In  some  cases  of  phtheiriasis  in  uncleanly  and  un* 
healthy  persons  pustidoerustnceous  uleers,  Si>mewhat  resembling  those 
of  syphilis,  are  seen,  but  with  care  a  diagnosis  enn  always  be  made. 
The  discovery  of  the  Pcdiculus  vestimentorum,  ihe  presence  of  minute 
bloml-crusts  caused  by  the  bite  of  the  insect,  and  very  often  scratch- 
marks,  and  a  gcnend  papular  and  pruritic  condition  establish  the  diag- 
nosis of  phtlii'iriasis. 

Treatment, — The  early  and  intermediate  pustular  sypbilides  require 
8ublin»ate,  nu-rcurial  vapor,  and  sulphur  and  alkaline  baths.  Then  tJie 
patient's  bo<ly  shoulil  be  rubbed  with  niercurial  ointment  or  a  strong 
white  precipitate  ointment.  Al»out  the  face  it  is  imperative  that  these 
lesions  should  lie  cffieiently  acted  upon,  in  order  to  cause  their  prompt 
dieappea ranee  and  to  prevent  cicatrices. 

Zinc  ointment  to  which  is  added  white  precipitate  in  the  proportion 
of  6  or   10  per  cent,  is  a  very  useful  preparation,     Resorcin  may  also 
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be  used  in  similar  combination  and  strength.  The  encrusted  syphilides 
require  the  use  of  baths  and  fomentations  for  the  removal  of  crusts, 
and  then  calomel  or  iodoform  may  be  dusted  upon  the  raw  surfaces, 
which  should  be  covered  with  absorbent  gauze.  When  these  surfaces 
are  extensive  iodoform  should  be  used  sparingly,  lest  it  produce  a  toxic 
effect,  or  it  may  be  mixed  with  an  equal  quantity  of  subnitrate  of  bis- 
muth and  then  applied  more  freely.  Similar  combinations  of  aristol 
or  resorcin  may  be  used  with  benefit.  Upon  the  raw  surfaces  left  after 
the  removal  of  crusts  a  solution  of  bichloride  of  mercury  (1  :  2000) 
may  be  used  once  or  twice  a  day.  In  these  cases  mercurial  fumigations 
are  often  wonderfully  curative. 

MALIGNANT  PREGOGIOUS  SYPHILIDES. 

These  syphilides  are  of  a  malignant  and  ulcerative  character,  and  are 
usually  found  in  weakly  and  cachectic  patients.  They  occur  in  three 
quite  distinct  varieties. 

The  first  form  is  a  pustular  rash  attended  with  extensive  ulceration 
and  formation  of  scabs.  It  begins  as  rounded  pustules,  grouped  or 
irregularly  scattered,  which  soon  ulcerate  and  form  flat  or  conical 
greenish-black  crusts  which  may  blend  together.  The  ulcers  are  deep, 
with  sharply  cut,  undermined  edges  and  a  foul  base  secreting  a  fetid 
pus.  Such  an  eruption  appears  first  upon  the  face  or  scalp,  where  the 
lesions  are  often  in  groups ;  then  it  invades  the  arms,  and  may  even 
extend  over  the  entire  body,  successive  crops  of  pustules  being  de- 
veloped in  severe  cases.  There  is  rarely  a  tendency  to  ringed  distribu- 
tion, but  sometimes  one  group  of  pustules  is  increased  by  the  formation 
at  its  periphery  of  new  pustules. 

The  second  form  begins  as  a  red  tubercle  of  the  size  of  a  pea, 
which  is  rapidly  converted  into  an  ulcer  with  a  thick  crust.  The 
subsequent  course  is  similar  to  that  of  the  previous  variety,  except 
that  the  destruction  of  tissue  is  often  much  greater.  This  eruption  is 
prone  to  appear  first  on  the  head  and  upper  extremities.  In  some 
cases  these  regions  only  are  attacked  ;  in  others  the  whole  body  is 
invaded.  The  invasion  of  this  eruption,  like  that  of  the  preceding  one, 
may  be  rapid  or  slow.  Its  course  is  chronic,  sometimes  occupying  six 
or  eight  months  or  even  a  year. 

The  third  form  is  one  of  the  most  formidable  manifestations  of 
syphilis,  and  is  happily  rare.  It  is  always  accompanied  by  cachexia, 
and  if  not  fatal  always  leaves  a  condition  of  permanent  ill-health.  It 
begins  as  round  tubercles  of  a  dark-red  color,  slightly  elevated  and 
deeply  seated  in  the  skin,  which  attain  a  diameter  of  an  inch  or  more. 
A  small  blackish  slough  forms  in  the  centre  of  each  tubercle,  and  is 
at  first  firmly  adherent ;  it  extends  rapidly,  and,  soon  becoming  loosened 
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by  the  secretions,  is  cast  off  as  a  fetid,  eup-sliaped  mass^  looking  some* 
thing  like  an  inverted  rupia  crust.     The  ulcer  thus  exposed  is  ven^ 

deep,  lias  a  foyi,  dark-hrown  siirfare  with  hiird,  everted  edges,  and 
eeiTetes  a  fetid  idmr.  To  the  toiicli  it  gives  the  inipre^^^ioii  of  being 
deeply  seated  and  indurated  like  ri  typiral  initial  lesion  or  chancre. 
Surrounding  each  tubercle  is  a  linmd,  deep-red  areola.  Phagedena 
may  occur  and  run  a  course  similar  to  that  of  pluigeilenie  gnnimous 
ulcers.  From  time  to  time  brow uij^h -green  crusts  form  and  are  thrown 
ofi".  In  favorable  cases  the  surface  of  the  ulcer  gradually  assume  a 
mure  healthy  appearance,  the  edges  become  softer,  and  healing  takes 
place. 

The  invasion  of  tliis  syiihilide  is  generally  rapid,  but  its  subsequent 
4'(Htrse  is  slow.  Usually  tnberch^s  are  develojjcd  in  region  after  region, 
jHUowcd  perhaps  by  a<lditional  crops.  They  are  irregularly  sciittered, 
with  no  tendency  to  a  ringed  form.  The  face,  the  extremities,  the 
shouhlcrs,  and  buttocks  are  its  favorite  seats. 

Tlic  prognosis  of  tlicsc  syplulidcs  is  always  grave,  since  they  indi- 
cate a  most  iuteu.sc  and  active  form  of  syphilis.  The  health  of  the 
patient  previous  to  infection,  his  habits,  the  extent  and  character  of  the 
erut^tion,  and  the  degree  of  cachexia  nuist  all  l>e  considered.  The  course 
of  the  lesions  and  the  influence  of  treatment  must  l)e  watched. 

As  regards  treatment,  every  effort  should  be  made  to  improve 
nutrition.  Mucli  can  be  done  toward  cheeking  the  course  of  the 
enijUiou  by  the  employment  of  h^cal  measures.  Careful  drt^s^sing  of  the 
ulcers,  their  thorough  disinfcctifm,  and  the  early  removal  of  secrt^tious 
not  only  add  to  the  comfort  of  the  [mtient,  but  promote  healing.  The 
local  measures  detaile<l  for  the  treatment  of  pustular  and  encrusted 
syplulides  may  be  used  for  these  eruptions.  (St^e  page  558.)  In  spite  of 
evenr'  precauti*jn  indelible  cicatrices  are  genendly  left.  Internal  treat- 
meut  must  also  be  employed.  The  guardi'd  i\sv  of  mercury,  preferably 
by  inunction  or  by  hypodermic  injection,  with  iodide  of  pt^tassium, 
eo4lium5  or  ammonium  internally,  is  indit^ted.  Opium  is  often  par- 
ticularly useful  ill  these  cases  by  calming  the  restlessness  of  the 
patient  and  quieting  the  pain  of  the  ulcers. 

We  may  sometimes  resort  to  mercurial  vapor  l)aths  with  iodide  of 
potassium  or  scKliuni;  combined  with  hitter  tonics,  internally,  Ijcginning 
with  ten-  to  fiftcen-grain  doses  three  or  four  times  a  day,  and  gradually 
increased  by  two  or  three  grains  daily.  Mercury  given  in  this  way  is 
supposed  to  have  a  beneficial  local  as  well  as  general  eilect.  The  con- 
dition of  the  stomach  demands  that  the  most  digestible  and  nutritious 
K»d  be  taken,  if  possible  in  small  tpiaiitity  and  at  frefjuent  intervals. 
tiraulants,  preferably  port  wine  or  brandy,  must  be  given  regu- 
larly.    Such  treatment  as   the  above   is  suitable  when  the  patient  is 
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still  able  to  move  about.  In  a  typhoid  condition  treatment  applicable 
to  the  adynamic  fevers  is  called  for,  together  with  the  careful  use  of  the 
iodides. 

PBEGOGIOUS  OUMMATA. 

There  are  three  distinct  varieties  of  early  or  precocious  gummata — a 
generalized,  a  localized,  and  a  neurotic  variety. 

The  generalized  form  ap|)ears  as  early  as  the  eighth  week  of  infec- 
tion, and  at  any  time  during  the  first  and  early  parts  of  the  second 
year,  the  rule  being  that  the  earlier  the  date  of  appearance  the  more 
extensive  is  the  eruption  and  the  more  numerous  the  lesions.  It  begins 
in  the  form  of  small  circumscribed  swellings  under  the  skin,  usually 
unattended  with  pain  and  only  perceptible  to  the  touch.  In  a  short 
time  these  become  adherent  to  the  skin,  and  then  they  appear  like 
bright-red  spots,  which  are  frequently  looked  upon  as  blind  boils. 
Thus  early  they  are  found  to  be  round  or  oval  tumors  of  the  size  of  a 
bean  deeply  set  in  the  skin.  They  grow  quite  rapidly,  and  within  ten 
days  may  attain  an  area  of  an  inch  or  inch  and  a  half.  A  slower 
growth  is  also  seen.  As  they  increase  in  size  their  red  color  becomes 
more  sombre,  and  perhaps  coppery.  When  fully  developed  they  pre- 
sent a  quite  firm  structure,  and  may  be  said  to  be  in  the  stage  of 
condensation.  Their  course  is  usually  without  much  variation.  As 
they  grow  older  their  red  color  becomes  more  coppery,  and  they 
gradually  grow  softer  in  structure,  as  if  they  were  permeated  with 
fluid.  This  may  be  called  the  stage  of  softening,  which  varies  in 
degree  in  different  cases.  In  some  tumors  there  is  simply  a  soft,  yield- 
ing condition  of  the  ^tissues ;  in  others,  what  appears  to  be  true  fluc- 
tuation may  be  felt.  To  the  inexj)erienccd  these  tumors  in  the  latter 
case  may  give  the  impression  of  abscesses  and  suggest  the  use  of  the 
knife,  which,  however,  should  not  be  used,  since  absorption  may  occur 
even  in  this  stage  of  liquefaction  of  the  gummy  infiltration.  Under 
favorable  circumstances  these  lesions  do  not  go  on  to  ulceration,  and 
they  are  then  said  to  belong  to  the  resolutive  variety  of  this  early  form 
of  gummata.  Then  the  tumors  gradually  lose  the  slight  convex  eleva- 
tion which  they  had  attained,  and  slowly  flatten  out,  while  they  gradu- 
ally melt  away  from  their  outer  edge,  their  color  fading  pari  passu 
until  a  pigment-spot  is  left  which  is  most  persistent  upon  the  legs. 
Slight  or  deep  cicatrices  may  also  be  left. 

In  some  cases  the  resolutive  tendency  in  this  eruption  is  not  ob- 
served, but  a  necrobiotic  action  soon  appears.  The  stage  of  condensa- 
tion is  then  quite  sh(;rt  and  softening  begins  early.  The  centre  of  the 
tumors  assumes  a  dark-red  color  in  one  or  in  several  spots,  and  distinct 
fluctuation  is  so(jn  made  out.     Then  slight  ulceration  begins,  usually 
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in  several  places,  corresponding  to  the  follicular  openings,  and  very- 
soon  the  epiJernial  niof  of  the  tumor  melts  away,  and  an  unhealthy 
ulcer  with  a  sliglitly  fiingating  greenish-red  floor^  covered  with  a  sanious 
pus  and  surrounded  by  a  tliickencil,  deep-red,  undermined,  and  more 
or  le^s  everted  edge,  is  seen.  As  a  ndo,  however,  these  precocious 
gummatous  ulcers  are  more  snperiicial  tlian  the  tertiary  ones;  their 
floor  is  less  deep,  their  edges  less  uiulermiued  and  everted,  and  their 
whole  api>earaD€e  indicates  that  the  destruction  is  less  extensive. 

The  ItTcalized  form  of  early  gunmiata  appears  somewhat  later  than 
the  preceding  one;  that  is,  at  about  the  fifth  montli  and  within  the  first 
year  of  iuteeliou,  aud  perhaps  later.  The  difterence  between  the  two 
is  mainly  that  of  degree  and  extent  of  development  of  the  lesioos. 
Like  the  first  variety,  the  evolution  of  the  tumors  is  aplih'gmasic,  bat 
a  little  more  indolent  and  insidious ;  in  short,  partaking  to  a  certain 
extent  of  the  characteristics  of  both  the  very  early  seeondary  and  ter- 
tiary gummata.  The  tumors  present  the  same  appearance,  excejvt  that 
they  are  large  and  perhaps  not  quite  as  salient  as  those  of  the  first 
variety. 

The  neuroiiv  form  of  the  early  gummata  has  a  marked  individuality 
of  its  owu»  and  presents  points  of  resemblance  to  erythema  nodosum. 
In  the  very  early  months  of  syphilis,  either  in  the  stationary  period  of 
an  early  gyphilide  or  at  its  decline,  generally  preceded  or  accomi>anied 
by  severe  neuralgic  symptoms  iu\'olviug  the  fiicial  or  cranial,  intercostal, 
anterior  crural,  or  any  cutaneous  nerve,  by  cephalalgia  eorjtinuoos  or 
nocturnal,  by  rheumatoid  pains  in  the  muscles  or  j<»ints,  ami  by  malaise 
and  debility,  this  eruption  makes  its  appearance  early  and  devel- 
ops quite  rapidly.  In  srmie  instances  so  acute Js  the  invasion  tlmt 
in  a  week  we  may  find  fidly  devehiped  tumors  an  inch  or  two  long, 
but  in  geneml  their  evolution  is  less  rapith  In  addition  to  the 
neuralgic  phcn*)mena^  hx'al  pains  on  tlie  sites  of  the  lesions  or  on 
the  whole  territory  or  limb  on  which  they  are  develo[ied  are  com- 
plained of.  These  pains  may  be  continuous  or  intermittent,  and  in 
some  instances  are  as  excruciating  as  in  severe  herpes  zoster.  They 
are  described  as  flashing,  burning,  lancinating,  and  are  sometimes  said 
to  rcscndjle  those  of  an  abscess,  lu  sonie  instances  the  patient's  suf- 
ferings are  less  after  the  evolution  of  the  syphilide,  but  in  most  cases 
the  tumors  are  so  painful  tluit  patients  shrink  in  terror  from  their  pal- 
pation. Tliere  is  also  a  moderate  fel>ri!e  movement,  an  evening  tem- 
perature of  100'^  or  101°  F.,  and  in  very  severe  cases  as  high  as 
104*^  Y. ;  emaciation,  wai*t  of  appetite,  and  concomitant  symptoms. 
The  seats  of  predilection  are  tlie  fc»rcarms  and  legs,  hut  the  tumors, 
may  appe^ir  on  the  shoulders,  arms^  thighs,  chest,  and  trunk- 

The  eruption  consists  of  two  orders  of  lesions :  first,  oval  or  round 
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tumors,  or  irregular  plaques  from  fusion  of  tumors ;  second,  tumors  or 
nodosities  seated  in  the  subcutaneous  tissues,  at  first  freely  movable 
under  the  skin  and  fascise,  and  later  on  adherent  by  both  their  upper 
and  lower  surfaces. 

The  cutaneous  tumors  begin  by  infiltration  in  the  deeper  portions  of 
the  skin  and  its  contiguous  connective  tissue.  When  first  seen  they  are 
in  bright-red  and  rather  sharply  circumscribed  spots,  which  soon  form 
round  or  oval  swellings,  slightly  raised  and  convex.  In  some  cases  the 
bright-red  color  rapidly  becomes  darkened  until  a  blackish-red  or  de- 
cidedly ecchymotic  appearance  is  seen,  while  in  others  it  is  of  a  deep 
red  similar  to  that  of  erythema  nodosum.  In  some  cases,  again,  the 
red  centre  pales  and  becomes  the  color  of  white  wax  or  of  a  billiard 
ball,  while  the  dcci)-red  border  or  areola  remains  in  various  stages  of 
intensity,  consisting  of  a  commingling  or  play  of  colors,  such  as  we  see 
following  a  bruise  or  erythema  nodosum.  In  many  cases  resolution 
takes  place ;  in  others  the  stage  of  softening  may  end  in  ulceration. 
The  resulting  ulcers  present  all  the  characters  of  the  late  gummata, 
except  that  they  are  rather  more  superficial.  Their  subsequent  course 
is  usually  chronic  and  aphlegmasic. 

The  diagnosis  of  these  lesions  is  usually  very  easy.  The  history 
of  the  case  and  the  subacute  character  of  the  swellings  are  so  distinctly 
diflferent  from  erythema  nodosum  that  a  mistake  can  hardly  occur. 

Treatment. — The  early  or  precocious  gummata  indicate  the  neces- 
sity for  the  use  of  the  mixed  treatment,  or  of  iodide  of  potassium  in 
combination  with  mercury  applied  locally.  Daily  inunctions  should  be 
made,  and  lint  spread  wnth  mercurial  ointment  should  be  bound  upon 
the  parts.  If  much  pain  is  present,  belladonna  ointment  may  be  mixed 
with  the  mercurial  ointment. 

THE  PIOMENTART  SYPHILIDE. 

The  pigmentary  syphilide  is  seen  in  three  well-marked  and  quite 
distinct  conditions  : 

1.  In  the  form  of  spots  or  patches  of  various  sizes. 

2.  As  a  diffuse  pigmentation  of  greater  or  less  intensity,  which  sooner 
or  later  becomes  the  seat  of  leucodermatous  changes  in  the  shape  of 
small  spots  which  gradually  increase  in  size.  This  is  the  retiform  pig- 
mentary syphilide. 

3.  In  an  abnormal  distribution  of  the  pigment  of  the  skin,  in  which, 
owing  to  the  lack  of  or  crowding  out  of  the  pigment  in  places,  they  be- 
come whiter,  while  the  parts  involved  in  the  abnormal  distribution 
become  darker  ;  in  this  way  a  dappled  appearance  is  presented.  In  this 
form  there  is  probably  no  excess  of  pigment ;  it  is  seemingly  unequally 
distributed  throughout  the  tissue-expanse.     This  form  has  been  termed 
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the  roarmoraceous,  from  ite  re^mblance  to  some  forms  of  marble  i: 
which  there  is  an  intimate  interblending  of  light  and  darker  colorsw 

All  forms  of  the  pigroentarv  syphilide  ap()ear  both  early  and  late  ia 
the  secondary  perir»<J,  and  they  may  be  the  only  evidence  of  the  tJiatlie^i 
or  they  may  coexist  with  other  maRtfe^^tattons.  The  evalutian  of  tJ 
ayphiltde  mayoectir  as  early  as  the  second  or  third  month,  but  it  u^^ually 
appear:-  about  the  .^ixth  month  or  toward  theeloj^e  of  the  first  year,  or  it 
may  develop  during  the  second  or  third  year  of  infectii>n.  It  ocscars 
most  commonly  in  females,  ]iarticularly  blonde^^,  up  to  the  age  of  thirtTJ 
or  thirty-five  years.     It  is  rarely  fouml  in  the  male  «ex. 

The  ]wirts  of  predilection  of  tlie  ^yplulide  are  the  lateral  surfaces  of 
the  neck,  Icj^s  frequently  the  face,  and  then  more  commonly  the  forehead* 
It  may  liC  seen  on  the  trunk,  arms,  and  legs,  and  may,  very  exception* 
ally,  slowly  invade  tin/ whole  IkkIv.  It  is  unattended  by  anv  subjective 
symptoms  whatever.  The  j>t^nientary  syfihiliile  is  peculiar  in  the  fact 
tJiat  it  is  wholly  uninfluenced  by  internal  treatment,  and  external  appli- 
cations have  little  if  any  effect  iipr>n  it.  I 

The  pigmentary  syplii I !<lc  in  the  form  of  spots  or  patches  consists  of  ^J| 
round,  oval,  or  irregular  i>laqries,  which  may  have  sharply  defined  bordeni  ^M 
or  tlieir  margins  may  hv  ilentatetl  or  jagjt]:fr'd,  TlR*ir  eoli»r  varies  from  a  ^^ 
light-brown  coj^-ciu-iaii  to  a  quite  dtH'p-brown  lint.  They  are  unaf- 
fectcfl  by  pressure  and  the  condition  of  the  circulation.  In  jiersons  with 
light  and  delicate  skin  they  may  t>t^  very  faint  in  tint  and  perhaps 
onlv  perceptible  in  oblitjue  light. 

In  this  fornt  ni"  |>igmcntary  syphilide  it  is  common  to  see  the  uneven 
distribution  of  the  i>ignientation  ;  sometimes  the  color  is  deeper  at  the 
margin,  (Vmimonly  there  i^  no  involvement  <if  the  intervening  skin, 
tljoiigli  sfimctime.h  tla'  hy perch romatotis  condition  jmMluees  the  illusion 
that  the  unaftected  skin  i,H  whiter  than  normal.  These  pigmented  spotA 
may  remain  uneliangetl  and  infh*lent  for  months,  particularly  in  cold 
weathrr.     In   itie  course  of  time  they  slowly  disappear. 

Tlie  f^econd  fc^rni  of  pigmentary  sypliilide — the  lace  or  retiform 
variety — is  far  more  eommtm  than  the  otlier  forms.  Slowly  or  rapidlv 
thesitlesof  the  neck  bewme  discolored  the  tint  Iteiug  that  of  mfe'<iit-'laif^ 
or  even  of  deeide^l  yellowish-bmwn.  The  most  c<miraou  site  of  this 
4'riij>tion  is  on  the  sides  of  the  neck,  and  purliajvs  on  the  buck  of  the  neck. 
(iSee  Plate  XXXVII.)  Tlic  i)atients  usually  say  that  tliey  noticed  or 
WTre  t(»ld  that  their  necks  were  getting  or  liad  g^jt  dirty.  In- 
telligetit  and  observant  patients  will  very  oi'ten  state  that  their 
triHible  began  with  a  l>niwniug  of  the  skin»  and  they  will  state  j>osi- 
tivrlv  that  there  was  nt*  intermingling  of  white  spots.  From  the 
neck  this  eru|>tinn  may  extend  extensively  over  tlie  trunk,  mostly 
anteriorly  or  ilowu    the    arms.       Wiien    the    pigmented    jxitch    has    in 
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volved  more  or  less  of  the  sides  of  the  neck,  a  jK»cnliar  change  will  he 
observed  in  it — namely,  the  development  (»f  whitish  sj)ot8  which  may  l)e 
taken  for  leucoderma.  Scattered  irregularly  over  the  pigmented  surfii(;e 
close  observation  will  show  a  few  or  many  minute  wliite  siH»cks,  which  in 
a  short  time,  particularly  in  hot  weather,  l>ecome  large  enough  to  present 
definite  shapes,  which  may  be  round,  oval,  linear,  or  irregular.  Thew? 
white  spots  gradually  grow,  an<l  in  many  instances  the?  neck  is  largely 
covered  with  them  before  the  patient  is  aware  of  any  change*  having  taken 
place.  They  then  say  or  are  told  that  their  ne<'ks  are  growing  whit*'. 
Towanl  the  final  stage  of  the  disease  the  pn*ponderan(^<»  of  tln^  white 
spots  leaves  only  round,  oval,  or  wavy  lines  or  strands  of  brown  pig- 
ment, which  give  the  appearance  of  lace  with  large  nieshes,  the  intrr- 
Btices  being  formed  by  the  white  sjK>ts,  which  arc  round,  oval,  gyrate, 
linear,  or  irregular.  In  this  way  the  skin  in  tlu*  (roiirs(»  of  months,  and 
in  some  casesof  a  year  or  more,  seennngly  returns  to  its  normal  condition. 

The  third  or  marmoraceous  form  of  pigmentary  sypliilide  is  by  far  the 
least  common.  Its  nuxle  of  invasion  is  slow  and  aplilegnia.'*i(^,  and  there 
is  little  or  no  hypcTpigmentation.  The  natural  color  of  the  skin,  in 
spots  of  irregular  size  and  shape,  becomes  white,  while  the  margins, 
which  are  hazy  and  indefinite,  become  browner  than  normal.  It  seems 
to  be  a  displacement  of  pigment  resembling  strikingly  some  delicate 
varieties  of  mar})le  in  which  there  are  imp<'rceplibly  blended  .Klindes  of 
white  and  very  light  black.  In  my  experience,  this  Inrm  is  jilwnvs  seen  <ni 
the  sides  of  the  neck,  and  it  does  not  .«-liow  a  tendency  to  extend.  It  cm 
only  be  found  upon  persons  of  <l<-licate  skin,  and  very  oi'ien  onlvby  elo.-e 
observation.    It  slowly  disappears  and  the  .-kin  is  lel'i  in  iis  noriuMl  color. 

Diagnosis. — In  thestag<'  of  sup<'r|)igmentation  the  case  may  be  mis- 
taken for  chh>asma  if  the  history  is  not  clearly  bron^dit  out.  When  the 
white  spots  have  become  plaiidy  visible,  a  diagnosis  of  Inicoderma  may 
be  made.  But  usually  the  situation  of  the  eruption,  chielly  on  the  side.4 
of  the  neck,  will  point  to  its  specifK!  natiin*.  Then,  again,  in  leucoderma 
the  white  patches  have  a  distinctly  brown  though  narrow  margin,  which 
is  never  seen  in  tlu*  |)igm<'ntary  sypliilide.  The  diagnosis  of  the  syphilide 
from  tinea  versicolor  is  readily  made.  This  eruption  rarely  exists  on  the 
sides  of  the  n<»ck  alone,  and  if  present  there  is  continuous  with  large 
patches  on  the?  trunk.  It  is  usually  darker  in  color,  slightly  elevated, 
and  scaly,  and  may  be  attended  with  mild  pruritus.  If  a  few  scales  an* 
remove<l  an<l  microscopically  examined,  the  microsporon  furfur  will  be 
readily  seen  among  thee|)ithelial  cells.  The  |)igmentary  sy|)hilide  is  not 
a  scaling  affection,  and  if  scales  are  scniped  from  the  surface  no  micro- 
organism will  be  found. 

Treatment  consists  in  daily  frictions  with  mercurial  ointment  or 
douches  with  a  bichloride  solution  (1  :  1000). 


SYPHILITIC  AFFECmONS  OF   THE  VARIOUS  MUCOUS  MEM- 
BRANES. 

ERYTHEMA,  AND  MUCOUS  PATCHES  OF  THE  MOUTH  AND 

TONGUE. 

The  mucous  nicmhmnes  coTitinuuUji  with,  and  rather  remote  from^ 
the  mucocutiiiieoiH  juoetiinis  are  freniiently  atTeeted  in  the  seeoudary 
Btnge  by  hypera^mic  an  J  hyperphistie  processes. 

Erythema  of  the  mueous  membranes  is  u.siially  ideiitieal,  in  the  time 
of  its  appearanee  and  in  its  general  eliaracter,  with  the  .^^me  eruption 
upon  tlie  skin.  Ijike  tlii'  hitter,  if  ordinarily  appearj?  six  oreiglit  weeks 
after  infection,  and  may  utlect  any  of  tlie  outlets  of  niueons  canals, 
although  it  is  most  frequently  ^een  npon  the  fauces,  pituitary  mem- 
brane, anil  genital  organs,  and  in  many  in.stances  doubtless  fails  to 
attract  attention.  It  is  most  frecpiently  seen  upon  the  fauces  in  pei'sons 
ex()osed  to  sudden  changes  of  temperature,  in  su lokens,  and  in  those 
who  are  buliject  Iti  frequent  attacks  of  ciitarrh  ;  ujjon  tlie  vulva  In 
women  who  have  frequent  sexual  intereourse  ;  and  upt^n  the  glans  penis 
in  men  witli  a  long  prepuce.  It  maybe  the  onlygeneml  lesion  present, 
or  more  frequently  it  is  aecimi|>aniefl  by  other  early  manifestations. 

This  eruptiou  often  disiqqR-ars  quite  suddenly,  and  is  very  prone  ti> 
return* 

Erythema  and  Mucous  Patches  of  the  Mouth. 

Erythema  of  the  btieeul  cavity  is  usually  confined  tn  the  neighbor- 
IhhhI  of  tlie  fauces,  and  in  the  neigld>urh(>nd  i*f  tlie  outlet  af  niucou^i 
canals,  especial ly  around  the  genital  organs  and  anus,  upon  the  mucous 
inenibnme  of  the  mouth,  and  sometimes  upon  cither  ]«irts  of  the  body, 
more  particularly  at  the  base  of  the  nails  and  wherever  the  reflection 
of  the  integunuiit  upon  itself  fnrms  natural  fohls  in  the  skin. 

It  may  readily  liecnnfcMintled  with  the  eflr-cts  of  an  ordinary  cold,  from 
which  it  often  can  be  distinguished  only  Ijy  the  history  of  the  case.  The 
presence  of  narrow,  dusky-itMJ  hands  of  inilanimatiou  along  the  bonier 
of  the  velum,  ending  aliruptly  at  the  luise  <if  tlw  uvula,  is  considered 
l>y  some  obgervers  to  be  characteristic  of  sy|»hilitie  erythema.  Asao* 
ciated  with  this  condition,  as  well  as  with  (ither  lesions,  thrre  is  often  it 
general  a'dema,  especially  of  the  velum  and  uvula.  The  latter  organ 
may  become  very  much  swollen. 
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The  most  common  syphilitic  lesions  of  the  mouth  are  mucous  patches. 
They  are  most  frequently  found  upon  the  tonsils,  the  uvula,  the  velum 
palati  and  its  pillars,  the  sides  of  the  tongue,  and  the  mucous  surfaces 
of  the  lips,  especially  the  lower.  At  the  angles  of  the  mouth  they  are 
often  continuous  with  a  pustular  eruption  upon  the  integument.  The 
inner  surface  of  the  cheek  near  the  last  molar  tooth  is  another  favorite 
seat.  The  dorsum  of  the  tongue  and  the  gums  are  less  frequently 
affected.  Their  most  characteristic  feature  is  a  grayish-white  color, 
appearing  as  if  they  had  been  pencilled  over  with  a  crayon  of  nitrate 
of  silver,  which  has  given  them  the  name  of  "  opaline  patches."  They  are 
more  irregular  in  their  outline  than  condylomata,  and,  unlike  the  latter, 
are  not,  as  a  general  rule,  perceptibly  elevated  above  the  surface. 

The  name  "  smokers'  patches ''  has  been  given  to  certain  morbid 
areas  most  frequently  seen  on  the  mucous  lining  of  the  cheeks  near  the 
angles  of  the  mouth.  They  occur  most  frequently  in  the  mouths  of 
inveterate  smokers,  and  are  due  to  proliferation  of  the  epithelium, 
which  becomes  ojmline,  as  though  the  spots  had  been  touched  with  car- 
bolic acid  or  with  nitrate  of  silver ;  the  patches  are  sometimes  fissured, 
and  may  become  eroded,  although  the  epithelium  is  usually  very  ad- 
herent. They  are  generally  quite  obstinate,  and  persist  long  after  the 
apparent  extinction  of  the  infection. 

Treatment. — Mucous  patches  of  the  mouth,  from  which  infection 
so  often  occurs  to  innocent  persons,  should  be  carefully  and  regularly 
treated.  The  morbid  parts  may  be  touched  with  a  tampon  moistened 
with  a  solution  of  nitrate  of  silver  (30  gr.  to  water  1  ounce),  or  this  may 
be  used  as  a  spray.  The  mouth  should  be  constantly  rinsed  and  "the 
throat  gargled  with  strong  solutions  of  borax,  chlorate  of  potassium,  and 
alum.  Particular  attention  should  be  paid  to  the  condition  of  the 
stomach,  and  plain,  nutritious  food  should  be  allowed.  Smoking  is  to 
be  absolutely  interdicted,  and  the  use  of  stimulants  and  irritating  con- 
diments is  to  be  suspended. 

In  some  cases  the  application  of  a  1  or  2  percent,  waterj'  solution  of 
chromic  acid  is  very  efficacious. 

Superficial  Affections  of  the  Tongn^e. 

Coincidently  with  pharyngeal  erythema  the  mucous  ihembrane  of 
the  tongue  may  also  become  hyperjemic.  In  some  oases  the  morbid 
process  extends  over  the  whole  tongue,  while  in  others  it  occurs  in  the 
form  of  round  or  oval  disks  scattered  over  the  dorsum.  From  these 
hy])er8emic  patches  the  epithelium  may  be  removed,  and  as  a  result  the 
surface  is  eroded  or  perfectly  smooth,  in  the  form  of  plaques,  of  which 
there  may  be  one  or  several.  This  condition,  somewhat  frequently 
seen  in  syphilis,   is   also  observed   in   the   mouths  of   non-syphilitics, 
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particularly  in  those  who  suffer  from  gastro-intestinal  troubles.  Ex- 
cariated  or  smooth  round  or  oval  jiatches  of  the  tongue  are  nol^  there- 
fore, pathognomonte  of  syphili^. 

Xot  uncomnionly  we  see  iscattered  over  the  tongue  and  at  its  tip 
and  sides  irregular  patchei»  of  epithelial  hv  jjerplajifia  which  have  a 
bright  or  a  dull  pearly-white  surface.  These  legions,  due  to  cireiira- 
gcribed  areas  of  hypersemia,  are  a^?  small  a*  a  piivs  head  and  j)erhape 
of  the  extent  of  one  or  two  lines*  They  are  usually  a  little  salient. 
By  means  of  local  and  general  treatment  these  lesions  may  be  removed, 
but  they  are  often  very  obstinate  and  persistent. 

Mucous  patches  of  the  tongue  are  not  infrequent,  and  are  found 
chiefly  at  its  tip  or  on  its  sides.  They  are  more  or  less  annoying  or 
painfidj  and  in  smokers  and  persons  suflVring  from  indigastion  thev 
show  a  tendency  to  lieconic  chronic  and  to  relapse  in  an  exasperating 
manner.     They  may  be  complicated  l>y  general  lingual  hyperajmia. 

As  a  result  of  erythema  and  mncons  patches  of  the  tongue,  this 
oi^an  becomes  the  seat  of  fissures  whicli  are  developed  either  over  the 
dorsum  or  on  the  sides.  On  the  dorsum  of  the  tongue  these  fissures  are 
irregtilar  and  sinuous  in  shape,  while  on  the  sides  and  at  the  tip  thev 
are  in  general  vertically  placed*  Coexistent  with  this  fissuraiion  of 
the  tongue  there  is  usually  mild  or  severe  epithelial  hyperplasia. 

These  lesions  are  obstinate  in  their  course,  and  they  present  de^ 
cidefl  evidence  of  being  of  epithelial  structure.  Tliey  have  been 
variously  callctl  psoriasis,  ichthyosis  of  the  tongue,  and  leukoplakia. 
When  they  begin  in  the  secondary  period  it  i,>  usually  nut  diifirult  to 
estal^lish  the  fact  that  they  originated  in  a  hvphilitic  soil.  But  when 
they  develop  late  in  the  infection  ilicre  may  Uv  simie  doubt  as  to  their 
etiology.  These  lesions  l>elong  to  the  class  of  parasyjdiilitie  manifestn* 
tions,  which  are  usually  processes  or  conditicms  resulting  from  irrita- 
tive changes  left  by  the  on^dnal  syphilitic  inflammation.  Tfiey  are  the 
outcome,  but  not  the  essential  derivativesj,  of  syphilitic  infection. 

These  lingual  lesions  are  very  prone  to  lead  t^icpithcliomatous  degen- 
eration, Ijcnee  their  bearers  arc  always  in  jcc»i)ardy. 

Treatment. — The  treatment  of  mucous  patclies  and  of  the  milder 
forms  of  epithelial  hyperplasia  af  the  tongue  is  similar  to  that  of 
mueniis  patches  *>f  the  mouth. 

In  the  obstinati:  cases  of  fissures  a  garfiUj  yf  bichkvride  of  mercury 
in  w*atcr,  1  :  1000,  is  sometimes  very  l)eneficiiib  In  some  cases  these 
lesions  require  active  but  carefully  applied  cauterization,  either  with 
equal  parts  of  earbolic  acid  and  ^srlycenn  or  nitrate  of  silver  and  water, 
even  as  high  as  10  per  cent.  Strouf^  applications  should  only  be  made 
at  intervals  of  several  days*  In  the  interim  mild  and  astringent  solu- 
tions of  nlum  or  tannin  may  be  usc<K 
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For  epithelial  plaques  it  may  be  necessary  to  apply  liquid  carbolic 
acid  or  a  solution  of  caustic  potassa  (,^j  to  5J  water).  These  cases  sorely 
tax  the  patience  of  the  afflicted  person  and  of  the  surgeon. 

In  all  cases  of  syphilitic  inflammation  of  the  tongue  it  is  most  im- 
portant that  every  source  of  irritation  shall  be  removed. 

Internal  treatment  has  no  influence  whatever  upon  the  psoriatic  or 
ichthyotic  patches  of  the  tongue. 

AFFECTIONS  OF  THE  NOSE. 

The  pituitary  membrane  may  be  the  seat  of  erythema,  superficial 
ulcerations,  and  mucous  patches,  which  give  rise  to  symptoms  resembling 
those  of  an  ordinary  catarrh.  Besides  these  lesions,  in  some  cases  an 
adenoid  tissue  is  developed,  which  gives  much  trouble  and  annoyance 
by  stopping  up  the  nasal  passages.  Sometimes  an  ulcer  may  be  seen 
just  within  the  nasal  orifice,  surrounded  by  swollen  mucous  membrane 
and  rendering  the  alae  nasi  tender  upon  pressure.  Plugs  of  inspissated 
mucus,  mixed  with  blood  and  pus,  which  obstruct  the  passages,  are  from 
time  to  time  discharged.  The  nasal  secretion  is  more  abundant  and 
more  purulent  when  ulcerations  or  mucous  patches  exist.  In  the  absence 
of  other  lesions  of  syphilis  upon  the  skin  or  elsewhere  the  character  of 
the  nasal  aflTections  may  be  suspected  only  because  of  their  persistence. 

Treatment. — In  treating  erythematous  exulcerous  conditions^ 
mucous  patches,  and  adenoid  inflammation  in  the  nose  it  is  of  prime 
importance  not  to  use  strong  stimulating  applications,  exwpt  under 
certain  restrictions.  The  parts  should  be  sprayed  several  times  a  day 
with  DobelFs  solution.  The  very  mild  solution  of  nitrate  of  silver 
(gr.  j  to  sviij  water)  may  be  used,  and  very  frequently  insufflations  of 
equal  parts  of  iodoform  and  boric  acid  are  very  beneficial.  In  all 
cases,  as  a  rule,  an  active  internal  treatment  should  be  ordered. 

AFFECTIONS  OF  THE  LARYNX. 

In  the  secondary  stage  the  larynx  may  be  attacked  by  (1)  erythema, 
(2)  superficial  ulcerations,  (3)  mucous  patches,  (4)  chronic  inflammation, 
with  hypertrophy  of  the  mucous  membrane  and  vegetations. 

Er3rthema. 

Erythema  of  the  larynx,  unless  it  be  very  acute  and  attended  by 
oedema,  may  be  so  slight  as  to  attract  no  attention,  the  only  symptoms 
being  slight  huskiness  of  the  voice  and  moderate  catarrh.  No  doubt 
it  occurs  during  early  skin  eruptions,  and  it  is  frequently  developed 
at  more  advanced  stages,  either  independently  or  in  connection  with 
deep  laryngeal  lesions.  There  may  be  nothing  in  the  appearance  of 
the  affection  to  distinguish  it  from  a  simple  catiirrh.     It  occurs  either 
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in  patelio^,  which  give  the  imicoQs  nicrabranoa  motthnl  appearance,  or 
it  may  lie  limited  Ut  certain  regiuns,  or  it  may  be  diflusc,  the  lining  of 
the  larynx  ha\'ing  a  uniform  dusky-red  hue.  There  may  be  su|>erficial 
erosions  of  the  mucous  membrane. 

Superficial   Ulcerations. 

The  superficial  ulcerations  observed  in  larj^ngeal  syphilis  involve 
only  the  mucous  mem  lira  ne.  They  may  affect  phonation  to  some  ex- 
tent, but  are  general iy  very  siluggishj  persisting  with  slight  change  for 
an  indefinite  period.  Their  margins  are  wtII  defined,  quite  regular,  and 
very  sliglitly  elevated  above  the  surrnuntliug  level.  The  surface  of  the 
ulcers  is  usuully  concealed  by  a  layer  of  tenacious  secretion.  Fre- 
quently general  erythema  of  the  mucous  membrane  coexists. 

When  seated  on  parts  exposed  to  irritation,  either  in  respimtion  or 
in  ph<»nation,  nincous  patches  of  the  larynx  are  prominent  with  ragged 
margins,  iormiiig  what  are  known  as  condylomata  ;  in  other  regionis 
they  are  flatter  and  the  ulceration  is  more  sharply  cut.  Tljcir  surface 
is  covered  liy  a  scanty  viscid  secretion.  The  removal  of  this  fihn  exposes 
a  red,  excoriated  surface  in  striking  contrast  with  the  paler  hue  of  the 
surrounding  mucous  membrane. 

Chronic  inflammation  of  the  larynx  is  very  j>ersistent,  and  commonly 
lea^ls  to  thickening  or  htfperaynlu  of  the  nnicous  niemliraue. 

Treatment.- — The  early  efflorescences  in  the  larynx  usually  disap- 
pear quite  prom])tly  under  the  infiuencc  of  internal  treatment.  If  thev 
are  obstinate,  tlrey  usually  yield  rapidly  to  the  nitnile-of-silver  fipray 
(gr,  j-iv  to  3vij  water!. 

Deeper  lesions  should  be  treated  by  occasional  moderately  strong 
cautcrimtinn  (nitrate  of  silver  or  carhf*lic  acid),  fnHowed  by  spraying 
M'ith  DobelTs  soltitinn.  Wlicn  there  is  ulceration^  insufflation  of  equal 
j>arts  of  iiHloform  and  l>uric  acid  is  required* 

MUCOUS  PATCHES  OF  THE  GENITAL  ORGANS, 

The  mi><t  frequent  seat  of  raucous  |mtches  in  men  is  around  the  anus 
and  within  the  mouth,  and  in  wnmcti,  npcui  the  vulva.  It  has  been 
asserted  that  they  are  much  more  frcfpicnt  in  the  latter  than  in  the 
former  sex,  hut  the  difltrence  is  proliably  not  so  great  as  has  l>een 
supposed.  There  is  certaiidy  no  more  common  symptom  in  male 
patients  affi-cted  wath  syjjhilis.  They  are  also  present  in  most  cases 
of  hereditary  syphilis  in  infants,  and,  in  consequence  of  the  moist  con- 
dition of  the  integument  at  this  early  stage,  arc  not  coi*fined  to  tlie 
regions  above  mentioned,  but  may  be  scattered  over  the  whole  ^urfttce 
of  the  bwly,  es|K'cially  the  nates  and   thighs. 

The  development  of  mucous  patches  is  everywhere  favored  by  inat* 
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teiition  to  cleauliness,  and  in  the  iiioiilh  by  the  use  of  tobacco,  either  by 
^l^lokiIlg  or  chewing  :  m  men  wlio  are  haliitiiated  to  these  practices  they 
cnnstitute  one  of  the  most  persistent  and  troublesorue  t?yrn[jtonis  we  have 
t\y  deal  with,  and  in  dirty  prostitutes  of  the  h>wer  ehiss  they  are  equally 
abundant  and  obstinate  about  the  genital  organs. 

M  neons  patches  vary  in  appearance  according  to  their  sit  nation. 
Tlie  chief  points  of  difterence  are  found  between  those  seated  upon 
the  external  intcgunjent  and  tbuse  upon  membra nes  whieli  are  strictly 
mucous. 

The  former,  which  are  met  witli  fur  the  most  part  around  the  amis 
and  genital  organs  in  th(*  two  sexes,  consist  of  ntuodcd  disks,  eitljcr 
single  or  aggregated,  of  a  reddish  or  grayish  culor,  granulated  and  elevated 
to  the  height  of  about  a  line  above  the  integument,  upon  which  they 
appear  to  be  sujM:^rim posed  like  a  number  of  cones  laid  upon  the  j>art« 
They  tlien  receive  the  name  of  eomii/lomaltK  Tlieir  ap[>earanee  is  so 
peculiar  that  w^hen  once  seen  they  are  readily  recognized. 


CONDYLOMATA  LATA. 

The  mode  of  development  of  condylomata  latu  is  as  folio wn  :  A  red 
epot  first  appears  upon  the  skin,  and  a  flight  effusion  takes  place  l>eneath 


Fig.  138, 
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Condylomata  luu  of  the  vulvft  a4id  an«.l  i^Uin.    f >n  ilic  IaU' 
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the  epidermic — siiffieieiit  to  loosen  it  from  the  dcrmu,  but  not  to  raijse  it 
ID  the  form  of  a  vesicle  or  bulla  ;  the  epidermis  is  removed  by  friction 
or  fulls  off,  and  ex  pises  a  mw  surface^  upon  whieli  a  moist  grayish  pelli- 
cle is  formed  ;  tiie  surface  is  elevated  by  liyptTtniphy  of  the  superficial 
layers  of  the  skin,  and  gives  rise  to  the  broad,  flat,  wart-like  disks  re- 
ferred to  above. 

In  Fig.  lo8  eomlylomata  lata  situated  around  the  vulva  and  anus  are 
graphieidly  portraye^L  In  Fig.  139  eondylomata  lata  of  the  anus  of  a 
man  are  well  shown. 

Fig.  139. 


CoiidyltjniutH  ol  tlit'  miya  witli  teinleiicy  to  vepcltttiuuh. 

Condylomata  upm  tlje  vulva  are  genendly  elevated  and  of  a  reddish 
color.  Those  that  occur  withiu  the  vagiua  and  upon  the  cervix  uteri 
more  closely  resemble  mucous  [>alchcs  upon  Hie  ext<^rnal  integument 
tlian  those  situated  upon  other  mucous  mt^mlinmes,  as,  fur  instance, 
within  the  buccal  cavity. 

Treatment. — In  all  cases  of  mucous  patches  or  of  condylomata  lata 
on  or  about  the  genitals  an  energetic  systemic  treatment  should  be 
adopted.  Lot?ally,  the  prime  essentials  are  absolute  cleanliness,  and  a 
dry  eondition,  and  tlie  covering   td'  the   piirts  by  some   protective  mib* 
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stance,  or  the  interposition  of  some  absorbent  material,  cotton  or  gauze, 
between  coaptecl  surfaces.  Black  or  yellow  wash,  applied  on  absorbent 
cotton,  is  very  efficacious. 

When  these  lesions  are  very  large  and  papillomatous,  they  may  be 
lightly  and  carefully  touched  with  a  solution  of  nitrate  of  silver  (3j  to 
water  ^),  with  chloroaeetic  acid,  carbolic  acid,  or,  in  very  exuberant 
cases,  with  the  acid  nitrate  of  mercury.  After  these  active  cauterizations 
the  parts  should  be  well  washed  and  dried,  and  then  dusted  with  some 
inert  powder,  over  which  a  layer  of  absorbent  cotton  should  be  placed. 
Aristol,  resorcin,  or  calomel  in  combination  with  starch  or  boric  acid 
forms  a  pleasant  and  effective  application  for  continual  use. 

In  women  especially  the  parts  should  be  kept  extremely  clean  and 
dry.  Hot  intravaginal  injections  of  bichloride  of  mercury  and  water 
(1  :  5000  or  1 :  3000)  should  be  used  several  times  daily.  The  genitals 
should  then  be  dried  and  dusted  with  equal  parts  of  calomel  and  starch, 
and  an  abundance  of  absorbent  cotton  should  be  applied  by  means  of  a 
bandage  if  possible.  In  some  of  these  cases  active  cauterization,  prefer- 
ably with  carbolic  acid,  should  be  used. 


Alopecia  is  one  of  the  iiKKst  common  syniptonis  of  syphilis.  By 
reason  of  its  prominence  and  of  its  compromising  character  it  is  the 
soorcc  of  constant  worry  and  annoyance  to  its  bi^arer.  It  varia*  from 
slight  to  almost  complete  loss  of  hair,  which  is  rarely  permanent,  and  its 
course  may  be  rapid  or  chronic*  It  is  attended  by  no  subjective  synip- 
tomSj  snch  as  heat  iir  itching,  and  in  most  cases  there  are  no  marked 
lesions  of  the  scalp,  while  in  other  cases  the  hair-follieles  may  be  attacked 
by  macnies,  papules,  pustules,  or  ulcers.  The  eyebrows,  the  beard,  and 
moustache,  the  hair  of  the  pubes  and  axiUie^  may  also  be  in  vol  vet! ,  The 
eyelashes  are  seldom  attacked,  except  by  ulcerative  h^sions,  and  alot>ecia 
never  exists  elsewliere  without  aflwting  the  scalp.  Tliese  may  be  calletl 
the  essential  alopeciic,  while  loss  of  hair  due  to  destructive  or  inflam- 
matory lesions  is  a  secon<lary  form. 

There  are  two  varieties  of  syphilitic  alopecia — one  consisting  of  a 
simple  thinning  hr  more  or  less  comjdete  shedding  of  the  hair,  and  the 
other  of  loss  of  the  hair  in  tolenibly  circumscribed  patches.  They  both 
occur  with  about  equal  frequency. 

The  tirst  form  of  alopecia  begins  rather  abruptly,  and  on  each  comb- 
ing many  hairs  usually  come  away»  On  the  scalp  the  result  of  this 
alopecia  is  generally  striking,  but  it  may  be  so  slight  as  to  |>ass  unnoticed, 
tlie  hair  merely  being  thinned.  The  hair  may  be  lost  in  one  or  more 
patches,  which  varv*  in  size  and  occur  without  symmetry  or  order ;  they 
may  be  as  large  as  the  palm  of  one*s  hatul,  and  several  may  fuse  together. 
Their  outline  is  irregular,  and  they  show  no  tendency  to  assume  a  circu- 
lar form.  The  surface  of  the  patches  is  rather  dry  and  somewhat  scaly  ; 
the  follicles  are  quite  prominent,  and  scattered  irregularly  may  be  a  few 
long  hairs,  sometimes  one  or  more  tufts,  and  minute  hairs.  The  surface 
of  the  sc^lp  is  dry  and  presents  a  few*  furfuraceous  scales.  In  patient» 
who  have  been  subject  to  sehorrhcea  capitis — or,  as  it  is  generally  known, 
pityriasis  capitis^this  C4)ndition  is  often  much  more  marked. 

Patient-^,  especially  men,  who  have  suHered  from  this  form  of  bald* 
ness  not  infrequently  get  into  a  state  of  mind  in  which,  after  the  cessa- 
tion of  the  fall,  notliing  can  convince  them  tliat  t!ie  affection  does  not 
yet  continue*  They  come  regularly  with  their  eomjjlnints  and  sorrows, 
and  often  vainly  pass  their  fingers  through  their  hair,  hoping  to  bring 
away  a  few  with  which  to  convince  the  surgeon  that  the  affection  is  still 
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active.  In  mo.^t  eases  tliis  doliision  h  <lisjK  lied  after  a  time.  In  Fig, 
140  this  form  of  alopeeia  is  well  .shown,  Tlie  general  ditlhse  shedding 
of  the  hair  of  the  scalp  is  ty pieally  portrayed.  In  this  case  there  was 
loss  of  eyebrows  and  eyelashes. 

Fio.  140. 


m 


Tlie  dirtusc  yihcdding  furm  of  syphiUtfc  alopcclii. 

The  seeond  or  patehy  form  t>f  syphilitic  aluiR^eia  presents  such 
striking  features  that  when  it  is  once  seen  it  is  thereafter  readily  recog- 
nized by  the  surgeon.  The  snrfaee  uf  the  scalp  presents  a  moth-eaten 
or  raangy  ap|>eaniTice,  The  hairs  are  generally  dry  aixl  lustreless^  giving 
the  ap|>eanince  id*  maiuutritiun.  The  l>ald  patches  are  of  irregular 
round  or  nval  outline,  and  fmm  fusion  they  become  gyrate.  The  scalp 
is  *lry,  scaly,  and  gencmlly  unhealthy  in  nppcanince.  The  hair- foil  ides 
are  prominent,  and  frr^ni  sonu*  of  them  stumpy  hairs  (jrotrude. 

Thi.s  form  of  alojKHTia  (admirably  portrayed  in  Fig.  141)  is  usually 
most  severe  on  the  back  and  upper  pnrUnns  <if  the  head^  and  les8  so  on 
the  sides  and  frontal  region.     It  runs  a  chronic  sluggish  course. 

The  hair* follicles  may  be   involved  by  erythematous  spots,  papules, 


nxilhe,  and  upon  t!ii!  piibes  the  lo:?s  of  hair  may  also  be  partial,  complete, 
or  in  patches. 

Syphilitic  alo]»ocia  is  |K*cnljar  to  the  secondary  perifid,  and  generally 
begins  ahnut  the  third  month,  at  the  decline  of  the  earlier  secon<larv 
synipt*>ins.  It  may  iK^enr  at  iuiy  time  l>etum  the  end  of  the  second  vear, 
and  is  very  freejuently  asj^ociated  with  cachexia. 

When  uk'crative  chans^es  occur  in  the  follieh^s,  or  when  pustules 
attack  the  scalp,  and  sonieirnies  even  when  erythematous  ^pots  aad 
[japnlcs  occur,  the  papilte  may  be  destroyed  and  the  follicles  become 
oblitcnited,  permanent  baldness  resulting.  This  happens  in  a  marked 
degree  in  connection  with  late  tubercles  and  giininiatous  ulcers. 
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Diagnosis. — The  diagnosis  of  syphilitic  alopecia  is  to  be  made  from 
pityriasis  capitis  (seborrhoea),  senile  baldness,  and  alopecia  areata.  The 
suddenness  of  invasion  and  the  generally  marked  character  of  the  bald- 
ness in  syphilitic  alopecia  and  its  non-inflammatory  course  are  in  marked 
contrast  with  the  chronic  course  and  the  scaly  and  somewhat  pruritic 
condition  of  pityriasis  capitis.  Moreover,  the  suspicion  of  syphilis  is 
confirmed  by  the  history  of  the  case  and  the  discovery  of  other  specific 
lesions. 

Senile  alopecia — incorrectly  so  called,  since  it  usually  begins  in 
middle  life — extends  backward  from  the  forehead  or  begins  at  the 
vertex,  and  is  wholly  unlike  the  syphilitic  affection.  Moreover,  the 
scalp  is  smooth  and  shiny,  and  the  follicular  openings  are  no  longer 
visible. 

Alopecia  areata  is  much  more  common  in  children  than  in  adults,  and 
occurs  in  round,  oval,  or  serpiginous  patches,  the  hair  on  other  parts  of 
the  scalp  being  preserved.  The  surfaces  of  the  patches  are  very  smooth 
and  polished,  and  of  a  yellowish- white  color ;  they  are  not  scaly,  and 
are  completely  destitute  of  hair. 

The  prognosis  of  syphilitic  alopecia  is,  in  general,  good.  In  some 
cases  the  loss  of  hair  is  so  extensive  and  its  renewal  so  slow  that  per- 
manent baldness  seems  to  be  inevitable.  The  main  points  upon  which 
to  base  the  prognosis  are  the  extent  of  the  baldness,  its  duration,  and 
the  patient's  general  health.  If  the  affection  has  been  severe  and  has 
existed  for  some  time,  if  treatment  has  been  neglected  and  incomplete, 
and  if  cachexia  has  taken  place,  the  prognosis  must  be  very  guarded. 

Treatment. — Cases  of  syphilitic  alopecia  call  for  a  vigorous  local 
and  constitutional  treatment.  If  possible,  inunctions  should  be  used 
on  the  neck  and  especially  the  upper  parts  of  the  body.  The  hair  of  the 
scalp  should  be  cut  off*  quite  close,  and,  if  expedient,  should  be  shaved, 
and  frequent  shampooing  is  very  beneficial.  Every  day  the  aff*ected 
parts,  and  indeed  the  whole  scalp,  should  be  well  rubbed  with  an 
ointment  composed  of  white  precipitate  (30  grains)  and  cold  cream  (1 
ounce).  This  application  may  be  made  at  night.  The  parts  should  be 
well  washed  with  soap  and  water  in  the  morning,  and  twice  during  the 
day  they  should  be  vigorously  rubbed  with  a  bichloride  solution  (1 :  500 
orl  :  250). 
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SYPHII.ITIC  AFFECTIONS  OF  THE  NAILS. 

Syphilitic  affections  r>f   thi*   nails  iire  of    two   varieties  •  in   ane, 
called oji^r'A/o J  the  disease  begins  primarily  in  the  nails  themselves  ;  and. 
in  the  other,  called  perionychla^  it  begins  in  their  vicinity  and  involve 
them  secondarily.     Their  eonrse  is  clironic,  an<l  may  be  mild  or  severe 
and  destructive.     They  generally  appear  within  the  first  two  years  fol- 
lowing syphilitic  infection,  but  their  invasion  may  occnr  much  later. 

In  syphilitic  onyehia  the  changes  may  be  dry  and  confined  to  the  nail- 
substance  or  the  nail  may  be  separated  from  its  bed. 

In  the  dry  form,  urnfvfiia  sicea,  the  nail  gradually  loses  its  lustre  and  ^i 
transparency  at  its  free  edge  and  assumes  a  dull-yellow  color  ;  some«^H 
times  the  disease  is  limited  by  a  distinct  line  t»f  demarcation  or  the  ^i 
lyhole  nail  may  be  involved.  The  e<lge  of  the  nail  becomes  thickenfxl 
and  brittle,  readily  cracks,  and  may  be  deeply  serrated  (Fig.  142). 

Fio.  142. 


Itfi  surface  is  rough,  and  presents  shallow,  longitudinal  fissures  and 
minute  depressions,  in  wliich  dirt  collects.     In  some  cases  the  morbid 
process  begins  as  a  small   pinkish,  perhaps  scaly,  spot  limited  to  on«jj 
segment  of  the  reflection  of  tlie  integument,  just  at  the  sulcus.     Fmnii 
this  focus  the  chronic  inflammatory  prf>cess  extends  both  along  the  sul- 
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cus  and  into  the  nail,  which  it  literally  destroys.  The  epidermis  under 
and  beyond  the  free  margin  is  usually  thickened  and  scaly.  Very  often 
there  is  but  slight  inconvenience  from  the  disease,  and  the  deformity 
may  be  remedied  by  careful  paring  of  the  nail.  In  some  cases,  how- 
ever, the  process  becomes  so  intense  that  the  whole  nail  is  converted 
into  an  irregular  rough  plate,  causing  great  deformity  of  the  hands? 
which  is  very  annoying  to  patients. 

Treatment  results  in  the  gradual  pushing  forward  of  the  diseased 
portion,  leaving  a  healthy  nail. 

There  is  also  an  hypertrophic  onychia ,  in  which  the  thickening  of  the 
nail  is  excessive.  It  involves  the  nails  of  the  fingers  more  frequently 
than  those  of  the  toes,  and  usually  attacks  more  than  one  nail.  This 
hypertrophic  state  is  well  shown  on  the  nail  of  the  thumb  in  Fig.  142. 

There  is  also  an  affection  of  the  nails,  of  which  I  have  seen  several 
well-marked  instances  in  men  suflTering  with  syphilitic  cachexia,  which 
seems  to  be  a  local  necrosis.  The  nail  becomes  opaque  and  whitish,  in 
spots  the  size  of  a  pinhead.  These  spots,  of  which  there  may  be  from 
two  or  three  to  ten,  are  formed  by  depressions  of  the  surface  of  the  nail, 
which  finally  reach  the  matrix,  leaving  minute  and  sharply  cut  holes. 
In  some  cases  the  necrosis  is  superficial,  and  the  whole  thickness  of  the 
nail  is  not  perforated.  When  this  occurs  the  nail  presents  much  the 
appearance  of  the  roughened  surface  of  a  thimble. 

Perionychia. — There  are  three  forms  of  perionychia — an  ulcerative, 
an  indolent  (which  is  usually  non-ulcerative),  and  a  diffuse  form. 

The  non-ulcerative  form  may  attack  the  entire  attached  margin  of 
the  nail  or  its  lunula  or  one  of  its  lateral  margins.  The  border  of  the 
nail,  to  the  width  of  about  one  line,  is  thickened  in  consequence  of 
specific  infiltration,  and  there  is  a  more  or  less  complete  papular  rim 
around  it.  The  color  is  dull  red,  which  pales  on  pressure,  and  the  sur- 
face is  slightly  scaly.  This  condition  may  persist  for  a  longtime,  until 
the  nail  becomes  of  a  dull  color  and  is  traversed  by  shallow  transverse 
furrows,  showing  impaired  nutrition.  As  a  result  of  pressure  or  irri- 
tation ulceration  may  occur  at  the  angle  of  reflection  of  the  skin,  and 
may  extend  beneath  the  nail,  which  is  finally  loosened  and  thrown  off. 

Ulcerative  perionychia  occurs  at  any  time  during  the  secondary 
period,  and  varies  greatly  in  severity.  It  may  begin  as  a  papule  or  a 
pustule  at  some  part  of  the  nail-margin,  or  a  small  ulceration  or  fissure 
at  the  lunula  is  the  change  first  noticed.  In  either  case  the  inflamma- 
tion gradually  increases,  and  ulceration  extends  along  the  sulcus  at  the 
attached  margin  of  the  nail.  The  process  may  be  limited  to  the  lunula 
or  to  a  portion  of  the  nail-border,  or  it  may  involve  the  entire  length 
of  the  sulcus.  When  the  lunula  is  invaded  the  affection  is  very  obsti- 
nate ;  the    base  of  the  nail  soon    loses  its  transparency   and  becomes 
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detached  to  the  extent  of  about  a  line.  The  ulceration,  which  extends 
under  the  nail  itself  and  may  be  for  a  time  inaccessible,  constantly 
secretes  an  offensive  pus.  The  whole  nail  may  be  gradually  under- 
mined, or  the  part8  may  be  denude<l  to  a  limited  extent  by  destruction 
of  the  attached  margin. 

When  the  ulceration,  %Yhieh  is  likely  to  be  particularly  intense  at  the 
lunula,  is  severe,  the  whole  matrix  becomes  involved,  and  after  tlie  nail 
has  been  thrown  off  it  presents  a  yellowish^  somewhat  j>ultaoeous  surface,  ] 
surrounded  by  the  swollen  and  ulcerated  nail-niai*gin.  iSfion  the  ulcera- 
tion shows  a  tendency  to  localize  itself  at  the  ba«il  margin,  while  the 
purface  of  the  matrix  becomes  covered  with  a  dirty-yellow,  firm,  audi 
uneven  epithelial  tissue. 

If  the  base  of  the  nail  has  not  been  too  extensively  destn>ved,  it  re- 
tains a  surprising  degree  of  reparative  jwjwer.  A  new  nail  appears  and 
covers  the  matrix,  unless  it  be  excessively  hypertrophied,  and  may  be 
quite  as  good  as  the  original  nail.  In  some  cases  a  perfect  nail  results 
only  after  several  renewals. 

In  persons  whose  hands  are  exposed  to  irritants  perionychia  may 
begin  under  the  free  edge  of  the  nail,  generally  of  the  index  or  middle 
linger.  Slight  pain  attracts  the  atteiiliou  of  the  patient,  and  he  finds  a 
brownish-re<l  cru«t  beneath  the  nail,  removal  of  which  exposes  an  ulcer 
exteriiling  along  more  or  less  of  the  nairs  breadth. 

The  third  or  r/yfwsc  form  of  perionychia  begins  as  a  hypeneu^ia  which 
is  briglit,  diffuse,  and  not  limited  to  the  uaiL  For  two  or  three  weeks 
the  case  may  present  simply  a  reddened  cimdition  of  the  distal  jiDrtion 
of  the  affected  fintrers.  There  may  be  no  pain  at  first.  In  this  very 
subacute  manner  the  bright  red  deepens  to  a  coppery  hue,  and  the 
affected  parts  become  swollen  and  bulbous  or  of  the  shafie  of  an  Indian 
club,  doe  to  syphilitic  inflammation  and  iiifiltnition.  Coincidently  with 
the  intensification  of  the  disc^asc  the  nails  bueome  affected  and  are  de- 
stroyed, seemingly  as  if  struck  by  a  blight. 

This  rapid  necrosis  is  peculiar  to  tliis  form  of  perionychia.  The  nail 
first  loses  its  color,  which  becomes  dull  and  dark,  then  its  attachment 
at  each  border  gives  way  first,  and  after  that  in  its  whole  extent  ulcera- 
tion with  tlie  formation  of  a  thick,  ill-smelling  pns  taking  place  beneath 
it.  The  nail  then  rapidly  becomes  con^iiderably  swollen,  uneven,  and 
puckered,  and  of  a  black  and  grren  color,  well  shown  in  Fig.  143. 

St'jifiratlttn  of  the  NaiL — Separation  of  the  nail  takes  place  not  in- 
fn-quently  in  the  early  part  of  the  secondary  stage  of  syphilis,  and 
may  be  j>artial  or  comjilete.  The  pnKiess  may  lie  so  insidious  and  it 
may  cause  so  little  inconvenience,  especially  with  careless  persons  and 
M^hen  the  tc»e-nails  are  affi*ctrd,  that  several  nails  may  fall  off  without 
attracting    the    notice  of  the   patient*     It   begins  at    the    free    border] 
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of    the    nail,    being    limiteil    tit    first    to    a    portion    of    its    breadth 


DlfTusu  pcrionychift. 


It  gradually  extends  toward  the  base  of  the  nail,  involving  one- 
third  to  one-half  its  length,  and  possibly  its  entire  breatlth,  Tn  neglected 
cases  the  whole  nail  may  be  affected  and  thrown  ufT.     Tlie  diseased  por- 


FiG.  U4. 


Sef>arati*>n  itt  Ihc  ntiila. 


tion  of  the  nail  assumes  a  greenish -l»ru\vn  color,  and  tlie  matrix  beneath 
presents  more  or  less  healthy  gnvnablions.  When  the  destruction  of 
the  nail  has  been  partial  the  healthy  jjortion  pushes  forward  and  covers 
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the  denuded  part.s  :  when  it  has  been  complete,  an  entirely  new  nail  is 
formed.  Only  one  nail  may  be  affected,  or  sevenil  may  be  involved 
simultaneously  or  in  suecession,  those  of  the  hands  more  frequently  tlmii 
those  of  the  feet.     (Sw  Fig.  144.) 

With  the  onset  of  the  nail-affections  pain  becomes  an  important  ele- 
ment in  tlie  case,  and  the  fingers  are  then  useless  for  any  function. 
The  imbedded  portion  of  these  appendagoB  is  the  one  which  gives  the 
most  trouble.  Here  the  destructive  prt*cess  is  usually  not  sufficiently 
great  to  cause  the  spontaneous  extrusion  of  the  nail,  and  this  sequejitrnni 
remains,  causing  severe  pain,  acting  as  a  foreign  body,  and  keeping  up 
the  ulcerative  process.  So  severe  may  be  the  inflammation  that  the 
forearm  and  arm  become  red^  swollen,  and  painful,  with  sympathetic 
implication  of  the  axillary  glands,  attended  by  liigh  fever,  malaise,  and 
much  suffering.  When,  however,  the  dead  nail  is  removed  and  appro- 
priate treatment  is  adopted,  the  coppery^red  phalanx  lo^es  its  tension^ 
becomes  superfieially  wrinkled,  and  of  a  purplish-red  color. 

All  forms  of  syptiilirle  perionyeliia  are  very  clironic,  rarely  lasting 
less  than  one  or  two  months,  and  sometimes  continuing  a  year.  At 
first  they  may  cause  scarcely  any  inconvenience,  and  for  this  reason 
they  are  often  neglected. 

The  nails  of  the  fingers  and  of  the  toes  are  attacked  with  equal  fre- 
quency, those  most  used  and  most  exposed  Ijeing  the  most  liable.  In 
general,  only  one  finger  is  affected,  sometimes  a  finger  of  each  hand,  or 
two  fingers  of  the  same  hand,  either  simultaneously  or  more  commonly, 
in  succession.     In  some  cases  all  the  nails  become  affected, 

Diagnosis.— Chronic  eczema  and  psoriasis  of  the  hand  are  some- 
times  followed  by  changes  In  tlie  nail  similar  to  tliosc  of  sypliilitic 
friable  onychia.  The  question  may  be  settled  by  the  previous  liistoiy 
of  tlic  case. 

I  have  seen  two  cases  of  separation  of  the  nail,  in  every  particular 
similar  to  that  produced  by  syphilis,  in  which  that  infection  did  not  e^eist. 

Ulcerative  pt^ri onychia  has  been  mistaken  for  tlie  initial  lesion  of 
syphilis. 

Severe  perionychia  resembling  the  syphilitic  form  is  sometimes  seen 
in  broken-down  and  cachectic  subjects.  Its  oecurrenee  should  always 
excite  the  suspicion  of  sypliilis. 

Prognosis. — The  prognosis  of  frialde  and  of  hypertrophic  onychia 
is  good,  since  its  course  is  generally  mild  and  transient.  The  sanie  is 
true  when  separatiou  of  the  nails  uecurs,  the  morbid  condition  being 
soon  relieved  by  projjcr  treatment. 

The  ulcerative  forms  are  always  troublesome  and  often  very  painful 
affections,  and  the  prognosis  sliould  always  be  guarded.  The  e^irlicr 
separation  of  the  nail  occurs  and  the  focus  of  the  disease  at  tlie  base  of 
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the  nail  is  reached  by  local  applications,  the  sooner  may  relief  be  ex- 
pected. New  and  comely  nails  sometimes  develop  even  after  prolonged 
and  intense  basal  ulceration.  In  nearly  all  cases  where  the  perionychia 
is  lateral  or  at  the  free  border  of  the  nail  a  perfect  nail  may  be  pre- 
dicted. 

The  growth  of  the  new  nail  is  very  slow,  and  the  spiculaj  at  the 
edges  and  the  uneven  plates  which  often  form  on  the  surface  of  the 
matrix  are  important  indications  of  retention  of  the  nail-producing 
power.  The  new  nail  is  often  imperfect  at  first,  being  ridged  and  irreg- 
ular, and  it  is  sometimes  permanently  shorter  than  the  old  one. 

Treatment. — Active  internal  treatment  is  required  in  all  forms  of 
syphilitic  aflections  of  the  nails. 

Friable  onychia  calls  for  no  other  local  treatment  than  careful  trim- 
ming of  the  nails  and  prevention  of  irritation.  The  severe  forms  of 
dry  onychia  are  often  very  intractable,  and  require  active  local  treat- 
ment. The  fingers  should  be  soaked  twice  daily  in  hot  bichloride  solu- 
tion (1  :  1000),  and  mercurial  ointment  should  be  well  rubbed  in  and 
kept  on  the  parts. 

In  case  of  separation  of  the  nail  exposure  of  the  matrix  and  the 
application  every  day  or  two  of  liquor  potassse,  followed  by  the  use  of 
an  ointment  composed  of  one  part  of  mercurial  and  two  parts  of  diach- 
ylon ointment,  will  arrest  the  disease.  The  simple  form  of  perionychia 
may  be  cured  by  the  use  of  this  ointment. 

In  ulcerative  perionychia  the  diseased  surface  should  be  exposed  as 
soon  as  possible,  and  cauterized  with  nitric  acid  or  a  strong  solution  of 
nitrate  of  silver,  allaying  inflammatory  reaction  with  water  dressings. 
Subsequently  iodoform  or  powdered  nitrate  of  lead  may  be  applied,  and 
the  phalanx  be  enveloped  in  diachylon  ointment.  The  profuse  granu- 
lations of  the  matrix  may  require  the  use  of  a  strong  solution  of  caustic 
potassa  (3J-3ij  or  iv  to  water  5J).  Prolonged  immersion  of  the  hand 
in  very  warm  bichloride  solution  (1  :  1000)  diminishes  the  swelling  and 
removes  the  secretions.  The  ap})lication  of  a  bandage  over  the  oint- 
ment, India-rubber  finger-stalls,  or  gutta-percha  tissue,  may  serve  to 
reduce  the  swelling.  Care  must  be  taken  to  apply  the  pressure  grad- 
ually. 

In  addition,  zinc  and  belladonna  ointments  or  Goulard's  extract  may 
be  used  to  meet  special  indications. 


CHAPTER   XXXV 

SYPHIUTIC  AFFECTIONS  OF  THE  EYE. 

With  the  gre«it  varielj  of  tissues  represeoted  in  the  eye  and  its 
appendage,  the  ocular  nuuttfestntion^  of  ^vphili^  are  manifold.  Ttiev 
are  met  with  in  every  sti^  of  the  di;^eaJ^e,  rungiDg  fnmi  the  initial 
lesioQ  on  the  lid  to  the  late  affections  of  the  ner\^es.  Ocular  nmuifesta- 
tions^  moreover,  are  found  in  a  ct^nsiderable  fjcrcentti^e  of  eases  of 
s}~philis,  and  fneqaently  they  are  the  first  symptoms  of  the  disease  to 
lead  the  patient  to  seek  medical  advice.  Not  infrequently  they  are  the 
most  seriou:^  manife:^tations  that  occur.  Therefore,  a  eon^idemtion  of 
the  eye  symptoms  present  or  past  is  often  of  essential  importance  in 
establishing  the  diagnosis  of  syphilis. 

LIDS  AND  CONJUNCTIVA. 

When  a  secondar}*  eruption  appears  on  the  forehead  or  nose  the 
npper  lids  are  usually  involved,  and  a  falling  of  the  lashes  may  accom- 
pany alopecia  of  the  scalp.  A  «iimple  catarrhal  conjunctivitis  is  common 
at  tills  time.  Later,  papules  and  iul>ercles  may  ap|K*ar  on  ihe  lids,  or, 
more  rarely,  on  the  conjunctiva,  and  by  breaking  down  may  form  shallow 
ulcers. 

Still  later,  true  gnmmata  may  dt'velop  as  single  nr  multiple 
dusky-red  tumors,  much  resembling  the  simple  tumors  of  the  Mei- 
bomian glands,  but  being  movalde  over  the  tarsus.  They  may  run  a 
chronic  course,  or  they  may  *levelop  quickly  with  inflammatory  signs 
and  rairully  break  down.  There  is  then  formed  either  on  the  cutaneous 
or  the  mucous  surface  of  the  lid  a  deep,  sloughing  ulcer  with  nnldisli, 
notched  margins,  which  is  sometimes  confoiuukHl  with  lupus  or  epithe- 
lioma, particularly  as  tlie  auricular  ghuuls  arc  cuhirgrd  in  all  these  ctm- 
ditions«  In  its  cicatrization  the  gummous  ulcer  leads  to  great  distor- 
tion of  tlie  lid. 

Finally,  the  dense  connective  tissue  of  the  tarsus  of  the  upper  lids 
may  undergo  a  chronic,  diffuse,  gummous  intiltnition,  known  as  syphilitio 
tarsitis.  This  is  often  accomjmnied  by  thickening  of  the  mucosa  and 
oedema  of  the  .subcutaneous  tissue,  S(>  that  the  entire  lid  is  uniformly 
swollen,  and  from  its  increased  weigJit  droops  down  over  the  pupil, 

LAOHEYMAL  APPAEATUS  AND  OBBIT. 

Catarrhal  and  purulent  inflammations  of  the  lachrymal  sac  (dac" 
oystitie)  are  not  infrequently  seen    in    both    hereditary   and 
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syphilis,  and  are  brought  about  by  any  permanent  obstruction  to  the 
passage  of  tears  down  the  nasal  duet.  Such  obstruction  is  usually  due 
to  occlusion  of  the  nasal  opening  of  the  duct  from  swelling  or  cicatriza- 
tion of  the  nasal  mucosa,  or  to  disease  of  the  bony  wall  of  the  canal 
higher  up. 

Lachrymal  affections  are  seen  in  persons  with  hereditary  syphilis  in 
whom  the  nose  is  much  sunken  and  malformed,  and  in  persons  with 
acquired  syphilis  in  whom  there  is  necrosis  of  the  lateral  bones  of  the 
nose. 

Operative  measures  to  relieve  lachrymal  obstruction  are  now  less 
frequently  employed  than  formerly,  and  probing  is  not  so  confidently 
resorted  to. 

Phlegmonous  inflammation  of  the  lachrymal  sac  requires  early  inci- 
sion, and  annoying  chronic  purulent  inflammations  may  necessitate  oblit- 
eration of  the  cavity  of  the  sac  by  the  use  of  caustics,  or  the  complete 
extirpation  of  the  sac. 

The  syphilitic  affections  of  the  orbit  are  usually  primarily  periosteal, 
and  they  arise  late  in  the  course  of  the  disease.  This  periostitis  varies 
greatly  in  nature,  location,  course,  and  complications.  It  may  be  dis- 
tinctly gummous  and  nodular,  or  it  may  be  diffuse.  The  margins  of  the 
orbit  are  more  frequently  affected  than  the  deeper  parts.  The  affection 
when  due  to  syphilis  is  more  frequently  chronic  than  acute,  the  acute 
cases  mostly  being  traumatic.  Starting  in  the  periosteum,  the  inflamma- 
tion at  times  involves  also  the  cellular  tissue  of  the  orbit,  giving  rise  to 
phlegmon — a  serious  condition  which  may  injure  the  optic  nerve,  or 
destroy  the  eye,  or  even  lead  to  a  purulent  meningitis  that  is  fatal.  On 
the  other  hand,  a  primary  periostitis  at  times  affects  the  nutrition  of  the 
underlying  bone,  leading  to  caries  or  necrosis  of  the  orbital  walls,  with 
the  formation  of  fistulous  tracts  which  in  their  cicatrization  distort  the 
lids  and  leave  ugly  indrawn  soars. 

When  the  periostitis  is  near  the  margin  of  the  orbit  there  will  be 
pain  and  tenderness  on  pressure,  crdema  of  the  adjacent  lid,  chemosis 
of  the  bulbar  conjunctiva,  and  i)erha|)s  displacement  of  the  eyeball  in 
a  direction  away  from  the  inflamed  area.  When  the  periostitis  is  deep 
in  the  orbit  there  will  be  cedema  of  both  lids,  chemosis  of  the  con- 
junctiva, and  exoplithalmos  with  diminished  mobility  of  the  eye  and 
jxiin,  and,  at  times,  also,  optic  neuritis  and  paralysis  of  the  muscles  of 
the  eye  from  pressure  on  the  orbital  nerves. 

Tlie  treatment  of  suppurative  cases  is  deep  incision  of  the  orbit 
with  a  narrow-bladed  knife  as  soon  as  fluctuation  can  be  obtained. 
Active  constitutional  treatment  is  always  indicated,  and,  when  bone  is 
digeased,  an  earnest  attempt  is  to  be  made  to  remove  the  affected  por- 
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SCLEBA  AND  CORNEA. 

The  afiVetion!^  of  the  sclera  tuul  the  deep  iioii-iileerous  affections  of 
the  ctirneii  are  caused  by  einlof^eiious  infenioii,  and  are  due  to  syphilis, 
rlieumatism,  gout,  and  the  like.  Rarely  oeciirring  in  the  course  of 
aeqnirecl  sy[)hilis,  they  are  \'ery  frequent  in  the  heretlitary  varietv,  and 
henee  whea  *iue  to  syiilnlis  the>e  affections  usually  aftpear  in  early  life* 

Seieritis  is  gencmlly  divided  into  episcleritis,  and  true  or  deep  sjclcri- 
tis.  Episcleritis  usually  occurs  late  in  life^  and  is  nut  nften  of  syphilitic 
origin.  It  appeitrs  as  a  single  patch  or  elevattnl  nodule  of  infiltration 
iu  the  episcleral  tissue  near  the  cornea.  The  affection  is  usually  acute, 
and  it  runs  its  course  without  leaving  any  trace,  but  it  is  prone  to  recur. 

True  bcleritis  is  a  chronic  attection  of  early  life,  usually  associated 
with  and  de]jendent  upon  chronic  cyclitis,  and  leading  often  to  deep 
infiltrations  of  tlie  cornea.  There  may  be  a  diffuse  thickening  of  the 
sclera  over  a  eonsiderahle  area,  or  tlir*re  maybe  sevend  ntwhilar  thicken- 
ings. The  aJlcett'd  area  lies  near  the  cornea  and  is  of  a  <leep  purple 
color.  The  infill  ration  leads  to  a  softening  of  the  component  fibres  of 
tlie  sclera,  wliit^h  hrcidc  down,  so  that  the  sclem  in  time  la^comes  thin 
and  tmnslnceiit  and  tlie  uveal  pigment  shows  througlh  Later,  the 
tliinned  area  may  yiehl  to  the  intni-oculfir  pressure,  particularly  if  this 
has  been  increased  by  uveal  complications,  anil  an  ei^tasia  results. 

In  the  way  of  treatment  hot  fomentations  are  used,  and  atropine 
when  tliere  is  iritis,  and  constitutional  remedies.  The  prognosis,  how- 
ever, is  unfavorable. 

Gumma  of  the  sclera  is  seen  occasionally »  either  arising  primarily  in 
the  sclera  or  extending  there  from  gumma  of  the  ciliary  body. 

The  deep  non-nlccrous  inflammations  of  the  cornea  which  are  due 
to  sypliilis  are  of  tin*  following  varieties  :  typical  parenchymatous  or 
iuterstitiiil  keratitis,  parenchymatous  punctate  keratitis,  sclertjsing  kera- 
titis, and  gumniata  in  the  cornea. 

Typical  parenchymatous  kemtitis  is  sometimes  seen  early  iu  the 
course  of  acqtiired  syjildlis,  is  sometimes  due  to  uveal  tuberculosis,  and 
in  a  few^  cases  no  cause  can  be  discovered  ;  in  general,  however,  it  is,  as 
Hutchinson  first  |KMnted  out,  a  characteristic  symptom  of  inherited 
syphilis.  It  is  met  with  most  frequently  between  the  ages  of  six  and 
twenty,  occasiot»ally  between  twenty  and  thirty,  and  rarely  after  thirty. 

At  the  beginning  of  tlie  affection  a  few  ]iunctatc,  linear,  or  patchy 
opacities  of  ]ial(^  hbiish-gray  vohvr  are  seen  scattered  through  the  deejier 
hiyers  of  the  cornea,  unaccrHn[>aiiied  by  niarke*!  signs  of  inflammation. 
Those  small  o]jacities  soon  nndtiply  and  ccMdesce  until  the  greater  portion 
of  the  cornea  is  diffusely  hazy  and  of  a  milky  hue,  or  crimes  to  have 
the  appearance  of  ground  glass.     S^joner  or  later  signs  of  a  mild   iriti-a 
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appear,  and  there  is  circumcorneal  injection  with  photophobia  and 
laehrymation,  which  increase  later  when  the  cornea  becomes  vascular. 

After  some  weeks  or  months  new-formed  vessels  start  from  the 
margin  of  the  cornea  and  run  toward  its  centre.  These  vessels,  for  the 
most  part,  lie  deep  in  the  corneal  substance,  and  run  parallel  to  one 
another,  without  branching,  and  they  may  be  present  in  such  numbers 
as  to  form  a  distinct  red  spot.  The  bright  scarlet  color  of  the  vessels, 
however,  is  paled  by  the  overlying  corneal  opacities,  and  the  result  is  the 
"  salmon  patch  "  of  Hutchinson. 

With  the  vascularization,  the  corneal  opacity  gradually  clears  up 
from  the  periphery,  remaining  longest  in  the  centre  of  the  cornea,  where 
the  absorption  is  rarely  so  complete  that  characteristic  opacities  do  not 
permanently  remain.  The  course  of  the  disease  is  essentially  chronic, 
as  it  lasts  from  six  to  eighteen  months,  and  is  prone  to  relapse.  The 
affection  is  almost  always  bilateral,  the  second  eye  being  attacked  a  few 
weeks  or  months  after  the  first. 

At  the  outset,  so  varying  is  the  clinical  picture,  the  diagnosis  maybe 
quite  difficult,  but  corroborative  evidence  can  be  obtained  merely  by  ob- 
serving the  head,  which  usually  presents  stigmata  of  hereditary  syphilis  : 
the  frontal  eminences  are  prominent,  the  bridge  of  the  nose  sunken,  the 
skin  pasty,  with  linear  scars  about  the  nostrils  and  the  angles  of  the 
mouth,  and  the  secondary  central  incisor  teeth  notched.  Furthermore, 
the  lymphatic  glands  generally  are  slightly  enlarged  and  hard,  and 
nodules  are  often  to  be  found  on  the  tibias. 

Pathologically,  parenchymatous  keratitis  is  now  regarded  as  an  affec- 
tion accessory  to,  and  in  a  way  dependent  upon,  disease  of  the  uveal  tract. 

The  local  treatment  is  directed  particularly  against  the  iritis,  the 
pupil  l>eing  kept  fully  dilated  with  atropine  to  prevent  the  formation 
of  posterior  synechiae.  Warm  fomentations  are  employed,  and  the  eyes 
are  protected  from  the  light.  Antisyphilitic  treatment  does  not  per- 
ceptibly shorten  the  course  of  the  disease,  and,  while  it  is  customary  to 
employ  it,  it  must  be  supplemented  with  tonics  and  hygienic  regulations. 
After  the  absorption  of  the  opacities  is  well  under  way  it  may  be  has- 
tened by  the  sparing  use  of  irritants,  such  as  1  per  cent,  yellow  oxide 
of  mercury  ointment,  or  wine  of  opium  and  water  in  equal  parts. 

Parenchymatous  punctate  keratitis,  which  was  first  described  by 
Mauthner,  is  a  rare  affection  occurring  in  the  early  stages  of  acquired 
syphilis.  It  is  characterized  by  the  presence  of  a  number  of  discrete 
grayish  dots,  of  pin-head  size,  lyinj;  in  the  deep  layers  of  the  cornea,  and 
it  is  not  accompanied  by  diffuse  haziness  or  vascularity  of  the  cornea  or 
by  any  signs  of  iridocyclitis.  It  is  to  be  distinguished  clinically  from 
superficial  punctate  keratitis,  a  commoner  affection,  in  which  small 
nodules  lie  near  the  surface  of  the  cornea^  elevating  it^  epithelium. 
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And  it  is  not  to  be  confounded,  becanse  of  its  name,  with  the  condition 
formerly  called  punctate  keratitis,  in  which  i)ruductg  of  uveal  iiiHani- 
mat  ion  are  deposited  on  the  posterior  surface  of  the  cornea  in  it8  lower 
half. 

A  rare  variety  of  syphilitic  punctate  keratitis,  somewhat  allied  to 
typical  parcncliyniatous  kcnititis,  presents  the  gray  punctate  opacities, 
but  they  are  acconi panned  by  diliiise  opacity  of  the  cornea  and  by  iritis. 

Sclerosing  keratitis  sometimes  occurs  late  in  the  course  of  gjphilis^ 
although  it  is  more  fR'quently  seen  in  persons  with  rheumatism  or  gout. 
It  is  to  be  regarded  as  a  component  of  the  complex  affection  generically 
known  as  uveitis  anterior.  This  is  a  chronic,  relapsing,  alternating 
inflammation  of  the  various  parts  that  are  nourished  chiefly  by  the 
anterior  ciliary  arteries,  viz.,  the  ciliary  body  and  iris,  the  sclera,  and 
the  cornea.  Following  a  chronic  infiltration  of  the  ciliary  l>ody  and 
sclera,  a  dense  yello\vish*gray  opacity  appears  in  the  contiguous  sector 
of  the  cornea,  and,  later,  it  becomes  wliite  or  blnish-white,  resembling 
a  continuation  of  th(*  sclera.  This  opacity,  uidike  that  of  ordinary 
parenchymatous  keratitis,  show^s  little  tendency  to  undergo  absorption. 

True  gummata  may  appear  in  the  cornea  in  the  late  stages  of 
sypliilis, 

mis  ANB  CILIARY  BODY. 

Iritis  may  be  due  to  syphilis,  rheumatism,  gont,  diabetes,  or  gonor- 
rhoeal  rheumatism.  Mt)rc  than  one-half  of  the  non-trau malic  cnaes  of 
iritis,  however,  are  due  to  acquired  syphilis^  and  hence  iritis  13  almost 
as  characteristic  a  symptom  of  acquired  syphilis  as  parenchymatous 
keratitis  is  of  hereditary  syphilis.  In  liereditarA'  syphilis  uncompli- 
cated iritis  is  not  common. 

The  prfMxss  in  iritis  cnusists  in  liyjierfcmia  and  infiltration  of  the 
iris  and  ciliary  body  and  in  exudation  into  the  aqueous  and  vitreous 
humors.  The  character  of  the  exudation  determines  the  clinical  variety, 
iritis  being  classified  as  plastic,  serous,  spongy,  and  purulent. 

Plastic  iritis  when  due  to  acquired  syphilis  is  seen  most  ftvquently 
within  the  first  year  of  the  disease,  and  it  often  aj>pears  with  the  first 
eruption  on  the  skin.  Both  eyes  may  be  affected,  either  tc^ether  or 
successively.  At  the  outset  the  patient  notices  an  injection  of  the 
eyeball,  with  pbotophoiiia,  lachrymatitin,  pain  not  only  in  the  eye  but 
also  radiating  from  it  to  the  forehead  and  temple,  and  blurring  of 
visi<tn.  When  cxanjined  there  is  seen  a  dark  purplish -red  zone  of 
circumcorneal  injectiun,  and  the  iris  appears  dull  and  lustreless,  and 
so  swollen  that  the  surface-markings  are  nbscnred.  The  pupil  is 
small,  irregular  in  sliape,  and  n-spouds  to  light  but  sligljtly,  if  at  alK 
The  aqueous  and  vitreous  hiHiiurs  are  cloudy,  and  deposits  of  ex uda- 
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tion  lie  on  the  posterior  surface  of  the  cornea  and  the  anterior  surface 
of  the  lens.  When  the  pupil  is  dilated  with  atropine  the  margin  of 
the  iris  is  found  to  be  bound  down  to  the  lens  here  and  there  by 
posterior  synechise,  so  that  the  outline  of  the  pupil  is  notched  and 
irregular.  With  the  continued  use  of  atropine  the  adhesions  are  often 
broken  up. 

Iritis,  in  acute  cases,  runs  its  course  in  from  four  to  eight  weeks. 
The  swelling  and  discoloration  of  the  iris  then  disappear  and  the  exuda- 
tions are  absorbed.  Relapses  are  frequent,  however,  and  recurrence  is 
not  uncommon.  It  frequently  happens  that  some  posterior  synechise 
persist,  or  pigmented  spots  where  synechiae  have  existed  remain  on 
the  anterior  surface  of  the  lens,  indicating  ever  afterward  that  there 
has  been  iritis. 

If  the  pupil  is  not  kept  fully  dilated  with  atropine,  organized  adhe- 
sions form,  binding  the  whole  pupillary  margin  of  the  iris  down  to  the 
lens,  and  a  dense  membrane  may  develop  in  the  pupil.  The  aqueous 
humor  is  then  unable  to  pass  from  the  posterior  to  the  anterior  chamber 
to  gain  its  channels  of  outlet,  and  a  glaucomatous  condition  is  set  up 
which  requires  iridectomy. 

In  the  plastic  iritis  of  the  early  stage  of  syphilis  one  or  more  nodules 
may  form  at  the  pupillary  margin  or  occasionally  at  the  ciliary  margin 
of  the  iris.  These  are  granulation  tumors  corresponding  to  papules  or 
condylomata  on  the  skin,  and  are  characteristic  of  syphilis.  They  may 
undergo  necrosis  and  disappear  without  leaving  a  scar,  and  the  yellowish 
debris  sinking  down  to  the  bottom  of  the  anterior  chamber  may  give 
rise  to  the  clinical  picture  of  hypopyon,  but  true  purulent  iritis  with 
hypopyon  is  rarely  due  to  syphilis. 

In  the  later  stages  of  syphilis  true  gummata  sometimes  appear  in  the 
iris  and  lead  to  considerable  destruction  of  tissue,  or  gummata  form  in 
the  ciliary  body  and  sometimes  lead  to  perforation  of  the  ball. 

The  patient  with  plastic  iritis  is  kept  in  bed  in  a  darkened  room; 
leeches  may  be  applied  to  the  temple ;  1  per  cent,  atropine  solution  is 
instilled  often  enough  to  keep  the  pupil  fully  dilated;  hot  fomentations 
are  used  frequently ;  constitutional  treatment  is  instituted ;  and  one  of 
the  coal-tar  analgesics  is  at  times  required  to  relieve  the  nocturnal  pain. 

Serous  iritis  is  less  frequent  than  plastic  and  is  less  frequently  due 
to  syphilis  than  to  rheumatism.  Pathologically  it  is  rather  a  cyclitis 
than  an  iritis.  The  subjective  symptoms  are  like  those  of  plastic  iritis 
and  the  same  circumcorneal  injection  is  present;  the  pupil,  however, 
may  be  of  natural  size  or  even  somewhat  dilated,  the  swelling  of  the 
iris  may  not  be  marked,  and  adhesions  to  the  lens,  if  they  exist,  are 
usually  so  slight  as  to  be  easily  broken  up.  The  characteristic  symptom 
is  the  presence  on  the  posterior  surface  of  the  cornea,  in  its  lower  half. 
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of  fine  i)tinctat«  deposits,  utjualfy  yellowish  in  color,  but  sometimes  pig- 
mentedj  which  are  often  arrangeil  in  the  form  of  a  triangle  with  its  I 
apex  up.     The  affection  at  times  may  be  a  cyclitis  purely;  the  iris  then 
18  of  normal   apjiearaneCj  but  the  eyeball ,  besides  being  jxiinfuJ,  is  veri" 
8enaiti\*e  to  pressure  in  the  ciliary  region. 

In  serous  iritis,  as  in  all  affections  in  which  the  ciliarj'  body  i^ 
involved^  disturbances  of  iutra-ocular  tension  are  frequent;  and,  while 
atropine  is  indicated,  as  a  rule,  the  tension  mii^t  be  watched  and  any 
increase  appropriately  treated, 

8|»on^^y  iritis  is  rare,  and  is  not  often  due  to  syphilis.  In  this  variety 
of  iritis  the  fibrin-forming  elements  of  the  blood  are  poured  out  and  a 
yellowish-gray  coagulum,  resembling  a  dislocated  crystalline  lens,  fills 
the  entire  anterior  chamber.  This  coagulum  gradually  underge^es  ab* 
sorption  and,  tis  it  becomes  smaller,  sinks  down  to  the  bottom  of  the 
chamber. 

CHOROID  AND  RETINA, 

The  choroid,  with  its  rich  vascular  supply,  nourishes  the  non-vascular 

outer  layers  of  the  retina,  and  in  inflaniniations  of  the  choroid  these 
outer  layers  of  the  retina  suffer  also,  so  that  the  ordinary'  inflammation 
is  properly  a  chorioretinitis.  The  retinal  vessels  supply  the  inner 
layers  of  the  retina,  and  an  inflammation  arising  in  the  retina  usually 
remains  limited  to  tliese  layers,  and  is  properly  a  retinitis  of  the  inner 
layers* 

These  affections  of  the  backgriiund  of  the  eye  do  not  cause  pain  or 
external  evidences  of  inflammation,  and  the  chief  subjective  symptom 
ia  a  disturlmnce  f>f  vision,  %vhieli  may  lie  so  slight  as  to  pass  unobserved 
by  the  patient.  When  the  inflammatory  foci  are  in  the  macular  region,  , 
however,  i^aps  will  be;  noticed  in  the  field  of  vision  and  objects  observed 
will  often  apjM'ar  distorted  and  altered  in  size. 

The  affections  of  the  choroid  that  may  be  due  to  syphilis,  ocxjurring 
as  late  symptoms,  are,  in  the  onh-r  of  tlieir  fref|uency,  chronic  dissem- 
inate choroiditis,  acute  exudative  choroiditis,  antl  choroiditis  as  a  part  of 
a  general  uveitis.  Thes*i  inHaramations  in  the  majority  of  cases  are  not 
syphilitic,  and  a  constitutiojial  cause  cannot  always  be  discovered.  Dis- 
seminate choroiditis  is  a  very  chronic  affection,  characterized  by  the 
presence  of  yellowish  or  reddish  foei  of  inflltnition,  usually  as  large 
as  the  optic  disk  or  larger,  scattertKl  through  the  fundus.  The  choroid 
nndertroes  atrophy  in  the  affected  areas  and  finally  the  sclera  shows 
thrurigh  as  a  white  patch  bf^rdered  by  a  zone  of  pigments 

The  vitreous  may  be  slightly  cloudy,  but,  if  the  foci  are  {leripherio 
and  do  not  affect  central  vision,  the  disease  may  pass  unnoticed  for 
years. 
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In  hereditary  syphilis  it  is  usual  to  find  a  disseminate  choroiditis 
localized  in  the  anterior  segment  of  the  choroid  near  the  ora  serrata, 
and  with  this  there  may  be  pallor  of  the  optic  disk  and  constriction 
of  the  retinal  arteries,  central  vision,  however,  being  normal. 

Areolar  choroiditis  is  a  form  of  chronic  choroiditis  characterized  by 
the  presence  of  black  patches  near  the  posterior  pole  of  the  eye,  which 
later  often  become  lighter  in  their  centres. 

In  cases  of  extensive  choroiditis  there  may  be  a  general  absorption 
of  the  pigment  from  the  pigment-epithelium  and  a  deposition  of  it  in 
branched  figures  in  the  inner  layers  of  the  retina.  This  condition  is 
sometimes  confounded  with  retinitis  pigmentosa,  but  the  latter  affection 
does  not  exhibit  visible  changes  in  the  choroid,  and  it  is  never  due  to 
syphilis. 

Acute  exudative  choroiditis  begins  as  an  elevated  yellowish  patch 
of  infiltration,  usually  oval  in  form,  with  its  outlines  blurred  from  the 
haziness  of  the  overlying  retina.  There  may  be  hemorrhages  in  the 
retina  about  the  patch,  and  the  retinal  vessels  near  it  may  be  dilated. 
Furthermore,  the  optic  disk  may  be  swollen,  particularly  on  the  side 
toward  the  patch,  and  present  the  picture  of  optic  neuritis.  Very  soon 
membranous  opacities  api)ear  in  the  vitreous  over  the  patch,  and  a  dif- 
fuse haziness  of  the  entire  vitreous  blurs  the  sight.  The  fundus  may 
then  be  so  obscured  that  the  diagnosis  is  difficult,  but  a  small  abso- 
lute scotoma  can  usually  be  made  out  in  the  visual  field  and  the  inflam- 
matory patch  can  thus  be  located. 

In  a  month  or  two  the  opacities  of  the  vitreous  clear  up,  the  cho- 
roidal exudation  is  absorbed,  the  choroid  and  outer  lavers  of  the  retina 
atrophy,  and  the  sclera  then  shows  through  as  a  white  patoh  crossed  by 
a  few  remaining  choroidal  vessels  and  surrounded  by  a  zone  of  pig- 
ment. 

A  central  chorioretinitis  of  rare  occurrence  is  that  form  in  which 
the  exudation  into  the  tissue  is  not  absorbed,  but  becomes  organized, 
and  there  remains  instead  of  the  usual  atrophic  spot  a  thick  elevated 
patch  of  new  connective  tissue. 

Diffuse  choroiditis  appears  at  times  as  a  component  of  a  general 
uveitis.  The  nutrition  of  the  lens  and  vitreous  is  interfered  with,  there 
are  marked  disturbances  of  intra-oeular  tension,  and  the  final  outcome 
of  the  process  may  be  atrophy  of  the  eyeball. 

In  the  treatment  of  choroiditis,  rest  and  the  protection  of  the  eyes 
from  bright  lifjht  are  to  be  enjoined,  and  the  constitutional  remedies 
employed  will  be  either  alterative  or  tonic,  according  to  the  patient's 
physical  state  and  the  acuteness  of  the  local  afiection. 

Syphilitic  retinitis  may  appear  either  as  an  earl^  mani- 

festation.    It  is  rare  as  compared  with  retinit'' 
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diabetes^  and  le^^ioos  of  the  circulatory  system.  In  the  severe  cases 
the  entire  retina  becomes  diffusely  hazy,  but  more  markedly  so  near  the 
optic  disk  where  the  nerve-fibre  layer  is  thickest.  The  dii^k  it&elf  k 
*iwolIeo  and  the  retinal  veins  are  large  and  tortuous.  Occa4?ionaJlv 
there  are  hemorrhages  or  yellowish  exudations  along  the  larger  vessels. 
If  there  i??  a  eomplicating  choroiditis^  there  may  be  a  verv  dense  diffuse 
cloudiness  of  tlie  vitreous,  objuring  the  fundus.  In  milder  eases 
the  retinal  vessels  are  not  much  changed  in  size,  and  portions  of  the 
retina  iij^prar  merely  veiled  by  a  faint  bluish-gray  haze,  wbieli  may  be 
fto  tenuous  as  to  estiipe  detection.  The  extent  of  the  affected  arenas  can, 
however,  be  niapiK^l  out  in  the  visual  field  by  delicate  tests,  such  as 
u^ing  colored  test-objectii  or  pale  gray  test-objects  on  a  white  ground* 

The  affection  runs  no  regular  course,  but  undergoes  rapid  variatioas 
and  is  very  chronic.  It  may  pass  off,  however^  leaving  the  vision  little 
impairetl.     Energetic  constitutional  treatment  is  demanded. 

A  relapsing  central  retinitis  of  syphilitic  origin  has  lieen  described 
by  Graefe,  in  which  a  slight  cloudiness  appears  at  the  macula  lut€-a, 
causing  a  relative  central  scotoma,  and  then  disappears  to  recur  again 
and  again,  until  eventually  central  vision   is  jiermanently  impaired. 

OPTIC  NERVE. 

The  syphilitic  affections  of  the  optic  nerve  arc  usually  quite  late 
manilestations  of  the  disease.  Tliey  include  both  inflammations  and 
degenerations,  and  they  differ  in  general  from  similar  affections  due  to 
other  causes  in  their  rapid  variations  and  in  their  tendency  to  improve 
under  treatment. 

A  pajiillltis  involving  only  the  bulbar  end  of  the  nerve  always 
accijni  panics  the  severer  forms  of  syphilitic  retinitis*  There  is  then 
mridenite  swelling  of  the  optic  disk,  with  dilatation  of  the  veins  and 
narrowing  of  the  arteries;  but  with  the  subsidence  of  the  retinitis  the 
disk  may  regain  its  normal  appearance,  and  vision  may  become  per- 
fect again, 

Rctrobultjar  neuritis  with  centnd  scotoma  is  mre  in  syphilis. 

(>[itic  neuritis  of  low  degree  without  much  involvement  of  the  adja- 
cent retina  Is  a  very  frequent  accompaniment  of  syphilitic  inflammatory 
dcprtsits  at  the  base  of  the  brain.  The  dura  partit  iilarly  is  disposed  to 
gUTumous  thickenings,  and  if  this  iicw-formGd  material  involves  the 
optic  ncrvcfi,  chiasm,  or  tracts  there  is  set  up  a  slight  bilateral  optic 
neuritis*  This  neuritis  is  very  rbronie,  but  it  may  not  greatly  impair 
vision,  and  it  can  be  held  in  clicrU  liy  constituti*vnal  treatment. 

An  excessive  bilateral  papillitis,  or  choked  disk,  which  after  a  time 
mav  rapidly  destroy  vision  and  later  present  the  picture  of  fmst-neuritic 
atrophy  of  the  nerve,  comes  on  in  many  cases  of  intracranial  gumma* 
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It  does  not  differ  from  the  choked  disk  of  other  brain  tumors,  but  it 
requires  very  energetic  constitutional  treatment,  for  the  patient  may 
recover  from  the  other  effects  of  the  gumma  and  remain  completely  and 
permanently  blind  from  the  papillitis  which  the  gumma  has  set  up. 

Unilateral  choked  disk  may  be  brought  about  by  gumma  of  the  orbit, 
which  at  the  same  time  causes  exophthalmos  and  often  paralysis  of  the 
ocular  muscles  from  pressure  upon  the  orbital  nerves. 

In  syphilitic  simple  or  non-inflammatory  optic-nerve  atrophy  the 
optic  disk  grows  pale,  but  it  always  remains  sharply  outlined  and  the 
retinal  vessels  for  a  time  preserve  their  normal  size.  Late  in  the  course 
of  the  affection  the  optic  disk  grows  perfectly  white  and  the  retinal 
vessels  become  narrow.  This  atrophy  is  a  degeneration  of  the  optic 
fibres  due  to  compression  somewhere  in  their  course,  either  from  neo- 
plastic tissues  without,  or  from  inflammatory  changes  within,  the  nerve 
or  tract,  but  so  far  back  that  they  do  not  reveal  themselves  by  signs  of 
inflammation  in  the  optic  disk. 

In  atrophy  due  to  softening  of  the  basal  optic  centres  on  one  side  or 
to  pressure  on  one  optic  tract  there  is  homonymous  hemianopsia. 
Pressure  on  the  middle  portion  of  the  chiasm  produces  bitemporal 
hemianopsia.  But,  as  a  rule,  there  is  diffuse  pressure  upon  the  chiasm 
and  the  adjacent  portions  of  the  nerves  and  tracts,  producing  a  concen- 
tric contraction  of  the  field  of  vision  in  each  eye. 

Constitutional  treatment  will  sometimes  check  the  failure  of  vision 
or  even  bring  about  improvement.  In  this  respect  syphilitic  optic- 
nerve  atrophy  differs  from  tabic  optic-nerve  atrophy  ;  for  however  im- 
portant the  rdle  of  syphilis  may  be  in  the  production  of  tabes,  tabic  proc- 
esses are  rather  hastened  than  retarded  by  antisyphilitic  treatment,  and 
tabic  optic-nerve  atrophy,  in  spite  of  treatment,  steadily  progresses. 

MOTOR  NERVES. 

Paralyses  of  the  ocular  muscles  are  perhaps,  in  the  majority  of  oases, 
due  to  syphilis.  These  paralyses  may  be  brought  about  in  a  variety  of 
ways.  Thus,  the  nerve-trunk  may  suffer  compression  from  deep  orbital 
periostitis,  gumma  at  the  base  of  the  brain,  basilar  meningitis,  and  the 
like.  The  sixth  nerve  is  then  frequently  affected,  since  it  has  the 
longest  course  on  the  floor  of  the  skull  and  is  the  most  exposed  nerve 
in  the  sphenoidal  fissure.  The  third,  fourth,  and  fifth  nerves  also  may 
be  affected,  and  optic  neuritis  may  develop. 

Again,  the  nuclei  of  the  nerves  may  be  affected  by  changes  in  the 
vessels  supplying  them,  or  by  chronic  i)olio-encephalitis  superior.  In 
this  case  the  nuclei  for  single  muscles  may  be  affected,  giving  rise  to 
isolated  paralysis,  such^  for  '  **^-*  superior  oblique,  or 

of  the  ciliary  muscle  and  V 
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Or^  again,  there  may  be  progressive  involveraent  of  t!ie  nuclei, 
cauising  paralysis  of  one  mus^cle  after  another  in  both  eyes,  together  with 
anosmia,  facial  paralysis,  and»  later,  simple  atrophy  of  the  optic  nerves, 

Cortit^l  and  subcortical  lesions  also  give  rise  to  oiHilar-iniiscle 
paralysis,  but  in  tliis  case  usually  a  number  of  muscles  will  be  affected 
simultaneously,  uurl  otlier  motor  disturbances  will  be  present.  An  iso- 
lated unihileml  ptosis,  Iiowever,  may  occur  with  a  cortical  lesion  of  the 
opposite  side. 

An  increasing  pressure  on  the  tbird-nerve  trunk  from  syphilitic 
deposits  will  cause  paralysis  of  one  after  anotbt^r  of  the  muscles  sup- 
plied by  this  nerve,  the  levator  of  the  upper  lid  <  if  ten  being  the  first 
to  suffer.  Unilateral  ptosis,  therefore,  when  not  congenital,  usually 
indicates  syphilis. 

The  syphilitic  paralyses  may  pass  off  in  the  course  of  weeks  or 
months,  but  they  are  often  resistant  to  treatment,  and  are  at  times 
permanent.  Tabic  ocular-muscle  jTaralyses,  with  which  these  are  not 
to  be  confounded,  usually  are  recovered  from  fpiickly,  l)ut  are  prone 
to  recur* 

Antisypbilitic  treatment  is  to  be  pushed,  and,  if  the  di[dopia  is 
annoying,  a  ground  glass  may  i)e  worn  before  one  eye,  shotting  off  one 
of  the  double  images.  If,  after  months  of  treatment,  the  function  of  a 
paralyzed  muscle  is  regained  in  part,  but  not  completely,  the  muscle 
may  be  advanced  with  tenotomy  of  its  antagonist,  or  its  synergist  iu  tbe 
other  eye  may  be  tenotumized. 


CHAPTER   XXXVI. 

SYPHILITIC  AFFECTIONS  OF  THE   EAR 

Syphilitic  affections  of  the  ear  are  rare  as  compared  with  syphil- 
itic affections  of  the  eye,  and  few  of  them  are  characteristic. 

EXTEBNAL  EAR. 

Cutaneous  manifestations  of  syphilis  occurring  on  or  about  the  ear  do 
not  differ  particularly  from  those  occurring  elsewhere  in  the  body. 

The  early  secondary  rashes  oftentimes  involve  the  mastoid  region, 
the  auricle,  the  meatus,  and  even  the  drum-membrane.  Occasionally  a 
condyloma  is  seen  on  the  auricle  or  in  the  meatus,  appearing  as  a  dull- 
red,  warty  excrescence,  whose  surface  is  either  moist  or  dry  and  scaly. 
When  the  condyloma  is  situated  in  the  meatus  it  will  block  the  passage 
more  or  less  completely  and  give  rise  to  a  profuse  purulent  discharge, 
and  it  may  even  bring  about  a  general,  diffuse  inflammation  of  the 
meatus. 

Gumma  of  the  auricle  leads  at  times  to  deep  ulceration,  with  destruc- 
tion of  cartilage  and  resulting  deformity,  and  superficial  eruptions  may 
give  rise  to  shallow  ulcers. 

Periostitis  of  the  meatus  occurs  at  times  in  syphilis,  and  exostoses 
have  been  thought  by  some  to  arise  from  this  cause ;  but  a  large  per- 
centage of  those  suffering  from  exostosis  of  the  meatus  do  not  have 
syphilis,  and  it  is  not  certain  that  syphilis  ever  causes  exostoses  here. 

Ulcerations  and  moist  areas  are  to  be  dusted  with  calomel,  painted 
with  nitrate  of  silver  solution,  or  covered  with  an  emollient  ointment ; 
and  granulations  are  to  be  cauterized  or  excised. 

MIDDLE  EAR. 

The  ordinary  inflammations  of  the  middle  ear,  both  non-suppurative 
and  purulent,  genetically  stand  in  close  relationship  with  affections  of 
the  rhinopharynx,  and  are  readily  brought  about  by  syphilitic  affec- 
tions of  the  nose  and  throat.  Besides  these  secondary  inflammations, 
primary  periosteal  inflammation  of  the  middle  ear  may  also  be  caused 
by  syphilis. 

There  is  nothing  characteristic  about  the  chronic  Don-suppurative 
inflammations  of  the  middle  ear  in  8yphili%  er'<  ''^'^v  prove 

refractory  to  simple  treatment;  and  the  ir 
factor  in  their  production  is  onlj  to  In 
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by  a  trial  of  antit^ypliilitic  treatment.  In  eliildren  with  hereditaiy 
syphilis  the  rhinitis,  commonly  called  **  snuffles/*  is  a  frequent  caut^  of 
middle-ear  disease, 

Suppurative  middle-ear  inflammation  may  lead  to  mastoiditis,  sinu^ 
thrombosis,  raeningiiis^  and  brain  abscess ;  and,  in  all  these  complica- 
tions, as  well  as  in  tlie  middle  ear  affection  itself,  the  existence  of 
gypbilis  renders  the  prognosis  more  grave. 

Chancre  at  the  orifice  of  the  Eiistaebian  tube,  which  has  been  cau^^ed 
in  many  instances  by  the  use  of  an  infectLHl  eatbcter,  or  ulceration  in 
this  region  may  block  the  tulx;  ;  while  later,  the  resulting  scars  may 
render  it  iindidy  patent.  Tlie  tubal  cartilage  may  undergo  fatty 
degeneration.  And  frequently  the  diflfir^^e  rbiucqiharyngitis  vf  the  early 
stages  of  syphilis  will  give  rise  to  an  obstinate  ebronic  catarrhal  otitis 
media  that  ra|>idly  imjrairs  the  hearing. 

The  hx^l  treatmeEt  of  non  suppurative  inflammation  of  the  middle 
ear  consists  in  giving  attention  to  the  nose  and  throat,  and  in  inflating 
the  Eustachian  tabe  ;  of  suppurative  inflammations,  in  carefnlly  cleansing 
the  ear,  making  antiseptic,  astringent,  or  caustic  applications,  and  in 
rcmiiving  granulations  and  carious  bone.  In  all,  antisyphilitic  treatment 
is  to  be  employed. 

INTEENAL  EAR. 

Affections  of  the  internal  ear  arc  seen  occasionally  in  acquired 
syphilis  and  very  frequently  in  the  hereditary  form.  Thus  Iluteliin- 
.«on's  triad  of  characteristic  symptoms  of  hcnHlitarv  syphilis  comprised 
deafness,  parenchymatous  keratitis,  and  notcbcd  teeth, 

AHcelitJUs  f>f  the  ititernal  ear  eitlier  develop  in  the  course  of  middle- 
ear  disease  or  they  originate  primarily  in  the  internal  ear,  bcginniDg 
abruptly  with  well-marked  sympttjms.  In  the  latter  case  the  patient 
notices  tinnitus  of  high  pitch,  vertigo,  and  defective  hearing.  There 
may  also  be  nausea,  headache,  and  delirium.  Hearing  hy  bone  con- 
duction is  diminished,  and  the  pereeplion  of  high  tones  is  lost  or  inter- 
lered  with,  Tlic  subjective  sympt^mis  after  a  time  pass  t^ff,  and  the 
hearing  that  remains  may  be  preserved  ;  but  usually  it  gmdually  fails. 
In  patients  with  hereditary  sypbilis  who  become  deaf  from  labyrinthine 
disease  the  drum-mcml)rani"s  later  usually  show  evidences  of  a  simul- 
taneous afl^ertiou  of  the  middle  ear. 

The  ]>athology  of  syphilitic  labyrinthine  disease  consists,  first,  in 
infiltration  ami  swelling  of  the  mend rra nous  tissues  of  the  labyrinth, 
interfering  with  tlie  function  of  the  nervous  apparatus;  and,  later,  in 
actual  hyjK'rtnqihy  of  the  connective  tissues  leading  to  cicatricial  slirink- 
lug,  with  «_*onsecutive  atro]>hy  of  tlie  nervous  elements. 

The  prognosis  as  regards  the  recover}*  of  hearing  that  has  once  been 
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lost  is  bad.  Hence  in  patients  known  to  suffer  from  hereditary  syphilis 
ear  symptoms  should  be  attentively  looked  for,  and  when  found  treated 
without  delay. 

Treatment  in  the  acute  stage  consists  in  the  application  of  leeches 
below  the  mastoid,  the  employment  of  general  antiphlogistic  measures, 
and  the  use  of  pilocarpine.  Constitutional  treatment  is  indicated  in  all 
stages. 


chaftp:k  xxxvil 


TERTIARY  SYPHILIS. 


When  syphilis  does  not  become  extinct  in  the  secondary  stage  it 
passes  into  a  chronic  condition ^  called  tertiurv  syphilis. 

The  evolution  of  tertiary  syphilis,  as  a  role,  is  slow,  uncertain,  in- 
sidious, and  unattended  by  local  or  general  prodromata.  While  in 
secondary  syphilis  the  infection  very  often  runs  an  onlerly  course,  and 
a  general  estimate  may  he  formed  as  to  what  morbid  conditions  and 
lesions  may  be  expected  in  tertiary  syphilis,  as  a  rule,  there  are  no 
special  criteria  to  govern  us  in  our  prt^nosis,  since  all  is  occult  and 
without  onier  or  system.  The  tertiary  stage  has  very  aptly  been  called 
the  terra  inefxjnitn  of  syphilis. 

Tertiary  syphilis  presents  in  its  evolution  and  course  many  striking 
differences  from  the  secoiidary  form.  Tertiary  lesions,  as  a  rule,  arc  of 
deep  development,  of  compact  structure,  and  of  slow  and  aphlegmasic 
nature.  They  are  usually  leas  numerous  and  more  isolated  tlian  secondary 
lesions,  less  certain  as  to  their  seat,  less  regular  in  their  course,  and 
much  more  deeply  seated  and  destructive  in  their  tendency. 

Tertiary  lesions  attack  the  siibtlermal  and  submucous  connective 
tissues,  and  produce  in  them  more  or  less  extensive  and  dense  infiltra* 
tions,  mo^t  of  which  show  a  tendency  to  degeneration.  While  in 
secondary  syphilis  the  more  superricial  strata  of  the  skin  and  mucous 
membranes  are  involved,  in  the  tertiary  stage  the  whole  thickness  of 
these  structures  is  attackeHJ.  In  secondary  syphilis  the  skin  lesions  are 
more  generalizeil,  more  nnmerniis,  and  are  symmetrically  placed.  In 
the  tertiary  stage  their  number  is  restricted  ;  they  are  usually  irregularly 
distributed,  and  very  often  their  arrangement  is  unsymmetrieal.  The 
old  eruptions  are  lucalized  to  one  region,  and  they  may  |>erhaps  exist  in 
Be  vera  L 

In  secondary  syphilis  we  not  infrequently  see  a  tendency  in  the 
lesions  to  undergo  invulution  and  resolution  ;  in  tertiary  syphilis  no 
tendency  to  spontaneous  retrogression  of  its  lesions  is,  as  a  rule,  sei»D. 
While  in  the  majority  of  eases  of  secondary  syphilis  the  viscera  are 
spared  or  are  the  seat  only  of  irritative  or  hypenemie  processes,  in 
tertiary  syphilis  ihey  are  attat*ked  more  or  less  deeply  by  a  chn>nic 
progressive  infiltrative  pn>cess  which  prtxluces  nodules,  plaquesi,  and 
tumors  called  gummy  tumors,  or  syphilomata.     Thus  in  its  far*reaehing 
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and  pathological  action  tertiary  syphilis  involves  not  only  the  super- 
ficies of  the  b(Kly,  but  also  its  internal  parts — the  viscera,  the  bones 
and  their  adnexa,  the  muscles,  the  bloodvessels,  and  the  nervous  system. 

The  pathological  processes  in  tertiary  syphilis  are,  in  the  main, 
similar  to,  but  more  fully  developed,  intense,  and  exuberant  than,  those 
of  the  secondary  stage.  They  include,  in  brief,  perivascular  cell- 
changes,  round-cell  infiltration  (gummatous  infiltration  and  nodulation), 
and  irritative  processes  which  result  in  the  development  of  fibrous  or 
connective  tissues  (in  bones,  joints,  muscles,  tendons,  synovial  sheaths, 
and  the  skin  and  mucous  membranes),  and  last,  but  not  least,  the  ex- 
cessive development  of  connective-tissue  neuroglia  in  the  nervous  struct- 
ures of  the  cerebrospinal  axis.  These  processes  may  eventuate  in  the 
degenerative  conditions  already  mentioned. 

It  is  absolutely  impossible  to  write  a  clear  and  thoroughly  systematic 
clinical  history  of  tertiary  syphilis,  since  no  two  cases  are  alike,  and  the 
date  of  invasion,  the  extent,  depth,  course,  and  seat  of  the  morbid  process, 
and  the  organs  or  tisuess  attacked,  are  usually  different  in  each  instance. 
While,  therefore,  no  sharply  and  precisely  drawn  clinical  divisions  can 
be  presented  in  describing  tertiary  syphilis,  certain  generalizations  may 
be  made  which  will  tend  to  give  a  clear  idea  of  this  chaotic  and  dis- 
cordant stage  of  syphilitic  infection. 

Tertiary  syphilis  in  a  rather  small  proportion  of  cases  develops  more 
or  less  precociously.  In  some  cases  as  early  as  the  second,  third,  or 
fourth  month  following  infection,  when  the  roseolous  syphilides  or  the 
papular  syphilides  are  still  present,  the  condition  of  the  patient  changes 
for  the  worse.  The  skin  lesions  increase  in  size,  ulcerate,  and  sup- 
purate perhaps  very  profusely.  The  resulting  ulcers  increase  in  size 
and  depth,  and  may  present  sloughy,  even  gangrenous,  features.  Then 
these  lesions  show  a  tendency  to  spread  over  the  trunk,  the  extremities, 
the  face,  and  the  scalp.  With  these  ulcerations  cutaneous  gummata,  or 
more  superficial  but  thick  tubercles,  may  develop,  soften,  and  lead  to 
deep  ulcers.  The  j)atient  then  becomes  weak  and  cachectic.  In  a  small 
proportion  of  these  cases  such  nervous  affections  as  hemiplegia,  aphasia, 
meningeal  hyperajniia,  epilepsy,  paralysis  of  the  motor  oculi  and  facial 
nerves,  and  degenerative  changes  in  the  optic  and  auditory  nerves,  may 
be  seen.  This  form  of  tertiary  syphilis  in  very  rare  instances  runs  an 
unusually  rapid  and  severe  (called  by  some  galloping  or  lightning-like) 
course,  and  vsoon  ends  in  death,  which  is  due  to  a  decidedly  febrile  state 
and  marasmus.  These  cases  sometimes  present  distinct  features  of 
septicaemia.  In  this  very  early  form  of  tertiary  syphilis  we  find 
multiple  large  and  severe  disv««eminated  and  generalized  ulcerations,  and 
an  adynamic  condition  of  the  system,  shown  by  the  malignancy  of  the 
infection  and  a  tendency  to  ulceration,  gangrene,  and  phage*^^"*      In 
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these  cases  the  syphilitic  infection  seems  to  luxuriate  exuberaDtly,  nrnl 
its  action  is  very  rapid. 

Mariy  of  tlie.so  cases  of  precocious  tertiary  syjihilis  are  cured  after  a 
hard  struggle  hy  proiier  treatment  and  suitable  hygiene. 

Tertiary  syphilis  may  be  rather  less  precoeirms  than  in  the  form  just 
described.  Toward  the  end  of  the  first  year  of  the  infectioUj  after  tlie 
evolution  of  secondary  manifestations,  some  patients  become  weak, 
ana}micj  and  lose  flesh.  One,  sev^cral,  or  many  ulcers,  which  may  arise 
de  no  to  or  follow^  in  the  wake  of  a  secondary  lesion,  may  ap[>ear  on 
the  scalp,  the  tace,  or  the  extremities^  and  run  an  active  and  nipid 
coursCj  showing  great  rebelliousness  to  local  and  genera!  treatment  and 
careful  hygiene.  In  some  of  these  cases  there  are  concomitant  bone, 
joint,  pharyngonasal,  and  testieidar  lesions.  The  patient  is  and  con- 
tinues to  be  a  sick  man  upon  whom  destructive  lesions  appear  at  short 
intervals.  In  most  of  these  cases,  after  a  very  severe  ordeal,  the  patient 
gradually  gains  health  and  strength,  and  may  be  in  the  end  cured.  In 
these  early  forms  of  tertiary  syphilis  it  is  not  uncommon  to  observe 
the  onset  of  pidnionary  tuberculosis^  wliieh  usually  ends  fatally  in  a  few 
weeks  or  months. 

Nervous  affections  are  of  very  frequent  occurrence  in  precocioiis 
tertiary  syphilis,  the  brain  being  most  frequently  attacked.  The  spinal 
cord  is  much  less  frequently  atl'ected. 

Death  from  brain  ami  spinal -cord  lesions  is  to  be  feared  in  early 
tertiary  syphilis.  It  will  be  generally  found  that  prectxnous  tertiary 
syphilis  is  much  more  rebellious  to  treatment  than  the  late  form.  In 
many  cases  treatment  seems  to  have  little  if  any  ctfect. 

The  residts  of  the  experience  of  many  observers  go  to  show  that 
the  onset  of  tertiary  syphilis  occurs  in  the  thirJ  or  fourth  year  of  the 
infection  in  the  majority  of  cases,  and  that  from  this  date  until  the 
tenth  or  twelfth  year  its  appearance  is  progressively  less  frequent. 
Tertiary  syphilis  may  in  exceptional  cases  develop  from  the  twelfth 
to  the  twentieth  year  After  the  lapse  of  two  decades  tertiary  syphilis 
rarely  occurs, 

It  is  well  to  emphasize  the  point  that  the  possibility  of  error  in  the 
diagnosis  of  late  tertiary  lesions  is  great,  and  that  errors  are  common. 
It  is  always  a  good  plan  to  be  skeptical  about  alleged  cases  unless  they 
are  vouched  for  by  an  accurate  and  skilled  observer.  Many  cases 
presenting  lesitms  of  tuberculosis,  actinomycosis,  myccjsis  fungoides^ 
sarcomatous  and  epitheliomatous  Ijyperj elastic  tumors,  gout,  rlicumatism, 
traumatism,  and  iodide  of  potassium  intoxieation  have  been  paraded  as 
evidence  of  the  activity  of  the  syjjhilitie  virus  ten,  twenty,  thirty,  forty, 
and  fifty  years  after  infection. 

Tertiary  syphilis  attacks  the  following  tissues  and  organs:  the  skin 
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most  frequently  and  then  in  order  of  freqnency  the  nervous  systera,  the 
osseous  system,  mucous  nieiiibnines,  and  viscera  are  afl'eeted* 

Second  to  cnttmeous  lesions  nervous  disturbances  are  most  frequent 
up  to  the  twentieth  year  of  infection,  and  after  that  date  they  are  very 
rare.    Syphilitic  myehjpathies  are  very  rare  in  the  late  years  uf  sypliilis. 

Concerning  these  late  evolutions  of  tertiary  ftyjihilis,  it  may  he  said 
that  in  many  cases  they  were  preceded  by  other  tertiary  lesions  more  or 
less  remotely  in  the  majority  of  eases.  In  very  exceptional  cases  there 
has  been  no  antecedent  tertiary  manifestation  whatever. 

While  it  is  impossible  to  describe  sharply  marked  type-forms  of 
tertiary  syphilis,  a  generalization  of  cases  may  be  made. 

Cases  of  ulcerating  tubercular  syphilide  are  sometimes  seen  in  which 
the  lesions  begin  in  the  third  or  fourth  year,  sometimes  earlier.  I  have 
seen  some  rare  cases  in  which  these  syphilides  invaded  in  persistent  and 
interrupted  outbreaks  the  scalj>,  tlie  face,  tlic  extremities,  and  the  trunky 
producing  distigurement  and  perhaps  mutilation  in  all  parts  attacked. 
Thus,  the  disease  kept  on,  in  spite  of  gtxxl  treatment,  for  years  j  then, 
after  an  interval  often  years  of  apparent  health,  gummatous  infiltration 
and  ulceration  occurred,  and  the  skin  became  necrosed  at  slight  trauma- 
tisms. In  these  cases  syphilis  leaves  its  permanent  morbid  impress, 
with  a  tendency  to  hyperplasia  and  ulceration  of  the  skin,  for  years. 
In  some  occult  way  a  peculiarly  active  vulnerability  is  engrafted  on  the 
tissue. 

Tlien,  again,  we  see  cases  in  which  resolutive  tubercular  syphili<les 
appear  on  one  region  and  remain  limited  to  it  for  a  long  time,  and  in 
the  course  of  ten  or  twenty  years  attack  most  of  the  integument  of  tlie 
whole  body.  In  these  cases  of  extensive  chronic  skin  lesions  the 
patients  may  enjuy  fairly  good  and  seemingly  robust  health.  In  sume 
cases  intercurrent  nervous,  visceral,  osseous,  and  testicular  atiections 
develop.  I  think,  however,  tliat  in  general  the  nervous  system  is  usu- 
ally spared  in  these  eases  of  extensive  tegumentary  invasion. 

Perhaps  one  of  the  most  frequent  forms  of  tertiary  syphilis  is  that 
in  which  the  serpiginous  syphilide  develops  upon  some  specific  lesion 
or  on  some  simple  ulceration  or  traumatism,  and  travels  over  certain 
regions  or  the  trunk  or  the  extremities.  Patients  thus  attacked  may 
be  thin  and  weakly,  or  even  robust  ami  well  built.  This  lesion,  to 
my  mind,  indicates  rather  that  the  skin  of  the  patient  remains  vul- 
nerable to  microbic  invasion  than  that  it  is  an  evidence  of  the  activity 
of  tlic  syphilitic  diathesis. 

Some  cases  of  late  osseous  lesions  present  a  tolerably  uniform  course. 
Thus,  we  see  that  nodes  apjiear  on  the  skull  and  long  bones,  and  develop 
in  crops  at  irregular  intervals  for  years.  In  some  of  these  cases  there 
is  coexistent  joint-lesion,  and  in  some  men  testicular  involvement.     In 
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some  of  thei^  bone  cases  there  is  often  severe  and  persistent  rhetmmti^ni 

of  the  mnscles  or  fibrons  tissues  and  a  inarkrtily  cachectic  condition. 
These  pitients  hmk  salh>w  and  ill-nouri^-hcd  ;  their  faces  bear  the 
stamp  of  .raftering ;  tljey  sutfcr  from  malnutrition  and  from  insoniQia 
tlie  resnlt  of  pain.  In  these  cases  the  morbid  coiidition  is  very  chronic, 
and  very  rebellious  to  treatment. 

There  la  a  further  class  of  eases  of  tertiary  syphilis  which  present 
a  tolerably  well-dufined  course.  The  patient  suffers  in  the  secondarj* 
period  with  rashes  and  meningeal  symptoms,  and  on  their  disap(>ear- 
ance  a  condition  of  impaired  health  supervenes.  This  may  last  years, 
and  then  the  patient  may  be  attacked  Ijy  gnmmata  of  the  skin,  bones, 
or  testes,  or  he  may  develop  some  hyi>erplastic  or  arterial,  brain,  or 
cord  affection,  which  may  be  cured,  may  leave  him  a  cripple,  or  may 
kill  him. 

Cases  are  not  of  infrequent  occurrence  in  which,  after  a  faint 
and  eplieracral  or  a  well-dex'cdoped  roseolous  syphilide,  an  interval  of 
seem i ugly  perfect  health  of  a  few  or  many  years  may  occur,  and  then 
cutauetnis,  osseous,  testicular,  visceral,  or  cerebrospinal  symptoms  may 
develop. 

It  is  not  uncommon,  particularly  in  women  who  have  had  a  more 
or  less  severe  attack  in  tlie  secDndar>^  stage,  to  observe  in  the  second 
and  third,  and  even  later,  years  of  the  infection  the  onset  of  cachexia 
and  a  gummatous  infiltration  into  the  hard  or  ^oft  palate,  which  may 
prcKhice  much  destruction  of  tissue.  Very  cimimouly  these  are  the  only 
lesions,  but  in  some  cases  skin  and  bone  gnmmata  are  found  to  coexist. 

After  this  lugubrious  recital  of  these  grave  and  malignant  morbid 
conditions  due  to  tertiary  syphilis,  it  is  well  to  remember  that  in  the 
majijrity  (if  cases  one  or  more  regions  and  one  or  several  organs  or 
tissues  may  be  attacked^  and  after  a  time,  under  tlie  influence  of  treat- 
ment, a  cure  is  indiu'cd. 

Though  tertiary  syphilis  is  severe  and  often  threatening  in  its  course, 
fortunately  for  the  human  race  it  is,  as  a  rule,  amenable  to  treatment 
in  a  marked  degree. 

It  is  claimed  l>y  some  authors  that  tertiary  syphilis  is  not  true  syph- 
ilis, but  a  chronic  morbid  condition  left  behind  by  the  active  inft^ition. 
Other  authors  think  that  in  tertiary  syphilis  the  tissues  have  undergime 
some  changes,  and,  instead  of  reacting  normally  to  any  stimulus,  they 
produce  a  peculiar  growth  of  cells  known  as  gumma.  Seeing  that  ter- 
tiary lesions  may  coexist  and  follow  directly  in  the  wake  of  seeomlary 
manifestations,  that  the  patholngioal  processes  of  the  whole  disease  show 
a  distinct  gradation  and  au  iutimate  etrrrelaticin,  it  is  illogicid  to  claim 
that  syphilis  can  stop  short  and  that  a  radically  different  morbid  con- 
dition  is  then  developed.     Cliuieal  observation    and    pathological  re- 
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searches  show  very  conclusively  that  in  the  early  part  of  this  infection 
the  hyperaemia  is  moderately  active,  and  that  the  cell-proliferations  are 
exuberant  and  widely  scattered.  In  the  late  stages,  on  the  contrary, 
the  cell-growth  is  slow  and  insidious,  and  shows  a  tendency  to  become 
localized  deeply  in  the  tissues  of  regions  and  organs. 

It  is  hard  to  explain  the  late  onset  of  connective-tissue  proliferation 
in  the  cerebrospinal  axis,  in  the  testis,  and  viscera  on  any  other  ground 
than  that  a  morbid  predisposition  or  impress  has  been  engrafted  on  the 
vessels  and  cells  of  these  parts  in  the  period  of  activity  of  the  infection, 
and  that  later  on,  owing  to  some  stimulation,  injury,  or  perhaps  excess 
of  function,  the  new  cell-growth  is  inaugurated. 

It  is  claimed  that  in  the  course  of  tertiary  syphilis  the  parotid,  the 
sublingual  thyroid  glands,  and  the  pancreas  may  be  attacked.  Cases 
of  these  affections  have  been  reported,  but  our  knowledge  of  them  is 
very  meagre. 

Etiology. — Lengthy  essays  have  been  written  on  the  etiology  of  ter- 
tiary syphilis,  but  the  essential  facts  can  be  briefly  state<l.  Any  depraved 
condition  of  the  system  may  cause  the  secondary  period  of  syphilis  to  be 
prolonged,  and  to  be  followed  by  tertiary  manifestations.  Then,  again, 
the  tissues  of  some  persons  seem  to  be  so  profoundly  affected  by  syphilis 
that  the  infection  runs  its  full  course  in  them.  By  far  the  most  potent 
and  frequent  cause  of  tertiary  syphilis  is  the  absence  or  the  insufficiency 
of  treatment.  This  statement  almost  sums  up  the  case.  Marschalko, 
in  an  exhaustive  study  of  673  cases  of  tertiary  syphilis,  states  that,  as  a 
result  of  good  treatment,  tertiarism  was  found  in  only  2.7  per  cent., 
whereas  in  imperfectly  treated  cases  it  was  19.3  per  cent.,  and  under 
insufficient  treatment  it  reached  as  large  a  figure  as  23.9  per  cent. 

The  Infectiousness  of  Tertiary  Syphilis.— The  secretions  and 
tissue-detritus  of  precocious  and  quite  early  tertiary  lesions  contain  in- 
fectious qualities,  while  those  of  very  late  lesions  are  probably  inert. 
We  cannot,  to-day,  state  positively  when  syphilitic  lesions  lose  the 
power  of  infecting  healthy  persons. 


THE  GUMMATOUS  SYPHILIDE. 

This  syphilide  is  almost  invari;ibly  a  late  le.sion»  and,  although  usually 
invading  tlie  i^kin,  it  always  bogiiis  in  the  subcutaneous  connective  tissoe. 
It  consists  of  tuherctilar  infiltrations,  some  as  small  as  a  pea  and  others 
several  inches  in  diameter.  When  great  extent  of  tissue  is  involved  the 
lesion  is  usually  composed  of  several  tumors  mergeil  together. 

This  syphilide  is  purtieularly  prone  to  appear  in  jiarts  where  the  con- 
nective tissue  is  loose  and  aliandant.  It  may  l>e  limited  to  the  connec- 
tive tissue,  hut  on  invading  the  skiu  it  usually  ulcerates.  In  the  former 
case  we  aj>p!y  to  tlic  syphilide  the  term  giimmoua  or  fptmrnous  tumor;  in 
the  latter  case  we  cidl  it  ii  gum hiohh  nlver. 

The  progress  of  the  lesion  varies  according  to  the  condition  of  the 
parts  upon  which  it  is  deveh»ped  ;  in  thick  and  copious  adipose  or  cellu- 
lar tissue  the  ttmiors  may  remain  a  long  time  without  attacking  the  skin  ; 
under  contrary  conditions  or  overlying  a  bony  surface  implication  of  tlie 
skin  is  early  and  the  bone  itself  may  be  eroded  superficially  or  deeply. 
Sometimes  the  muscles  are  exposed  by  complete  destruction  of  super- 
jacent tissues.  Bloodvessels,  nerves,  and  sometimes  bursa?  may  be  in- 
volved by  extension  of  the  h^^iou. 

We  shall  study  this  syphili<le  in  its  three  stages — of  tumefaction,  of 
ulceration,  and  of  repair.  (For  the  description  of  precocious  gumtnata^ 
see  page  561.) 

In  the  first  stage  we  find  from  one  to  six  tumors,  which  appear 
simultaneously  or  in  snecession  and  run  an  indolent  course*  These 
small  tumors  are  painless  and  attended  by  slight  tenderness.  Their 
growth  is  generally  slow.  At  first  freely  movable,  they  soon  become 
attached  to  the  surrounding  tissues,  esj>ecially  when  seated  over  bony 
surfaces  or  in  regions  where  connective  tissue  is  scanty.  They 
give  to  the  finger  a  sensation  of  moderate  firmness,  retaining  their 
shape  under  pressure,  having  neither  the  elasticity  of  a  fatty  tumor  nor 
the  harilness  of  scirrhus.  In  many  eases  tliey  tend  to  invade  the  gkin 
rather  than  the  deeper  tissues.  Their  superficial  growth  is  first  shown 
by  slight  reddening  of  the  overlying  skin,  which  rapidly  becomes  thick- 
ened and  less  supple.  Finally,  we  observe  a  tubercular  infiltration, 
round  or  oval  in  shajje,  perfjajis  slightly  elevated,  of  a  deep  ooppery- 
red  color,  and  surmunded  by  a  well-marke<l  liypeiiemie  areola.  (See 
604 
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Fi^*  145.)  Th*'V  may  rernuiiv  in  tlii^  t^xKlitioii  fnr  nmiiy  wcekt^^,  or  even 
muiitlKs,  ami,  infill  iiii<l<  r  trenliiieut,  umli'rp»  iVHiliinnu,  tiriK'nilly,  how- 
ever, their  firm  stnictun?  slowly  bivaks  down,  nwd  iinuliy  fliietimtion 
may  be  ileteett><L  In  many  ciises  the  soft,  vieMiii^  ehiinirter  of  the 
tumor  gives  a  fal>e  impre>vsiim  that  pus  is  e<»iiliiie<l  lieiieath  llie  skin. 

Fio.  145. 


Gumni«tousv]rphllJik',  t«  yd  tinulcernted,  iloplirtiiltnsie,  fniiiiuifttMU-  cuudiUon  of  Iowit  leg. 

Tho  minute  ehangcs  leading  to  thi^  condition  are  of  interestt  The 
immediate  produet  of  tlie  death  of  the  siiheutaneou**  neoplasm  is  a  threk^ 
gummy  mass,  the  intermingled  pns  being  supplied  by  the  Rurrouiiding 
part^i,  which  are  secondarily  inflamed,  Tlie  destnietive  process  goes  on 
ven'  slowly  until  after  the  occurrence  of  ulceration.  The  small  ulcers 
first  formed  are  deep  and  sharply  cut;  they  extend  in  all  directions 
until  the  destruction  of  the  entire  neoplasm  rcsnlts  in  the  formation  of 
what  may  be  called  a  typical  gnmmoiis  ulcer.  Such  an  ulcer  is  either 
round,  oval,  or  g^-rate  from  fusion  of  the  small  ones,  and  sharply  cut  as 
if  punched  out.  Its  floor,  wiiich  is  greenisli-red  or  sometimes  greenish- 
blaek,  is  uneven  and  bathed  with  ^niou.s  fetiii  pus,  (See  Figs.  146 
and  147.) 


Ritely  hard,  and  are  jiainless.  There  is  no  retraction  of  tbe  nipple,  and 
the  axilhiry  ghimls  are  oniiffcfted*  The  ulceration  which  oocurs  is 
cbaraeteristie  ami  qniie  iiiihke  tlie  indurated,  fuiigui<l  ulceration  of  cancer. 
In  all  c-ases  of  liinite<l  tumors  of  the  brea.st  a  suspieiun  of  tlicir  gumma- 
tous character  j^houhl  be  entertained,  csjx'eially  wiien  tbe  patieut  15 
young  or  of  middle  a^a\  A  mistake  15  liable  to  occur  only  when  tlie 
gumma  is  very  hir^^e  aud  of  unusual  depth. 
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Giimmiita  are  verv  fr(*f|iipiitly  diii<r">*>i^tj<'atiMl  as  sari-omatous  tuioors. 
and  niaiiy  cases  are  on  record  in  wliich  they  have  needlessly  been 
removal  by  the  knife. 

Tlie  <'ii'atrices  f)f  ^miirnons  ulcers  differ  accurdin|j  to  tlie  depfli  of  the 
destructive  pn)C(*ss.  When  the  ulceration  has  been  ,'Siipcrficial  the  .scars 
are  slightly  depressed,  thin,  pareliinent-Iike,  and  of  a  dead-white  color. 
All  such  cirat rices  become  blanched  from  their  centre  outward. 

The  cicatrices  of  deep  ulcers  are  much  depresi^cd,  and  often  very  un- 
even, owini^  to  filirous  bauds  and  nodides.  8oine  are  also  pecnliar  in 
beiuLT  adherent  to  the  deeper  jtarts.  In  case  the  gunimous  ulceration  has 
involved  tlje  superficial  portion  of  the  bone,  the  cicatrix  adheres  as  firnilv 
a^  did  tile  periosteum  to  the  osseous  surface,  lu  other  cases  where  notch 
destruction  of  bone  has  occurred  no  cicatrix  at  all  is  formed,  the  eroded 
surface  Iriuit  surroundtil  by  a  firmly  attached  fibrous  band  which  repre- 
sents the  nuirgin  i»f  whot  might  have  been  a  cicatrix. 

Fig.  147. 


GumnmtotiB  inflUratton  over  tbc  wrist  and  dorsum  of  the  Imnd. 

G  inn  my  tumors  present  certain  peculiarities  in  different  regions  of 
the  body  J  and  may  l)c  complicated  hy  inti-rcurrent  morbid  processes. 
Erysi[>elas  may  attack  tlie  ulcers,  c8i)ecially  when  seated  on  the  head  or 
e  X  t  re  1  n  i  t  i  cs.  The  f e*l  e  m  a  wl i  s  ch  acc<  m i  pa  n  i  e  s  g  u  m  in  o  u  s  u  1  ce  r s  o  f  the  1  cpf 
may  be  so  severe  ant!  chronic  as  to  induce  a  condition  similar  to  elephan- 
tiasis Arabum. 

Gummy  tumors  of  the  scalp  nre  seldom  isolated  and  movable; 
usually  the  entire  integunient  is  thickenal,  and,  although  at  first  movable 
over  the  bones,  soon  becomes  adherent.  Small  ulcers  form  at  follicular 
openings,  and  gradually  increase  in  size.  Sometimes  the  outer  table  of 
the  skull  is  destroyed,  and  in  <Jther  cases  the  whole  thickness  of  bone 
becomes  necrosed  ;    tlie  dura   mater,  however,  resists  the  destructive 


mav  tlieo  euam 

Tbe  pnigBO&i  is  infliieiMed  bj  the  da^  of  the  apf  j»iraiice  af  the 
^phtlide^  iu  extesil,  aad  the  genenl  cooditioii  of  the  patk-nt.  Its  early 
aod  maligriatit  mppesrance  indicaitcs  am  active  anxi  ^vere  form  of  syph^ 
ilfc,  in  which  vtHvral  gmiLEiiata  are  to  be  feared. 

The  diftgiiasis  is  to  be  made  in  iti^  stages  of  tumefaction  and  of 
uleeratioD.  When  it  exists  as  a  moYmble,  sabcutaneoos^  tumor  it  may 
be  mistaken  for  a  fibrcHi«.  a  sarcomatoci^,  or  a  fatty  tumor,  or  perhnji^ 
an  enbirged  ganglion.  The  syphilitic  lesion  h  u^tlally  multiple,  and  is 
not  compressible  like  the  fatty  tumor  nor  as  hard  as  the  .<arconia.  Sar- 
comata tend  to  attach  themselves  to  subjacent  parts;  tlie  gummy  tumors 
invade  the  skin.  Tbe  hi^toiy  of  the  case,  the  absence  of  pain  in  the 
tumor,  and  its  situation  may  be  of  assistance.  Tumor-like  infiltrntions 
upon  the  face,  in  the  female  breast,  about  the  genitals,  near  joints^  and 
wherever  connective  tissue  is  abnndant  should  always,  in  oiae  of  doubt, 
be  subjecte*!  to  s{>eeific  treatment. 

The  general  appearance,  situation,  and  history  of  gummatous  uloem 
are  generally  sufficient  ti»  establisli  their  character;  but  sometimes,  espe- 
cially on  the  face  and  lower  extremities,  they  may  be  confounded  with 
ulcerating  lupus  or  with  simple  eczematous  or  varicose  ulcers. 

Siil><^iit^ neons  noilular  infiltrations  which  n^somble  in  nearly  all  their 
features  gunimatu  are  sometimes  seen,  particularly  in  weakly  and  so- 
called  strumous  subjects.  These  n<Klules,  called  rnjtheml  indur^  des 
Bcrofulrux^  nnd  f/ommrA  ftrrofidciiArji,  may  be  of  the  size  of  a  pea  or  of  a 
hayelriut  or  walnut,  and  they  may  exist  in  the  form  of  diffuse  plaques. 
They  riiii  a  chronic  course,  they  contract  adhrsions  with  the  skin,  and 
they  may  lead  to  ulceration.  In  all  particulars  these  lesions  as  to 
phyt*lciil  apprirranees,  site  of  develupment,  and  course  resemble  syph- 
ililii'  guinmata.     They  occur  most  frequently   in  young  subjects,  and 
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rather  rarely  in  older  persons.  In  some  of  these  cases  antisyphilitic 
treatment  proves  beneficial  even  when  a  history  of  syphilis  cannot  be 
obtained. 

Treatment. — In  all  cases  a  vigorous  mixed  treatment  should  be 
persisted  in.  When  ulceration  is  active  it  may  be  necessary  in  some 
cases  to  scrape  away  its  base  and  margin.  The  necrotic  membrane  so 
commonly  seen  in  these  ulcers  should  be  treated  with  gauze  compresses 
of  sublimate  solution  (1 :  2000  to  1 :  500),  or  with  compresses  of  carbolic- 
acid  solution  (5  per  cent.).  The  application  of  carbolic  acid  or  nitric 
acid  may  be  necessary  every  few  days  to  remove  necrotic  matter. 
When  the  slough  or  membrane  on  the  surface  of  the  sore  is  not  very 
dense  or  adherent,  iodoform  may  be  dusted  upon  it.  When  a  raw  sur- 
face has  been  exposed  the  application  of  a  mild  mercurial  ointment 
with  the  addition  of  balsam  of  Peru  (1  drachm  to  the  ounce)  will  usually 
cause  prompt  healing. 

THE  TUBERCULAR  S7PHILIDE. 

This  syphilide  consists  of  deeply  seated,  circumscribed  infiltrations 
into  the  skin,  resembling  in  appearance  the  large,  flat,  papular  syphilide,' 
and  being,  in  reality,  nothing  more  than  an  exaggerated  form  of  the 
latter  lesion.  The  whole  thickness  of  the  skin  is  involved,  whereas  in 
the  papular  syphilide  the  deeper  layers  escape ;  the  latter  is  a  secondary 
manifestation,  while  the  tubercular  syphilide  is  a  tertiary  lesion. 

The  tubercular  syphilide  seldom  ulcerates,  but  disappears  by  inter- 
stitial absorption ;  hence  it  has  been  called  norir-iUcerative  or  resolutive. 

The  resolutive  tubercular  syphilide  may  appear  even  before  the 
second  year  of  syphilis  ;  it  is  usually  developed  between  the  third  and 
sixth  years,  but  may  be  seen  as  late  as  the  eighth  or  tenth  year,  and, 
according  to  some  authors,  even  as  late  as  the  fifteenth  or  twentieth. 
It  is  usually  met  with  in  cases  that  have  not  been  thoroughly  treated 
at  the  outset.  Its  course  is  very  chronic  and  marked  by  numerous 
relapses. 

The  tubercles  begin  as  deep-red  spots,  which  slowly  increase  in  size 
and  thickness  until,  when  fully  developed,  they  have  a  diameter  of  from 
half  an  inch  to  an  inch.  Sometimes  they  are  as  small  as  a  split  pea, 
and  again  they  are  more  than  an  inch  in  diameter.  Their  surface  is  flat 
or  rounded,  and  their  borders  are  sharply  defined.  The  smaller  lesions 
are  more  elevated  and  rounded  than  the  larger.  The  color  of  the 
tubercles  is  at  first  dark  red,  with  ])ossibly  a  tinge  of  crimson,  but  fre- 
quently it  is  of  a  light  pinkish  red.  Their  surface  is  usually  smooth 
and  free  from  scales.  Where  the  epidermis  is  thick  proliferation  is 
occasionally  free,  giving  the  tubercles  somewhat  the  appearance  of 
psoriasis. 
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The  tubercles  first  appear  on  the  forehead  or  back  of  the  neck  near 
the  ficajiulffi.  They  may  be  limited  tu  these  regu>n.s  or  may  invade  the 
trunk,  always  more  copiously  on  the  back  and  over  the  gluteal  regioDs, 
In  front  they  are  generally  sciittered,  but  in  some  cases  they  occur  in 
large  numbers  over  the  sternal  n-gion,  on  the  bi>rder8  of  the  axillae,  and 
over  the  deltoid  niutH?le,  They  are  more  numerous;  on  the  outer  aspects 
of  the  extremities  near  the  joints  than  on  the  inner 

The  coarse  of  the  eruption  is  very  slow ;  sevend  weeks,  or  even 
months  and  years,  may  pass  before  the  entire  body  h  covered.  When 
the  eruption  is  general  the  tubercles  are  usually  dii^seminated  without 
order,  rarely  showing  a  tendency  to  circukir  distribution.  Successive 
crops  fill  the  interspaces  between  those  first  developed.  When  preco- 
cious the  eruption  may  be  very  copious.  In  several  of  the  cases  I  have 
seen  of  recurrence  of  this  eruption  the  tulK-rck^s  were  almost  in  contact 
wit! I  eaclx  other.  Such  cases  are  rare,  and  belong  to  the  group  of  malig- 
nant precocious  sypbilides. 

Tliese  tubercles  are  prone  to  appear  in  an  irregularly  triangular 
group,  with  the  apex  at  the  glabella  and  the  base  near  the  margin  of 
the  scalp*  They  may  form  a  sort  of  corona  in  the  latter  regions  with 
sometimes  a  number  on  the  scalp  it'^elf.  On  the  face  they  sometimes 
run  together  and  form  patches.  Again,  several  tul>erc!es  on  the  nose 
blend  and  extend  Uy  the  cheeks,  forming  a  butterfly-i^haped  patch. 
When  the  tubercles  spread  in  a  rapid  manner  a  distinctly  elevatetl 
margin  or  rim  is  formed,  the  enclosed  patch  being  depressed.  In  this 
serpiginous  form  the  whole  face  may  become  invaded.  The  centre  of 
the  patch  gradually  luses  its  color  and  becomes  thinner,  until  in  severer 
cases  a  cicatricial  tissue  is  left.  This  process  is  usually  rapid,  and  then 
slight  destruction  of  the  skin  results;  when  it  is  slow  more  or  less  | 
atrophy  of  the  skin  is  prijduced.  This  may  be  called  the  annular  tuber- 
cular syphilide.     (Stn*  Plate  XXXVI IL J 

These  tubercular  rings  are  not  seen  in  all  cases  ;  in  some  the  lesion 
extends  merely  at  certain  portions  of  its  margin.  Thus,  kidney-shaped 
growths  are  produced,  or  new  tubercles  may  form  and  finally  coalesce 
around  the  entire  periphery  of  the  patch.  Tubercular  patches  seated 
on  non-hairy  parts  are  smooth,  while  those  developed  in  regions  sup- 
plied with  hair  arc  ofteu  uneven  and  warty.  The  latter  condition  is 
due  to  fusion  of  the  tubercles  and  excessive  prominence  of  the  folliclc^i 
and  papiihe.  Their  surface  may  be  covered  with  a  crust  of  serum  anil 
epidermis,  or  the  scanty  pus  may  dry  between  the  numerous  elevations. 
Cases  of  invasion  of  the  entire  scalp  in  this  way  have  been  reconle«l, 
and  doubtless  many  of  the  cases  of  frambcesia  of  the  old  writers  were 
aggravated  in  stances  nf  this  vegetating  or  papillomatous  tubercular 
syphilide.      The   [>apular   syphilide   may  undergo  a   similar  metamor- 
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pilosis.  We  have,  therefore,  two  kinds  »>f  vegetntiiif^  or  [mpillomatous 
syphilide — a  papiihir  an<l  a  tubercular — which  differ  merely  in  de|^ree. 
The  head  and  face  are  most  comraonly  attacked,  but  the  trunk  about  the 
shoulders,  over  the  sternum,  and  in  the  inguinal  an«l  trhiteal  regions 
may  he  invaded.  When  this  sy[>hilide  is  thus  altered  in  elvaracter  its 
course  is  more  chronie  than  usual,  Tlie  papillomatous  or  vegetating 
appearanee  of  this  form  of  tubercular  syphilide  is  due  to  the  exuberant 


I 


The  Iftte  variety  nf  the  vegetnting  «yphillde.  showing  ii^i  anmiUr  form  \\m\  its  vcrplglnooi 

tendency. 

new  eell-growth  in  the  papilla?,  which  become  greatly  hypertrophied. 
(See  Figs.  148  and  149.) 

The  course  of  the  eruptiou  depends  largely  upon  treatment.  In 
its  early  stages  it  will  usually  be  dispersed  by  vigorous  measures,  A 
limited  relapse  is  very  likely  to  occur  in  c-ase  of  inadequate  treatment. 

The  prognosis  of  this  syphilide  is  good,  although  it  indicates  an 
active  and  persistent  f^>rm  of  syphilis* 

DiagBOsia. — This  syphilide  is  to  be  diagnosed  from  lupus  vulgaris^ 
eh_'|>hantiasis  (Ineeorum,  cjireinoma,  and  psoriasis.  Lupus  generally 
begins  in  early  life,  and  is  never  so  diffusely  scattered  as  the  tubercular 


In  some  oaM^s  of  true  leproi^y  tubercles  occur  which  resemble  in 
size,  ?ihape,  and  eulor  those  of  syphilis,  but  they  are  usually  aeeoni- 
|Kiiiii'(l  by  vvirite,  ana'>tlietie  pjitelies,  liirge  spots  of  l>n*wu  pignuiitiititnj, 
nerve-swelliiigs  wIiIi  jht verted  nensatioiis,  Uirjj^e  iiothilar  iiitiltmtious 
and   ulet-rutiikus,  or  utlu'r  rjiatiifestaUons  wljit-b  ehameterizc  leprosy. 

Althnu^^h  sii[)ertieial  careiuoniatuus  tulu  reles  may  resetuble  those  of 
syphilis,  tlicv  Mre  never  so  scattered,  and  are  always  mueh  hir|fer, 
stmietiiues  involving  an  entire  re^non. 

Tlie  tubercular  sy philide  occasituialty  presents  two  appe^inniees 
which  resemble  psoriasis.  The  first  is  -,vhen  the  tubercles  are  cnver^ 
with  an  umisnal  number  of  scales,  especially  on  the  outer  asjiect  of  the 
sirms,  where  [isoriasis  is  prone  to  appear.  Tlie  second  is  when  the 
tubercles  lUKhrgo  involution  ami  form  rinu:s.  J^soriasis,  however,  is  a 
disease  beginning  in  youth »  and  is  essentially  se^dy.  Tlie  tubercle*  of 
syphilis  are  iidiltrahuns,  and,  thongh  some  may  be  covered  with  scales, 
cithers  will  he  Inniid  free  from  them.  In  syjfhilis,  again,  we  have  ihe 
history  ol'  the  ciise  and  perhaps  other  manifestations  of  the  disc*as^'. 
In  rare  eases  in  which  the  tu*uption  is  limited  and  the  history  i»bs4*ure 
mercurial  treatment  settles  all  tjuestions,  since  it  cures  a  sy }*hili<le  and 
does  not  influence  psoriasis. 

Treatment.— Inunctions  of  mercurial  ointment  should  be  regidarly 
ailministered  aiitl  iodide  of  potassium  in  good-sized  doses  should  l*e 
taken  inte?rnally.  The  mixed  treatment  is  also  very  heneticial.  Mer- 
curial fumigations  are  often  of  surprising  benefit  in  causing  the  prompt 
involution  of  this  syphilids 


THE  SERPIGINOUS  8YPBILIDE. 


THE  SEEPIGINOUS  SYPHILIDE. 


613 


This  syphilide  creeps  over  large  surfaces  by  ulcerating  at  the  periph- 
ery of  patches  while  it  heals  in  the  centre.  It  may  ricciir  as  early 
as  the  second  or  as  late  as  the  t-eiith  (ir  tifteentli  year  of  syphilis^  pos- 
sibly later.  Its  coarse  is  very  (^hrunie,  and,  although  unattended  by 
pain,  it  freqnently  causes  ^reat  inonnvcaience.  Its  etfects  on  the  skin 
may  be  slight  or  it  may  leave  disfignniig  cicatrices*  There  are  two 
varieties  of  tliis  lesion,  a  superficial  and  a  deep. 

The  Huperfichd  f<erpifpnous  sffjihiiith'  liegins  as  a  pustule,  generally 
of  the  inipctigoform  or  of  tlie  variolafonn  syphilide.  In  its  eiirly  stage 
it  consists  of  a  superficial  ulceration,  whieli  hns  no  cliaracterislic  feat- 
ures indiaitive  of  its  future  course,  hut  wliieh  extends  in  the  shape  of 
a  round  or  oval  piteh.  If  treatment,  and  particularly  local  treatment, 
is  nut  employed,  the  process  continues  anil  crusts  form  until  the  patch 
reaches  a  diameter  of  about  two  inches ;  gmnulations  then  spring  up 
from  the  centre,  an*l  the  enist  falls  off  except  at  the  periphery,  wliere 
it  adheres  as  an  encircling  ring.  Thus  is  formed  a  ring  of  crusts 
enclosing  a  more  or  less  Iiypenemic  area  of  a  round  or  oval  shape. 
(See  Fig*  150,)  The  color  iif  tlie  crusts  is  usually  yellowish-brown  or 
greenish-liluck,  and  their  tliickricss  about  one-third  of  an  inch.  The 
uiulcrlying  surface  is  smooth,  of  a  grayish -red  color,  and  ulcerated  at 
the  margins.  ArountI  the  edges  is  a  narrow  red  areola.  The  ulcera- 
tive process  slowly  [jrogrcsses  at  the  margins  of  the  patch,  a  rim  of 


Fio.  150. 


The  fluperfici&l  serplirinous  syphilide.    The  atva  if  akin  enclosed  {over  elbows)  wiUtiri  Uie  rings 
of  crufits  in  pigmunted,  bul  not  U  all  cicatricial  in  t-lmracter 

crust  at  the  same  time  forming.  IFcaling  of  the  enclosed  surface  keeps 
pace  with  the  jieripheral  extension  at'  the  ulceration ^  so  that  the  width 
of  the  crust,  varying  from  half  an  inch  to  an  inch,  is  steadily  main- 
tained. The  centre  of  this  surface  is  blanclictl ;  its  margins  are  red, 
and  they  merge  gradually  into  the  uleerittiun.  This  process  may 
continne  many  years  and  involve  extensive  surfaces.     When  healing 
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hegitm  the  enists  become  Lanier  and  darker,  ami  tlie  redness  of  the 
central  patch  and  of  the  areola  diminishes. 

The  deep  serpif/inouA  mfphilitk  lias  for  lis  focus  of  ulceration  one  of 
the  late  or  tertiary  lesions,  such  as  a  tuljerele,  an  eethymaform  pustule, 
an  ulcerating  gumma,  or  some  traumati?^ni.  Whatever  the  starting- 
point,  there  is  soon  developed  a  deep,  sliarply  cut  ulcer  with  under- 
mined edge."*  and  a  coextensive  crust.  This  uleer  sh>wly  or  rapidly 
increases  iu  size  until  it  attains  a  diameter  of  two  or  three  inches, 
when  ctianges  similar  to  those  observed  in  the  sujieriicial  variety  may 
occur.  The  erunt  becomes  thin  at  its  centre  and  thick  at  its  margin  ; 
the  thin  portion  srHiu  falls  oif,  leaving  a  round,  deep- red  cicatrix,  sur- 
rounded by  a  thick,  greenish-black  crust  leas  than  an  inch  in  width. 
When  this  syphilide  is  fully  developed  and  has  attained  a  diameter  of 
from  four  to  six  inches^  its  apjiearauces  are  more  marked.  (See  Fig. 
151.)  In  the  centre  is  a  round  or  oval  {>atch  of  cicatricial  tissue  having 
a  coppery -red  color,  and  firmly  attached  to  the  subcutaneous  connective 
tissue.     This  is  completely  enclosed  by  a  ring  of  crust  which  grows 
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The  dei'p  serpigrinoua  s>phiilf1t%  showing  much  cicuiHjiAtlon  of  thv  nlHlritninal  wall 

Ptt^dilv  outward  aud  may  become  very  large.     The  enclosed  cicatridal 
iWiKi  keeps  pace  in  size  wntli  the  increase  of  the  encrust <'d  ring. 
Relapses  may  occur  from  ulceration  of  the  cicatrix. 
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The  course  of  this  syphilide  is  always  slow,  often  occupying  many 
years.  In  some  cases  it  is  accompanied  by  profound  cachexia,  while  in 
others  there  is  no  disturbance  of  the  general  health. 

This  syphilide  is  of  rare  occurrence.  It  may  appear  as  early  as  the 
thinl  year,  but  generally  later,  even  up  to  the  fifteenth  year  after  infec- 
tion. It  appears  usually  on  the  inner  surface  of  the  forearms  and 
arms,  on  the  breast,  and  on  the  legs.  It  causes  little  if  any  pain,  but 
frequently  gives  great  annoyance  when  near  the  joints. 

The  prognosis  of  this  syphilide  depends  entirely  upon  the  institu- 
tion of  general  and  local  treatment  which,  aided  by  tonics  and  good 
hygiene,  will  produce  a  prompt  cure. 

The  diagnosis  from  serpiginous  lupus  and  serpiginous  chancroid  is 
seldom  difficult.  Lupus  usually  begins  in  early  life,  and  attacks  the 
face.  Its  ulcerations  are  less  definite  and  sharply  cut  than  those  of 
the  syphilide.  In  lupus  red  tubercles  of  ulceration,  covered  with  crusts 
of  light-yellow  or  bluish-brown,  are  mingled  with  the  cicatrices,  which 
are  always  uneven  and  fibrous.  The  history  of  the  case  may  add  to 
the  certainty  of  diagnosis. 

A  serpiginous  chancroid  usually  has  such  a  clear  history  that  no  mis- 
take can  occur. 

Treatment. — The  crusts  must  be  removed  by  means  of  hot  bichloride 
compresses.  The  ulcers  should  be  well  cauterized  with  pure  carbolic 
acid,  after  which  bichloride  gauze  may  be  used  for  a  time.  Then  the 
parts  are  to  be  covered  with  mercurial  ointment.  Internally  the  mixed 
treatment  should  be  given. 

BUPIA,  OB  THE  RUPIAL  SYPHILIDE. 

This  name,  derived  from  the  Greek  ^utzo^,  dirt,  is  applied  to  an  erup- 
tion composed  of  ulcers  surmounted  by  laminated  crusts.  It  appears 
sometimes  precociously  during  the  first  year  of  syphilis,  but  it  belongs 
among  the  late  lesions.  It  usually  indicates  intense  syphilitic  infec- 
tion, and  is  often  accompanied  by  fever.  It  has  never  been  seen  in 
hereditary  syphilis.  Although  a  pustulo  crustaceous  eruption,  it  par- 
takes of  the  nature  of  tertiary  lesions  in  the  deep-seated  infiltration 
always  present  beneath  the  crusts. 

Rupia  may  be  divided  into  two  varieties :  one,  in  which  the  crusts 
are  small,  numerous,  and  generally  scattered  ;  another,  in  ^vhich  they 
are  large,  less  numerous,  and  more  localized.  All  of  the  lesions  of 
rupia  be^in  as  a  red  spot,  which  soon  becomes  a  flat  pustule  which 
dries  into  a  greenish-brown  crust.  Subsequent  changes  are  very  slow. 
The  initial  crust  is  usually  small,  and  underneath  it  is  a  superficially 
ulcerated,  infiltrated  surface.  The  infiltration  and  ulceration  extend 
somewhat  beyond  the  original  crust,  and  another  layer  of  crust  is  formed 
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beneath  it  by  the  ^ecrutiun  iVuni  tlie  uk-eratod  .^iiHWe,  Tliiis?  i^everal 
dLstinct  but  adherent  laminations  are  fornied  as  the  ulcer  increases  in 
size,  each  succeeding  one  bein*|;  lai^CT  than  its  predecessor.  This  result 
is  raainly  due  to  the  fact  that  the  pus  is  thick,  and  that  it  is  secreted 
slowly  and  dries  fjiiickly.  The  process  may  continue  until  the  crusts 
attain  a  diameter  of  half  an  ijich  or  even  two  inches,  (See  Fig.  132.) 
In  rare  cases  they  have  been  seen  with  a  diameter  of  fully  six  inches 
When  developed  the  rupial  crust  is  eonicalj  distinctly  laminated,  and 
of  a  brownish-black  color  tinged  with  green,  similar  to  a  dirty  oyster- 
shelL  The  crust  is  hard,  tirni,  and  adherent,  althoug^h  its  layers  are 
often  perft'clly  distinct.  Underneath  there  is  an  unhealthy,  grayish- 
red,  ulcerated  surface  bathed  in  thick,  ichorous  pus  and  surrounded  by 
a  slio:htly  undermined  marfrin.  The  depth  of  this  ulcer  is  rarely  so 
great  as  that  of  the  severe  ecthyraaform  syphilide.  It  genemlly  involves 
about  one-half  the  thickness  of  the  derma.  Around  each  ulcer  is  a 
coppery-red  areola,  which  merges  into  healthy  tissue. 

Fig.  152, 


1 


.(?> 


Uui'iii,  ur  nipiiil  syphiUde. 


The  snudl  rui>ial  eruption  beirins  either  alw»ut  the  face  nr  on  the  inner 
and  outer  surfaces  of  the  furearms.  It  may  then  invade  the  trunk  and 
lower  extremities. 

The  eruption,  eomi>osr<l  of  large  crustaceous  ulrers,  usually  pn^aents 
a  limitetl  numlier  of  lesions.  Excejjtionally  we  hud  only  one  crust,  hut 
in  some  eases  as  many  as  twenty  or  thirty.  They  resend*le  those  tif  the 
small  variety.  Under  proper  treatment  the  ulcer  slowly  heals,  until  a 
deep-red  glazed  infiUratinn  is  left,  which  gra*lually  become'^  thinner  and 
lighter-eoloreil,  and,  linally,  a  white,  tiliiuing   surface  is  Icft^  which  is 
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depressed  below  the  geueral  level,  and  around  which  a  rim  of  brown 
pigment  remains  for  months,  corresponding  to  the  former  areola. 

The  prognosis  of  rupia  is  to  be  guardedly  given.  In  some  rare 
cases  of  precocious  evolution  this  eruption  becomes  general,  the  lesions 
being  large  and  numerous,  and  the  general  condition  being  at  the  same 
time  much  depressed.  Without  careful  and  vigorous  treatment  this 
malignant  form  of  syphilis  may  be  fatal.  The  small  generalized  form 
of  rupia,  although  accompanied  by  cachexia,  may  be  cured  in  a  few 
weeks.     The  ulcers  usually  occasion  much  annoyance  and  suflTering. 

The  large  form  of  rupia  is  of  considerable  gravity  and  calls  for  ener- 
getic local  and  constitutional  treatment.  Although  many  cases  recover, 
death  sometimes  occurs. 

A  question  of  diagnosis  is  not  liable  to  arise,  since  no  simple  erup- 
tion resembles  rupia. 

Treatment. — This  syphilide  should  be  treated  after  the  manner 
laid  down  for  the  serpiginous  syphilide.  It  is  very  important  that  the 
nutrition  of  the  patient  should  be  carefully  looked  after. 

THE  BULLOUS  STPHILIDE. 

Much  confusion  has  been  introduced  into  syphilography  by  the  lati- 
tude given  to  the  term  "pustule."  From  the  fact  that  some  forms  of 
syphilitic  pustules  are  not  situated  upon  an  elevated  base  and  are  large 
and  globular,  with  a  tendency  to  run  together,  the  existence  of  a  true 
pemphigoid  syphilide  has  been  asserted.  Further  study  has  proved 
these  lesions  to  be  pustular,  and  not  bullous,  yet  in  some  cases  true  bullae 
are  developed  on  syphilitic  patients. 

The  eruption  begins  like  ordinary  pemphigus  by  an  effusion  of  serum 
beneath  the  epidermis,  which  slowly  increases,  until  at  the  end  of  a  week 
or  two  a  bulla  the  size  of  a  pea  is  formed.  The  serum  soon  becomes 
milky,  and  is  finally  converted  into  a  thick  yellow  pus.  The  bullae 
vary  in  size,  some  being  as  large  as  a  walnut.  They  are  surrounded 
by  a  dull-red  areola,  which  on  the  legs  may  be  due  to  effusion  of  blood. 
The  pus  soon  dries  into  a  dark,  greenish-black,  adherent  crust. 

This  eruption  occurs  mostly  on  the  forearms  and  legs,  where  it  may 
be  aggregated.  When  it  invades  the  trunk  it  is  more  extensive  about 
the  chest,  but  is  generally  discrete.  Its  invasion  is  usually  very  slow. 
Its  course  is  also  very  chronic  and  unattended  by  marked  symptoms, 
except  soreness  and  sometimes  heat  in  the  bullae  and  ulcers.  New 
bulla}  may  form  during  the  course  of  the  eruption  or  after  it  has  once 
disappeared. 

The  bullous  syphilide  is  almost  always  a  late  eruption. 

Prognosis. — This  syphilide  usually  occurs  in  debilitated  subjects, 
therefore  the  cure  may  be  delayed. 

The  treatment  is  similar  to  that  of  the  serpiginous  syphilide. 


CHAPTER  XXXIX. 

SYPHILITIC  AFFECTIONS  OF  THE  TONGUE,  THE  SOFT  PALATE. 

THE  PHARYNX,  THE  LARYNX,  AND  THE 

iESOFHAOU«. 

THE  TONGUE, 

In  late  secondary  and  in  tertiary  syplnlii?  the  tongue  oaaybe  the  se^t 
of  sclerosis  and  of  gummata. 

Sclerosis. 

Sclerosis  of  the  tongue  is  most  frequent  about  the  fifth  year  of 
syphilis.  It  is  usually  developed  near  the  median  line,  and  always  on 
the  npj>er  surface  of  the  tongue^  and  may  be  Jiuperjieiai  or  deep. 

Supvrjicial  sclerosis  involves  the  mucous  membrane  only,  and  pro- 
duces a  laiuellated  induration  analogous  to  the  "  parchment*'  induration 
of  the  chancre.  It  may  be  circumscribed  or  diffuse,  and  ulcerates  only 
as  a  result  of  injury  by  the  teeth,  tobacco,  or  similar  irritants. 

I^arenehymaious  or  dtep  sclerosis  may  be  considered  an  aggravated 
form  of  the  superficial  lesion,  and  invades  the  muscular  as  well  as  the 
mucous  tissue.  The  ton  true  may  be  greatly  increased  in  size,  but  after 
long  persistence  of  tlie  lesion  the  newly  formed  fibrous  tissue  retracts, 
and,  as  in  cirrhosis  of  other  organs,  atrophy  results.  At  first  the  hyper- 
trophied  tongue  receives  the  imprint  of  the  teeth  at  its  margin,  the  body 
of  the  organ  being  lobulated  in  a  manner  almost  pathognomonic.  The 
lobules  are  sepanited  by  furrows  whii-h  cannot  be  eflaced  by  stretching, 
in  this  respCH*t  otfcring  a  contrast  witli  tlje  niga}  which  occur  on  the 
tongue  in  dyspepsia  and  other  depraved  conditions  of  the  system.  The 
induration  is  deep  and  cartilaginous,  and  the  mucous  membrane  becomes 
changed  in  color  and  perfectly  smooth.  Ulceration  may  result  from 
m  causes  similnr  to  those  which  produce  it  in  the  mihler  form  of  sclerosis* 

■  When    parenchymatous    sclerosis    involves    the  whole   tongue — which, 

■  fortunately,  it  seldom  does — tlie  tumefaction  may  be  enormous.     (See 

■  Plate  XXXIX.) 


Qummata. 
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Like  scleroses,  gummata,  which  are  later  lesions,  may  be  designate 
as  superficial  or  pa rcncfiipnaious,  since  they  may  be  found  in  the  mucous      ^ 
or  the  muscular  tissue  of  the  tongue.  I 

The  fiuperjicml  or  mueous  gumma  begins  as  a  small  nodule^  which 
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soon  softens  and  ulcerates,  leaving  an  excavation  with  perpendicular 
mai*gins  and  an  iuiiltratt^d  base,  which  is  often  covered  by  tenacions 
fal^e  membrdne  of  a  yelluwisli-wliite  color. 

ParenchyniGio\t8  gnnmiata  are  developetJ  in  the  mnseular  tissue  of  the 
touf^ue,  taking  their  origin  in  the  connective  tissue.  Tliev  begin  as  small 
tumors,  which  are  sometimes  ditlicult  of  detection  on  account  of  their 
depth  and  of  the  surrounding  induration.  The  process  of  degeneratiuo 
extends  from  the  middle  of  the  tumors  until  the  thinned  mucous  mem- 
brane over  them  on  the  up|K'r  surface  of  the  tongue  becomes  ruptured, 
exposing  a  deep  cavity  with  overhanging  and  sloughy  walls,  surrounded 
by  an  areola  of  induration.  In  view  of  the  great  size  of  the  cavity, 
one  would  expect  excessive  deformity,  but  cicatrization  ot\en  takes  place 
with  relatively  sliglit  pernjanent  danuige.  In  rare  cases  two  or  more 
gummatous  tumors  coalesce,  and  lead  to  enormous  enlargement  of  the 
tiuigue  and  proporticuiate  dcstrnction  of  its  tissue.  The  uh-ers  may  be 
attacked  by  phagedena,  wlien  the  condition  becomes  more  severe. 
Without  treatment  these  nicers  are  remarkably  chronic.  One  has 
been  reporter!  which  persisted,  with  comparatively  little  change,  for 
twenty  years.  Gummatous  tumors  occasionally  undergo  calcific  degen- 
eration. 

Their  ini?idious  formation,  their  seat  at  the  sides  and  toward  the  tip 
of  the  tongue  J  their  chronic  course,  und  their  freedom  generally  irora 
spontaneous  jKiin  are  chamcteristic  features  of  gummatous  tumor*.  The 
observation  of  Anger,  that  luncinating  pain  shtx)ting  toward  the  ear  is 
diagnostic  of  cancer  of  x\w  tongue,  has  lieen  repeatedly  con  firmed, 
(rimimatous  tumors  may  ap|iear  at  a  |HTi(»d  much  earlier  than  is  usual 
with  cancerous  nodules.  A  gumma  begins  as  a  nodule  which  breaks 
duwn  ;  opithi'lituiia,  as  a  firm,  a  warty,  or  an  exuberant  growth.  In 
ai  Id  it  ion  to  these  facts,  and  to  the  individual  and  family  antecedents 
of  a  patient,  the  ulcerating  surfaces  of  the  tumors  present  somewhat 
-constant  fcaturt*s  which  may  assist  in  the  diagnosis. 

Gumumtous  ulcers  are  usually  multiple  and  bilatjeral,  and  are  always 
upon  the  upper  surface  of  the  tongue ;  cancerous  ulcers  are  usually 
j^ingle,  and  may  iiccupy  its  under  surfiice*  The  ulcerative  process  of 
giminrata  destroys  the  tnnmr ;  <*areinnniata  present  an  ulcerating  tumor, 
the  induration  nf  which  extends  with  the  eroding  pmcess.  The  floor  of 
a  gummatous  nlc^r  is  sometimes  sloughy  and  i^  slightly  vascular ;  that 
of  a  cancerous  ulcer  bleeds  readily,  and  at  an  advanced  stage  secretes  an 
ichorous  pus.  Zeissl  gives  diagnostic  imjH>rtance  to  the  fact  that 
** sebum-like  plugs"  may  be  pressed  from  the  mucous  membrane  in 
epithelioma  of  the  tongue. 

Interference  with  the  functions  of  the  tongue  is  much  less  in  gum- 
mata  than  in  cancer.    Ganglionic  enlargement  is  rare  in  syphilitic  lesions 
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of  the  tongiK»,  with  the  exception  of  the  chancre,  while  in  cancer  it 
always  occurs. 

C'ijntirmatory  evidence  may  l>e  furnished  by  microscopic  examination 
of  the  tumor  and  by  the  effect  of  antisyphilitic  treatment,  which  in 
cancer  is  sometimes  evidently  harmful. 

Tlie  diagnosis  between  syphilis  and  tuberculosis  of  the  tongue  is 
s()m<»times  ditlicult,  i'>[K*cially  in  those  cases  where  the  two  diseases 
(MM'xist,  and  in  rare  instaniM's  where  tubercular  deposit  takes  place  in  the 
t<>n«:u<'  prii»r  to  tiie  development  of  pulmonary  symptoms. 

In  all  <'as(s  of  hyjKTplastic  growth  on  or  in  the  tongue  the  suspicion 
of  syphilis  should  be  entertained,  and  a  tentative  active  medication 
should  be  instituted. 

Atrophy  of  the  Tongne. 

Cases  of  atroj)hy  and  hemiatrophy  of  the  tongue  in  old  syphilitics 
have  been  re[)orted,  but  more  j)reeise  knowledge  is  required  before  we 
can  assert  tliat  syphilis  is  the  essential  cause  of  these  affectioDS. 

GUMMATOUS  INFILTRATION  INTO  THE  SOFT  PALATE. 

There  are  few  sy[>liilitic  lesions  which  develop  so  insidiously  and 
j^roduee  such  almost  irreparable  injury  as  gummatous  infiltration  of  the 

sol't  palate. 

Karly  symptoms  are  iusi^nifieant  or  entirely  wanting.  Possiblv 
tilt'  patient  ii<»tiee>  a  sliL^lit  uneasy  or  tickling  sensation  in  the  fauces, 
an<l  exjM-rienees  -onie  diilieulty  in  deglutition,  which  he  attributes 
to  ail  onlinai-y  eold;  he  may  even  find  when  attempting  to  swallow 
li([ui(ls  that  tln-y  ren^nriritate  tlirou<rh  the  nostrils,  but  this  he  regards  aa 
ae<'i<lental.  Suddenly,  however,  and  without  further  warning,  he  is 
ncarlv  <](|)riv(<]  of  the  |M»\ver  of  >peeeh  and  deglutition.  His  voice  is 
tran-i'ornied  to  an  alino-t  unintelliiriblo  nas;d  whisper,  and  upon  attempt- 
iiiL^  to  eat,  solid-.  an<l  <^speeially  liquids,  are  returned  through  the  nose. 

li'  \v<'  are  so  fortunate  as  to  ob-ervo  this  affection  in  its  earliest  stage, 
we  iin<l  that  it  has  t\v()  modes  of  eoninieneinir : 

Fir>t.  A  deposit  of  irtniimy  material  may  take  place  in  a  circum- 
seril)ed  mass  within  the  substance  of  the  soft  palate  and  betw^een  its 
buccal  and  nasal  surfaces.  This  mode  of  origin  is  the  one  usually 
descrii)ed  by  authors.  The  deposit  then  ap])ears  as  a  flattened  tumor, 
of  th<'  size  of  a  bean  or  almond,  encroacliinir  upon  the  cavity  of  the 
mouth.  It  is  at  first  hard  to  the  touch,  but  sul)se(|uently,  when  second- 
ary <l(\<i:eneration  has  taken  place,  soft  and  fluctuating. 

Second.  In  other  cases  the  infiltration  is  diffuse.  No  tumor  exists, 
but  the  vehnii  is  generally  thickened,  its  mucous  membrane  reddened, 
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fiod  its  mol>ility  ini|MiiriHl,  as  is  evident  when  \hv  \nkikmt  attenij>ts  tu 
{ji'tii'iilnte  ar  to  swallow. 

Hiiptiitv  i»f  the  ub?-ror^s  or  ulceration  of  th<'  iiifiUmtioii  tis.sues  may 
involve  Imtli  inyeuiis  si»rfar<'s  nr  onl  y  one;  in  the  latter  ease  it  is  usually 
the  hueeal :  a  eavity  with  ^liarply  cut  and  iileerated  edges  is  liien  visible 
in  the  soft  palate,  while  jwssibly  the  voice  and  the  iK>wer  of  swallowing 
remain  nninipaired.  The  destrnelive  proress,  however,  may  proceed 
%vitb  great  rapidity,  and  eonxplete  pe  if  oration  may  8CK>n  follow.  The 
|)erfbration  may  he  limited  in  extent,  but  tVeqiiently  a  Iarj|;^  jwrtion  or 
the  whole  of  the  velnm  ijs  destroyed,  together  with  the  uvuhi  and  the 
pillars  (d'  the  fauces,  and  thus  an  immense  door  of  eonininnication  is 
o[*eHed  l>etweeti  the  month  and  nose.  It  is  tims  easy  to  aeeoimt  ior  Hie 
indistinct  and  na^^al  voice — or  *' duck's  voice,*'  as  the  Fi^eneh  call  it — 
of  sneh  patients,  an<l  also  tor  tht*  reHux  of  litjiiids  and  even  solids,  and 
yet  the  absence  of  pain  which  cluinielerized  the  ojiset  of  the  disease  is 
still  a  remarkable  featui\%  since  deglntiiitMi,  although  so  diftieult,  is 
attendtnl  with  a  merely  trifling  sensation  of  discomfort.  In  addition, 
there  is  often  dulness  of  hearing,  due,  doubtless,  to  tedema  of  the  tissues 
comi>osiuy;  the  walls  of  the  pharynx  and  surrounding  the  orifices  of  the 
Eustachian  tubes. 

In  time  amelioration  of  these  symptoms  occurs.  What  remains  of 
the  velnm  recovers  in  a  measure  its  pliability  and  renews  its  function. 
Practice  also  assists  in  teaching  the  patient  how  to  avoid  regurgitation 
of  sfdids  and  even  fluids.  Some  improvement  also  takt»s  place  in  the 
voice,  and  this  may  be  greatly  increased  by  wearing  a  propr  plate  made 
of  hard  niliber  or  gold.     The  impairment  of  hearing  is  only  tem})oniry. 

It  remains  to  speak  of  a  remarkable  s(^tpiel  of  this  affcctl(>n — vi/,.,  the 
change  which  usually  takes  place  in  ihe  fauces  as  a  consecjuence  of  the 
j»rocess  of  n*pair.  Directly  after  the  lesion  has  occurred  the  remains 
of  the  soft  j)alate  are  de|K'ndent,  and  the  opening  eomunmii'ating  between 
the  month  and  nares  i^  very  large.  One  would  naturally  sn[»pose  that 
this  eorjdilion  would  continue,  or  would  be  aggravated  at  a  subse- 
quent period  after  cicatrization  had  taken  place.  Strange  to  say,  such  in 
not  the  course  of  events.  The  dc|K^ndent  remains  of  the  palate  become 
elevated,  the  ulcerated  edges  contnict  adhesion  with  the  idceratcd  wall? 
of  the  pharjnx,  and  the  o|M^ning,  which  at  first  was  very  lar^ 
gradually  contracts,  until  finally  complete  atresia  is  the  result,  or,  more 
frequently,  a  diminutive  eiiaiuuvl  of  eonimunieation  remains  lietwcen  the 
buccal  and  nasal  cavities,  less  in  diameter  than  the  normal  o|iening. 

Cases  not  infrequently  m-eur  in  which  the  surgeon  may  hesitate  to 
express  an  opinion  as  to  the  cause  of  ulceration  and  perforation  of  the 
»oft  palate.  Two  causes  only  are  likely  to  produce  this  result :  syphilis 
and  tuberculosis,  and  ilie  former  far  more  fi*equently  than  the  latter. 
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If  the  patient  presenting  this  lesion  be  an  adult  who  has  enjoyed  at 
least  tolerable  health  until  the  present  attaek,  there  can  be  little  doubt 
that  the  cause  is  syphilis,  no  matter  if  a  syphilitic  history  is  obscure 
or  even  denied.  Admitting  the  honesty  of  the  patient,  the  primary 
and  secondary  symptoms  may  have  been  overlooked  or  forgotten  and 
have  left  no  traces. 

Tertiary  lesions  often  appear  years  after  the  secondary  stage,  and 
when  least  ex|>ected.  Then,  too,  they  are  isolated,  without  concomitant 
symptoms  to  assist  the  diagnosis. 

The  diagnosis  rests  between  syphilis  and  tuberculosis,  with  the 
chances  in  favor  of  the  former.  The  history  of  the  {)atient  should  be 
minutely  iiKiiiired  into,  and  the  eyes,  the  nose,  and  the  teeth  should  be 
carefully  examineil  to  determine  whether  they  were  ever  affected  with 
syphilis. 

In  all  cases  the  effect  of  mediaition  is  a  valuable  aid  to  diagnosis. 
Syphilitic  ulceration  usually  yields  to  full  doses  of  iodide  of  potassium 
and  mercury.  Tuberculous  ulceration  may  be  benefited  by  the  same 
remedies,  especially  if  combined  with  tonics,  but  no  such  marked  im- 
provement is  observed  within  a  few  days. 

THE   PHARYNX. 

liCsious  similar  to  those  occurring  in  the  mouth  are  met  with  in  the 
pharynx.  Erythema,  sujMTficial  ulcers,  and  deep  ulcerations  resulting 
from  (Icjj^oncnition  of  gummatous  deposit  may  be  observed.  The  occur- 
rence of  miieoiis  patches  in  th(»  pharynx  has  been  noted  by  several  au- 
tlioriti(»s,  hut  they  are  not  common.  Frequently  ulcers  extend  into  the 
pharynx  from  the  posterior  nares. 

The  symptoms  of  pharyngeal  syphilis  are  usually  insignificant, 
except  in  the  ease  of  ulcers,  wlien  there  may  be  pain,  aggravated  in 
the  act  of  swallowing  and  especially  on  the  ingestion  of  acrid  or  irri- 
tating snl)stai)ees.  1'lie  posterior  portion  of  the  lateral  walls  of  the 
pharynx  is  more  often  attacked  than  tlie  posterior  wall.  Gummy 
tumors  have  Ixm-ii  observed  on  the  vault  of  the  pharynx  and  on  the 
upper  part  of  its  p(»sterior  wall.  After  destroying  the  mucous  mem- 
l)ran<'  the  disease  may  invade  the  vertebra*  and  produce  necrosis  or 
inilaniniation  of  the  contents  of  the  vertebral  canal. 

Syplnlitie  ul(MTations  of  tlu^  pharynx  are  of  special  interest  on 
ae(M>unt  (jf  the  traces  which  they  leavi^  in  the  form  of  cicatrices  or  of 
a(lh(\<ions,  which  diminish  the  cajKicity  of  the  cavity  and  interfere 
with  its  functions.  The  cicatrices  scm'u  upon  the  pharyngeal  wall  are 
characteristic.  They  may  present  a  stellate  appearance  or  may  assume 
the  form  of  prominent  bands.  The  cicatricial  tissue  is  white  and 
glistening,  and  may  persist  indefinitely  or  gradually  contract. 


THE  LARYNX.  623 

In  rare  cases  the  entire  soft  palate  is  destroyed  by  ulceration ;  necro- 
sis of  the  hard  palate  occurs,  and  the  mouth,  the  nose,  and  the  pharynx 
are  converted  into  one  enormous  cavity.  In  milder  cases,  when  the 
ulcerative  process  is  limited  to  the  border  of  the  velum  and  pharyngeal 
wall,  adhesions  may  form,  which  divide  the  cavity  of  the  pharynx  into 
two  distinct  chambers,  one  communicating  with  the  posterior  nares  and 
the  other  with  the  mouth.  There  may  be  a  very  narrow  passage  be- 
tween these  two  cavities,  or  they  may  be  completely  shut  off  from  each 
other,  respiration  being  carried  on  exclusively  through  the  mouth. 

Diagnosis. — It  is  often  very  difficult  to  distinguish  between  the  deep 
ulcerations  of  syphilis  and  those  of  tuberculosis.  There  are  at  least  four 
points  to  be  considered  in  making  a  diagnosis.  In  syphilis  other  lesions 
are  usually  found.  Syphilitic  ulcerations  follow  the  formation  of  a 
gummatous  tumor;  in  but  few  cases,  however,  on  account  of  the  very 
slight  inconvenience  occasioned  by  even  extensive  lesions,  is  the  patient 
observed  before  complete  destruction  of  the  original  gummy  tumor. 
Specific  ulcers  usually  progress  more  rapidly  than  tubercular  ulcers,  and 
generally  they  jrield  to  specific  treatment.  Some  observers  claim  that  the 
ulcers  themselves  present  distinctive  characteristics,  but  this  is  rarely 
the  case. 

AFFECTIONS  OF  THE  LARYNX. 

In  tertiary  syphilis  the  larynx  may  be  attacked  by  chronic  inflam- 
mation, by  deep  ulcerations,  and  by  gummy  tumors.  As  secondary 
results  of  these  processes  perichondritis  and  caries  and  necroses  may 
be  developed. 

Ohronic  Inflammation. 

Chronic  inflammation  of  the  larynx  is  an  intermediate  lesion  ;  it  may 
follow  an  early  catarrh,  or  may  not  appear  until  three  or  four  years 
after  infection.  The  affection  is  very  persistent,  and  commonly  leads  U) 
thickening  or  hypertrophy  of  the  mucous  membrane.  The  thickening  of 
the  cords  may  be  so  great  as  to  require  operative  interference  for  the  relief 
of  the  dyspnoea.  A  remarkable  instance  of  this  condition  has  been  re- 
ported, in  which  tracheotomy  was  done  four  times  during  a  period  of  five 
years.  Associated  with  this  conditicm  chronic  ulcers  are  almost  always 
found.  These  ulcers  have  ragged  and  thickened  edges  ;  frequently  vege- 
tations spring  from  them  which  may  reach  a  considerable  size,  even  to  the 
degree  of  producing  aphonia  and  of  impeding  respiration.  The  vocal 
cords,  which  are  thickened  and  rough,  are  very  often  the  seat  of  these 
ulcers.  The  ventricular  bands  may  be  so  swollen  as  to  overlap  the 
cords.  The  vegetations  which  may  grow  from  the  margins  of  an  ulcer 
or  from  other  portions  of  the  mucous  membrane  are  often  diflicult  to 
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di.^tinguish  from  simple  polypoid  growths*     Their  favorite  seat  b  at 

the  insertion  of  the  inferior  vocal  cords. 

Deep  Ulcerations. 

Deep  ulcerations  occurring  in  the  later  stages  of  syphilis  may  form 
by  extension  from  the  pharynx  or  by  flegt-ncration  of  gummatous  de- 
posit. The  epiglottis  may  be  entirely  dcstrtiyed  Ijy  the  ulcerative  proc- 
ess. Next  in  order  of  frei|uency  the  arytenuepiglottic  ligaments  are 
attacked,  then  the  superior  vocal  cords,  and  more  rarely  the  true  cords. 
Tlje  ulcerations,  especially  those  of  gummy  tumors,  are  very  irregular 
and  indurated.  Extensive  region??  may  be  destroyetl  in  a  chronic  and 
insidious  manner,  irreimrable  injury  being  done.  These  ulcerations 
can  hardly  be  confounded  with  tliose  of  tubercular  origin,  which  are 
smaller,  more  niuuerous,  and  mure  superficial.  The  lardaeeous  base 
and  the  genend  appearance  of  the  lesions,  in  ctmnectiori  with  cicatrices 
of  previous  uleemtioo,  suggest  their  specific  character.  They  are 
much  more  likely  to  be  mistaken  for  malignant  disease.  In  cancer  the 
t*msils  and  the  submaxillary  glands  are  at  an  early  period  the  seat  of 
infiltration.  Pain,  often  extreme,  is  distinctive  of  cancer,  while  the 
sy])hilitic  lesion  makes  much  slower  progress,  and  is  generally  painless 
until  the  tissues  have  been  extensively  destroyed*  In  most  cases  of 
syphilisj  moreover,  there  is  a  clear  history  of  infection,  and  traoes  of 
former  lesions  may  be  discovered  in  the  month  or  pharynx  or  in  other 
regions  of  the  body. 

Gummy  Tumors. 

Gummy  tumors  of  the  larynx  are  much  more  common  than  has  been 
supposed.  The  lesion  is  often  single,  and  may  attain  a  very  large  sixe; 
fret|uently  the  tumors  are  small  and  nudtiple,and  may  be  limited  to  the 
nineous  and  submucous  tissues.  The  dejjosit  sometimes  undergoes  ab- 
sorption, but  more  fret|uently  it  degenerates,  forming  the  deep,  ragged 
ulcers  already  described,  which  may  involve  the  framework  of  the 
larynx  and  prtHluee  permanent  deformity.  The  epiglottis  and  the 
arytenoids  are  most  often  involved,  hut  any  of  the  laryngeal  cartilages 
may  suffer.  A  fatal  termination  may  ensue  in  the  course  of  these 
lesions  from  impediment  to  respiration,  due  to  the  size  of  the  tumor  or 
to  an  acute  «edcma  of  the  larynx. 

Perichondritis. 

Perichondritis  is  genenilly  the  result  vi*  the  extension  of  an  inflam- 
HMitory  or  ulcerative  process  from  the  mucous  and  submucous  tissues. 
The  cartilage  itself  may  be  invoK^ed.  Pain  of  a  marked  character  is 
a  common    symptom    of  this    lesion,    and    the    parts  are    sensitive  to 
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eternal  pressure.  CEclrnui  of  thn  8(»ft  parts,  ami  di^formity  from  the 
structural  cliangrs  in  tiu'  atH'ctL^I  eartilagf,  are  frequi'iiily  observed. 
The  epiglottis  and  tlie  arytenoid  cartilages  are  most  often  involved,  more 
rarely  tlie  cricoid.     They  may  bo  entirely  destroyed. 

Caries. 

Caries,  or  true  neerosis^  io  cases  wliere  ossification  of  the  cartilage 
has  taken  place,  is  a  common  sequel  of  the  invasion  uf  the  perichondrium 
by  inflammati<m  or  gummatous  ulceration.  It  is  always  a  very  late 
lesion,  anil  frequently  induces  structural  changes  in  tlie  larj'nx  which 
cannot  be  remetlied. 

THE  (ESOPHAGUS. 

The  (lesophagUB  is  very  rarely  attacke<l  in  thi*  tertiary  stage  of  syph- 
ilis, and  no  eiL^es  are  on  record  in  which  it  was  the  seat  of  morbid  change 
in  the  secondary  stage. 

This  affeclion  begins  in  submucous  gummatous  infiltrations,  runs  A 
chronic  course,  and  leads  either  to  ulecratiou  or  absorption,  stricture 
inevitably  rcsuhing  in  cither  case.  If  the  case  is  seen  early,  active 
antisyphiliiic  tr**atment  may  bring  about  resolution.  When  cicatricial 
steniisis  has  developed*  internal  treatment  will  be  of  no  use,  and  gradual 
dilatation,  if  [K^ssible,  shouhl  be  tried.  In  extreme  cases  gastrostomy 
may  be  necessary. 

All  cases  of  stricture  of  the  (esophagus  arise  from  the  use  of  caustics, 
from  syphilis,  or  from  cancer. 

Traumatism  being  excluded,  the  diagnosis  rests  between  syphilis  and 
cancer. 

It  is  always  well  to  give  the  patient  a  thorough  tentative  course  of 
antisyphilitic  treatment.  It  is  well  to  remember  that  in  cases  of  sypliilis 
of  the  lesophagus  epithelioma  is  liable  to  attack  the  specific  neoplasm  or 
its  sequelae. 
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>roncHi,  lung^,  and  Jieiiri  may  be  the  seat  ot  morbid 
changes  in  tertiary  syphilis.  The  trachea  alone  may  be  attacked;  in 
some  patients  the  bronchi  are  involved  ;  and  in  rare  cases  tlie  trachea, 
bronchi,  and  hui^s  are  affected. 

These  afiection^  are  not  common,  ami  we  are  not  to-day  in  possession 
of  sufficient  knowledge  to  allow  us  to  give  a  full  description  of  the 
clinical  history. 

Undoubtedly  some  cases  of  late  syphilitic  changes  in  these  parts  are 
diagnosticated  as  of  cancerous  origin,  and  in  many  their  syphilitic  nature 
is  only  ascertained  after  death. 

TEACHEA. 

The  lesions  in  tertiarj'  syphilis  of  the  trachea  are  gummatous  infil- 
tration antl  dense  connective-tissue  prnliferation*  As  a  result  of  these 
conditions  ulceration,  cicatrization,  and  stenosis  f(»llow. 

The  most  prominent  symptoms  of  tracheal  stenosis  are — ^1.  Dyspneea, 
most  marked  during  inspiration,  and  especially  so  on  any  exertion  of 
the  patient.  This,  though  a  most  prominent  symptom, may  occasionally 
be  absent,  though  the  obstruction  to  the  entrance  of  air  into  the  Inngs 
may  be  very  great,  2,  A  hoarse,  weak,  or  rroujiy  voice,  even  if  the 
larynx  be  free  from  disease,  due  to  the  weak  ai recurrent.  3.  Swelling 
of  the  jugulars  with  every  expiration,  due  to  the  abnormally  increase<l 
pressure  in  the  large  veins  within  the  thorax  during  expiration.  4. 
Slight  downward  movement  of  the  larynx  with  every  inspiration. 
This  movement  is  much  more  considerable  in  stenosis  of  the  larynx. 
5.  The  patient  breathes  easier  with  his  einn  depressed,  as  this  causes 
relaxation  and  dilatatinn  of  the  trachea.  In  laryngeal  stenosis,  on  the 
other  hand,  the  head  is  thrown  back  to  faeilitate  the  breathing,  6. 
Retraction  of  the  lower  part  of  chest  with  every  inspiration.  7.  Loud 
inspiratory  stridor,  heard  best  over  the  sternum,  t^ccasionally  accom- 
panied Uy  a  thrill  to  be  distinctly  felt  over  the  place  of  eonstrietion. 
Auscultation  of  the  hings  reveals  weak  breathing  and  loud  rhonchi, 
ttnle>>s  there  be  some  lung  complicati<jn*  It  often  happens  that  the 
stricture  is  at  the  bifHreatiou  of  the  trachea,  and  extends  to  one  bninchua 
rather  than  to  both.     In  such  cases  we  have  the  characteristic  symptoms 
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of  stricture  of  a  bronchus  (diminished  fremitus,  diminished  breatliiny:, 
and  more  miirkctl  iiK^pinitory  retraction  of  tlie  ribs)  on  that  fc^iile.  In 
8[iit*'  of  tlie,-;!'  ^lelinite  hyni|jtonis,  thi'  diaj^iHisiri  between  i<y|iliililie 
gtricturc  of,  and  pressure  on,  the  trachea  is  sometimes  a  matter  of 
great  difficulty. 

I  BRONCHI. 

■  The  bronehi  are  similarly,  and  often  syiiehronously,  aftecteil  by  the 

■  same  proces^e.s  which  attack  tiie  trachea.     There  are  many  more  or  less 
I         sati^factorilv  reported  cuslk^  of  kite  svphilitie  disease  of  the  bronchi,  iu 


THE  LUNGS. 


Our  knowledge  of  the  pathological  anatomy  of  syphilitic  procesfles 
in  the  lungs  is  far  in  a<lvunt*e  of  tliat  of  its  symptoniatt^lugy  and  clitjieal 
history.  The  truth  is,  tliat  wu  have  not  yet  .such  criteria  as  will  unable 
us  to  distinguish  sharply  in  the  living  subjei*t  the  ditferences  between 
pulmonary  tuliercuhisisaud  syphilitic  infiltration  intoihc  lungs.  Many 
mild  cases  of  local izetl  lung  disease  in  syjihilities  are  seen  which  get 
well  under  specific  treatment,  and  from  these  very  importa^ut  cases  we 
can  derive  no  anatomic»>-pathol(tgieal  facts  which  will  show  us  just  what 
has  taken  place.  Then,  again,  in  many  eases  of  syjihilitic  infection  the 
resulting  lung  trouble  is  ccmipbeated  by  essential  tubercular  lesions,  and 
Ithis  symbiosis  makes  our  clinical  studies  uncertain  or  of  no  value. 

The  mtjrbid  processes  of  sypljilis  in  the  lungs  twx'ur  in  the  form  of 
indurations  an<l  gunimata.  Syphilitic  sclerosis  differj^  from  tuberculou.s 
induration  of  the  lung  in  many  ways.  It  is  met  with,  as  a  rule,  in 
the  lower  or  nn'ddle  lobes  rather  than  at  the  apices,  and  in  the  form 
of  ban<ls  and  fibrous  tmets  which  are  not  welded  togi*tlier  into  a  com- 
l^act  mass,  Init  may  enclo^  isIeU*  of  lung-tiw*ue,  generally  more  or  h^^g 
em|ihysematous»  Th*-  fibrotis  tissue  is  not  pigmented.  The  brtmcbi 
in  relation  with  thes**  indumtions  are  otYen  flattened^  and  the  rtlve«»li 
are  fiUotl  with  exudative  fluid  containing  leuc«M>ytes  and  desrpiamntpil 
endothelial  cells.  The  plturu  is  often  iliiekened  and  adherent  about 
such  diseased  areas,  and  the  surface  of  the  lung  is  pnekernd  and  fnr- 
rowt^d  in  much  the  same  manner  as  the  surface  of  a  cirrhosi*d  liver. 
Syphilis  and  tuben^le  may  be  combined  in  the  same  organ,  but  the 
appearance  of  the  sclerosetl  tissue  is  distinct  in  each.  Cavities  and 
the  j*re.sence  of  fresh  tnl)ercle  in  otlier  partes  will  aid  the  diagnosis. 
It  is  probable  that  many  cjwes  of  chronic  tul>erculouB  disease  have, 
been  classed  in  literature  as  syphilitic,  Chronic  pneumonia  g^ves  a 
firm,  compact,  indurated  mass,  soft  and  gh>S8y  to  the  feel,  and  not  puck- 
ered   on  the  surface.     Leprosy  of  the  lung  is  very  rarely  seen,   and 
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the  eliaructcri^tic  bacilli  wmilcl  .^crve  to  dit>tinguitfh  it.  Gutuma  of  the 
lung  is  mot  with  mthcr  more  frequently  than  f^yphilitic  induration, 
hut  is  still  very  untHKmmou,  and  no  case  shnuld  be  accepted  as  such 
without  ahf^olute  pr(K>f.  Fatty  degeneratitm  takes  place  tii  the  centre 
of  the  mu.^Sy  hut  the  rernain?^  of  alvet*lar  walk  imd  flattened  epitbelium 
can  nfteii  l)e  recognized*  The  parts  around  may  he  thickened  by  pro- 
liferation of  lymphoid  cells  and  congestions  and  anjund  the  whole 
ma;sSj  which  is  indicated  under  the  term  '*  gumma,*'  there  is  always  a 
zone  of  indurated  tissue  more  or  less  tirm  and  vascular.  The  fatty 
degeneration  of  the  centres  of  the  masses  may  lead  to  ii(|Uefaetion,  and 
the  evacuation  of  the  Huid  thus  i>roduced  causes  considerahle  irritatiun 
of  bronchi.  Cicatrices  are  often  found  in  the  neighhorlicKxl  of  the 
gummata,  and  i\  dry  pleurisy  is  usually  set  up,  wliicb  results  in  dense 
adhesions.  Syphilis  never  causes  a  purely  serous  exudation  in  the 
pleura.  The  diagnosis  by  physical  signs  is  exceedingly  difficult,  and  the 
symptoms  ai'e  apt  to  be  very  misleading.  Cough,  dyspnoea,  haemoptysis, 
and  luucopuruleut  sputum  may  *a[\  be  present,  but  the  aliseuce  of  the 
bacilli  from  the  latter  will  form  an  important  element  in  the  diagnosis. 
Wasting,  a«  a  rule,  only  occurs  when  the  liver  or  spleen  is  attacked  by 
the  disease,  and  it  may  thus  happen  that  wusting  will  he  jirogressive 
wiiile  the  condition  of  tlie  lung  is  improving.  Tlie  latter  tends  to  become 
stationary  after  a  while,  and  if  other  organs  are  not  affected  the  prog- 
nosis is  good.  The  suspicion  of  syphilis  should  always  attach  to  legions 
beginning  in  tlie  lower  parts  of  the  lung,  and  slowly  progressing  without 
the  prodnelion  4jf  fever. 

AFFECTIONS  OF  THE  HEART. 

In  late  syphilis  the  heart  may  be  attacked  by  a  chronic  inflammation 
which  |)rodiices  a  sclerosing  fibrous  tissue,  and  it  may  he  the  seat  of 
gunmiata.  The  endocardium,  the  myocardium,  and  the  {>ericardjum 
may  be  attacked. 

Endocarditis  usually  coexists  with  myocarditis.  The  walls  of  the 
heart  are  more  commonly  attacked  than  the  valves,  Tlie  most  frequent 
location  of  endocarditis  is  in  the  left  ventritde,  at  the  apex  or  at  the  base 
of  the  heart  near  the  opening  of  the  aorta.  The  vegetative  or  verrueoiis 
form  is  much  less  common  than  the  filirous  or  sclerotic,  (iummy  endo- 
carditis is  usually  combined  witli  the  fibrous  form  of  syphilitic  myo- 
carditis nud  [M-ricarditis,  Its  clinical  symptoms  are  indefinite  and  little 
known.  Very  often  it  runs  its  course  without  apparent  symptoms. 
Tlie  prognosis  is  un favorable. 

Syphilitic  endocarditis  is  always  circumscribed,  and  rarely  oecurs 
prior  to  the  second  year  after  infection.  The  fibrous  form  generally 
attacks  the  left  ventricle,  especially  at  the  apex,  the  anterior  wall,  and 
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the  septum  ventriculorura.  Its  origin  is  found  in  the  interfibrillar  con- 
nective tissue.  The  gummy  form  is  generally  associated  with  the 
fibrous,  and  aflRects  all  parts  of  the  organ  and  all  the  layers  of  its  wall. 
The  tumors  may  attain  the  size  of  a  hen's  egg  or  a  billiard-ball.  As 
long  as  the  destruction  of  muscular  substance  is  inconsiderable  or  com- 
l>ensated  by  hypertrophy  of  the  intact  tissue,  and  as  long  as  the  neuro- 
muscular apparatus  of  the  heart  is  unaffected,  the  myocarditis  occasions 
no  considerable  functional  disturbance. 

Syphilitic  pericarditis  is  rarely  primary,  but  usually  follows  myocar- 
ditis, and  therefore  involves  especially  the  visceral  layer.  But  the 
entire  pericardium  may  be  implicated.  The  chronic  or  fibrous  form 
leads  to  the  formation  of  a  compact,  coarse-fibred  tissue,  to  contraction^ 
deformation  of  the  contiguous  surface  of  the  heart,  and  constriction  of 
the  great  vessels. 

Gummata  of  the  pericardium  rarely  occurs  except  as  the  result  of 
the  extension  of  myocarditis.  In  several  cases  it  has  been  noted  that 
the  process  began  in  the  aorta  and  extended  to  the  heart. 

The  sjrmptomatology  of  syphilis  of  the  heart  shows  a  wide  range. 
It  includes  headache,  dizziness,  flashes  of  light,  loss  of  strength,  palpi* 
tation,  dyspnoea,  feverishness,  sore  throat.  In  some  cases  there  were 
symptoms  of  angina  i>ectoris,  and  neuralgic  pains  like  those  of  aneurysm. 

Treatment. — If  the  nature  of  the  heart  lesion  is  recognized  suf- 
ficiently early,  much  benefit  may  follow  energetic  antisyphilitic  treat- 
ment. When  uninfluenced  by  medication  syphilis  of  the  heart  leads 
to  kidney  disease,  marasmus,  and  pulmonary  infarction.  It  is  not 
uncommon  to  find  the  coexistence  of  other  specific  visceral  lesions  with 
those  of  the  heart 
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THE  LIVER. 

The  liver  is  mo  re  f req  y  i'  i  j  t  ly  a  ttac  k  eil  by  sy  pli  i  1  is  th  a  n  any  other 
abdiiminal  orjran. 

In  tertiary  syphilis  of  the  liver  the  following  inarkeil  conilitions  may 
lj4-  jirmliieisl :  (1)  amyloid  tlefj^eneration,  which  results  from  cachexia; 
(2)  ptTilit^patitis,  usually  with  decitled  thickening  of  the  capsule,  leading 
Uj  adhesions  with  surrounding  parts  ;  (3)  hepatitis,  in  which  there  19 
cousideralile  increase  in  the  connective  tissue,  followed  by  shrinking  and 
the  formation  of  cicatrices.  Of  liepatitis  there  are  two  fi>rnis — the  dif- 
fuse and  the  gumniatous. 

Tile  symptoms  are  usually  so  raild  that  the  patient  has  no  suspicion 
that  his  liver  is  attackt^l  until  considerable  time  has  elajised. 

The  liver  may  l)o  soniewfiat  enlarged,  and  is  frecpiently  irregular, 
and  on  its  surface  there  may  be  no<lular  protuberances  of  the  size  of  a 
walnut  or  ec;!^,  between  which  arc  *leep  sulci. 

Pain,  either  localized  or  diU'used,  in  the  hepatic  region  is  the  most 
common  symptom.  It  may  be  sharp  and  severe  or  dull  and  persistent. 
It  is  made  worse  by  pressure  upon  the  orprau.  This  symptom  generally 
ceases  in  a  gradual  manner. 

In  cases  of  perihe|>atitis  pain  is  sometimes  ver}' severe,  and  when  the 
process  is  recent  a  friction-sound  may  be  heard.  In  these  cases  the 
peritoneum  is  involved  by  the  extension  of  tlie  morbid  process.  As  a 
result  of  pressure  opnn  tlie  portal  vein  ascites  may  occur.  The  spleen 
may  also  become  affected,  and  in  some  cases  there  is  hemorrhage  fntm 
the  stomach,  Albimiinnria  is  a  very  commou  complication.  Patients 
thus  aflfceted  have  a  sickly,  earthy  louk,  with  perhaps  snmc  bronzing  of 
the  skin.  In  some  cases  there  is  present  a  eotidition  of  marasmus 
accompanied  with  persistent  jaundice. 

The  diagnosis  of  liver-syphilis  should  he  based  tm  the  historj^of  the 
case,  on  its  symptouis,  and  on  concomitant  visceral  lesions.  From 
cancer  it  is  distinguished  by  the  synchronous  albuminuria  and  splenic 
enlargement,  by  the  very  great  irregularity  of  surfaee  pnxluced  by  the 
protuberances,  and  by  its  slow  stationary  condition  during  a  long  |HTio<l 
of  time.  In  cirrhosis  there  is  usually  no  history  of  syphilis,  but  one 
of  alcoholism    is,  as  a  rule,  readily  obtained, 

G30 


THE  SPLEEN, 


cai 


The  prognosis  of  *iypliilis  of  the  li%*er  is  not  good»  but  relief  may 
result  from  trLUtnu/jit  if  b*.'gun  sufficiently  earlv. 

Syphilis  of  the  liver  occurs  more  frequently  in  men  than  in  women, 
and  appears  from  two  to  twenty  years  after  the  onset  of  the  infection. 
Peiser,  as  the  reeiilt  of  the  study  of  34  cases  of  liver-syphilis  (21  men, 
13  women),  in  which  the  date  of  infection  and  of  the  onset  of  the  vis- 
eeml  dis^ease  was  elearly  made  out  in  15,  found  that  it  he^i^n  a.s  follows : 
At  2|  montlis  in  1  cat^e ;  2  years  in  1  ;  3  to  4  years  in  4 ;  6  to  7  years 
in  3  ;  12  years  in  1  ;  14  years  in  1  ;  18  years  in  1 ;  20  years  in  1 ; 
23  years  in  1  ;  25  years  in  1.  Struct und  changes  in  the  liver  are  most 
commonly  fauuil  in  fwitient.s  b/tween  twenty  an<I  fifty  years  of  ay:e. 

Cases  of  tlie  precociuii,'^  di^eloimient  of  hepatitis  unci  j>eri hepatitis 
in  the  secondary  stage  of  sypliilis  have  quite  rarely  been  observed. 

It  has  been  claimed  tliat  syphilis  may  cause  acute  yellow  atrophy 
of  the  liver, 

TEE  SPLEEN. 

The  spleen  may  be  the  seat  of  structural  change  in  the  late  period 
of  syphilis. 

The  lute  syphilitic  processes  in  the  spleen  consist  of  ao  intci^titial 
and  a  gummatous  in  lilt  rat  ion. 

In  interstitial  ijiH:rrnruatiim  tlie  process  begins  around  the  blood* 
vessels,  and  a  diffuse  connective  tissue  which  presses  on  the  pulp  is  pro- 
*luee<l.  Iti  this  condition  the  orgiui  may  be  much  diminished  in  si/vC. 
The  connective-tissue  bands  are  paler  than  the  normal  tissue,  from 
which  they  do  not  project  at  all,  but  merge  diffusely  into  the  surround- 
ing spleen-tissue,  contain  but  little  bhKwl  and  few  cells,  and  in  the  centre 
consist  of  a  hncly  gmuuhir  material  in  which  a  few  cells  and  nuclei  are 
imbedded. 

GuMMATA. — Outnmata  vary  in  size  from  that  of  a  millet-seed  to  that 
of  a  walnut,  an<i  may  be  few  in  number  or  very  numerous,  Tlieir 
numljer  is  usually  greater  when  their  size  is  smalK  In  some  eases  the 
spleen  itself  is  enlai^d.  The  tumors  are  usually  found  near  the  tra- 
JKH^uhe  antl  deeply  seatetl,  or  at  the  i)eripherj'  of  the  f»rgan  ;  in  the  latter 
case  the  eapsuit*  is  thickened.  Kee»*nt  tumors  have  a  reildish-gray  color, 
and  are  more  dense  and  tough  than  the  normal  spleen-tissue ;  when  old 
they  are  dry  and  of  a  yellowish-gray  color.  When  young  they  are  less 
clearly  defined  than  at  a  later  perio<l,  when  they  may  become  distinctly 
encapsulattHl.  The  vessels  and  the  structure  of  the  organ  in  the 
neighborhood  of  the  tumors  are  more  or  less  destroyed.  Cicatricial 
contraction,  especially  in  the  capsule,  substn^juently  occurs.  The  spleen 
has  several  times  been  found  adherent  to  the  diaphragm  in  consequence 
of  peritonitis  from  irritation  by  gummy  tumors. 
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We  know  little  of  the  symptomatology  nf  tliis  affoction.  Enlarge- 
ment of  the  spleen  is  sometimes  deniotistnilile,  ami  in  >iune  case^,  when 
the  tumors  are  siiperfieial,  inflammation  of  the  caps^ule  und  loealixtHj 
peritouitij^  occur. 

In  the  eases  hitherto  observed  tlie  lesion  has  j»;enerally  heen  aeeoni- 
panied  by  similar  affections  of  other  viscera,  aJiil  the  patients  have  suf- 
fered from  cachexia  or  marasmns. 

When  the  liver  or  tlie  spleen  is  attacketl  by  syphilis  Ujc  morbid  pro- 
cess may  extend  to  and  involve  the  peritoneum  more  or  lees  extensively. 
This  membrane  may  also  become  involved  when  the  various  other 
viscera  are  the  seat  of  ay[»hilitie  intiltratiou. 


r 


THE  STOMACH. 

There  are  no  symptoms  which  are  |>;Uhognomonic  of  syphilitic  lesioM 
of  the  stomach,  Syjihilis  of  the  st(*iuach  is  of  very  rare  c»ccurrenee, 
and  it  is  generally  recognized  after  death  by  means  of  the  microscope. 

Several  cases  have  been  repiorled  of  patients  who  siif!er<»d  from 
gastric  pains  and  vomiting  and  who  died  of  nuirasnms^  in  whose 
stomachs  on  po8t-niortem  examination  round  ulcers  were  found.  In 
most  of  these  cases  the  history  is  incomplete^  and  thi>U|;h  the  micro- 
Bcopic  findings  of  the  morbid  tissues  pointed  to  syphilis  in  some 
instances,  the  patients  died  of  tuberculosis, 

INTESTINES. 

Our  knowledge  of  the  effect  of  syphilis  on  the  intestines  is  based  on 
post-^mortem  studiet>,  and  it  is  at  best  very  meagre,  A  number  of  cases 
are  on  record  in  whieli  it  is  claimed  that  certain  ulcers  in  the  ilium  and 
large  intestine  were  due  to  syphilis;  but  their  details  are  so  unsatis- 
factory that  they  fail  to  convince  one  that  these  lesions  were  caused  by 
syphilis. 

THE  RECTUM 

Syphilitic  affections  of  the  rectum  are  ttvday  not  very  well  under- 
stood,  but  it  is  possible  to  describe  them  in  a  toleraljly  clear  manner. 

Syphilis  attacks  the  rectum  in  three  distinct  forms  t  first,  early  or 
rather  late  in  the  course  of  the  disease  by  the  extension  of  indurating 
oedema,  which  may  accoujpany  infiltrating  or  ulcerating  vulvar  or  anal 
lesions,  and  which  tends  to  tlie  produciion  of  more  or  less  complete 
rings  of  connective  tissue ;  second,  by  the  formation  of  tnie  gummatous 
infiltration  ;  and,  third,  by  the  development  of  a  fnrm  of  inflammation 
w^ith  the  production  of  new  connective  tissue,  in  which  congestion  and 
exudative  products  are  absent.  This  tliird  form  is  a  chronic  productive 
or  cellular  inflnmmation  of  slow  invasion  and  of  persistent  nature. 
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Indurating  oedema  complicates  early  and  late  syphilitic  infiltrations 
and  ulcerations  which  are  seated  in  the  vulva  or  vagina  and  near  and 
in  the  anus.  The  indurating  process  then  extends  to  and  surrounds 
the  anus,  either  between  the  two  sphincters  or  about  one,  two,  or  three 
inches  above  the  internal  one.  The  walls  of  the  rectum  become  thick- 
ened, less  supple  and  extensible,  than  they  are  normally,  and  ulcerated, 
and  if  proper  treatment  is  not  adoptetl  in  the  course  of  several  months 
or  a  year  or  two  a  tough  and  diffuse  stricture  is  formed.  This  form  of 
rectal  stricture  is  usually  found  in  syphilitic  women  in  the  secondary 
or  early  tertiary  stage.  It  is  generally  the  result  of  neglect  of  treat- 
ment of  their  lesions.  These  structures  are  seated  two  or  three  inches 
within  the  anal  orifice. 

In  some  cases  tlie  ulcerations  in  these  cases  present  points  of  resem- 
blance to  chancroids,  and  for  this  reason  some  authors  speak  of  chan- 
croidal stricture  of  the  rectum.  Chronic  chancroids  may  produce 
stenosis  of  this  tube,  but  it  will  generally  be  found  that  their  bearers 
also  suffered  from  syphilis. 

This  form  of  rectal  stricture,  if  seen  and  treated  early  by  local  and 
systemic  medication,  is  curable.  Its  prognosis  is  better  in  proportion 
as  the  infection  is  recent. 

The  second  form  of  syphilis  of  the  rectum  may  or  may  not  result 
in  stricture.  The  essential  features  of  this  affection  observed  by  me 
will  give  a  clear  idea  of  its  nature  and  course.  It  was  that  of  a  man 
thirty-three  years  old,  who,  after  a  prolonged  attack  of  diarrhoea,  suf- 
fered from  obstinate  constipation  and  experienced  an  uneasy  sensation 
in  the  rectum,  particularly  at  the  anus,  when  at  stool  and  at  various 
times  during  the  day.  About  two  inches  above  the  sphincter,  on  the 
posterior  wall  of  the  rectum,  a  thickened  patch  of  mucous  membrane 
two  inches  long  and  one  and  a  half  wide,  with  sharp  and  abrupt  mar- 
gins, could  be  seen.  The  surface  of  this  lesion  was  somewhat  papil- 
lomatous, and  its  structure  was  firm.  Under  active  local  and  general 
treatment  resolution  slowly  took  place,  and  a  firm  cicatrix  which  did 
not  materially  contract  the  tube  was  left. 

Several  similar  cases  have  been  reported  in  which  the  rectal  wall 
was  found  to  be  the  seat  of  gummatous  infiltration  which  on  being 
absorbed  has  left  the  tube  more  or  less  stenosed.  In  some  cases  the 
full  circumference  of  the  tube  has  been  found  to  be  the  seat  of  this 
morbid  process.  Local  and  general  treatment  is  quite  efficient  in  this 
class  of  cases. 

I  have  seen  several  cases  in  which  syphilitic  infiltration  of  the  pos- 
terior vaginal  wall  increased  in  depth  and  attacked  the  rectum,  which 
as  a  result  became  stenosed. 

The  third  form  of  syphilitic  disease  of  the  rectum  is  that  of  annular 


632 


TERTIARY  AFFECTIONS  OF  THE   VISCERA. 


We  know  little  of  tbo  symptomatology  uf  tin*:  affection.  Enlarge- 
ment of  the  jipleen  h  sometimes  demoastnihle,  iuul  in  ^omt*  case^,  when 
the  tumors  are  superficial,  inflummation  of  tlie  capsule  anil  l(»calized 
peritonitis  tK^ciir. 

Ill  the  eases  hitlierto  ohserviMl  the  lesion  has  generally  been  accom- 
panie<l  by  siiuilar  affections  of  other  viscera,  and  tlie  patients  have  suf- 
fered from  cachexia  or  iiiarasnius. 

MMiea  the  liver  or  the  spleen  is  attacked  by  syphilis  the  morbid  pro- 
cess may  extend  to  and  involve  the  |>critoneum  lui^re  tw  less  extensively. 
This  membrane  nuiy  also  heeiKUi'  inviilvud  when  the  various  other 
viscera  are  the  seat  of  svpliiliti*/  in  tilt  rat  ion. 


THE  STOMACH. 

There  are  no  symptoms  which  are  pathHipnonionie  of  syphilitic  lesiofl 
of  the  stomach.     8y(*hilis  of  the   stomach    is  td'  very  rare  <K.*currenoet 
and  it  is  generally  recognized  after  death  by  means  of  the  microscope* 

Several  cases  have  been  rcjiorted  of  patients  who  suffi-red  frona 
gastric  pains  and  vomiting  and  who  died  nf  marasmus,  in  whose 
stomachs  on  post-mortem  examination  round  ulcers  were  found.  In 
most  of  these  cases  tlie  histrfry  is  incomplete,  and  tlinngh  the  inicro- 
gcopic  findings  of  the  morbid  tissues  pointed  to  syphilis  in  some 
instances,  the  patients  died  of  tnberculusis. 

INTESTINES. 

Our  knowledge  of  the  effect  of  syphilis  on  the  intestines  is  bsu^ed  on 
post-mortem  studies,  and  it  is  at  best  very  meagre.  A  number  of  cases 
are  on  record  in  which  it  is  claimetl  that  certain  ulcers  in  the  ilium  and 
large  intestine  \vere  due  to  syphilis;  but  their  details  are  so  unsatis- 
factoiy  that  they  fail  to  convince  one  that  these  lesions  were  caused  by 
syphilis. 

THE  RECTUM. 

Syphilitic  affections  of  the  rectum  are  to-day  not  very  well  under- 
stood, but  it  IS  i>09Bible  to  describe  them  in  a  tuleraljly  clear  manner. 

Syphilis  attacks  the  rectum  in  three  distinct  forms ;  first,  early  or 
rather  late  in  tlic  course  of  the  disease  by  the  extension  of  indurating 
oedema,  which  may  accompany  infiltrating  or  ulcerating  vulvar  or  anal 
lesions,  an<l  which  tends  to  the  production  of  more  or  less  complete 
rings  of  connective  tissue  ;  second,  by  the  formation  of  true  gummatous 
infiltration  ;  and,  third,  by  the  development  of  a  fi^nn  of  infiammation 
with  the  production  of  new  connective  tissue,  in  which  congestion  and 
exudative  products  are  absent.  This  third  form  is  a  ehmnic  pro«Juctive 
or  cellular  inflammation  of  slow  invasion  and  of  persistent  nature. 
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Indurating  oedema  complicates  early  and  late  syphilitic  infiltrations 
and  ulcerations  which  are  seated  in  the  vulva  or  vagina  and  near  and 
in  the  anus.  The  indurating  process  then  extends  to  and  surrounds 
the  anus,  either  between  the  two  sphincters  or  about  one,  two,  or  three 
inches  above  the  internal  one.  The  walls  of  the  rectum  become  thick- 
ened, less  supple  and  extensible,  than  they  are  normally,  and  ulcerated, 
and  if  proixjr  treatment  is  not  adopted  in  the  course  of  several  months 
or  a  year  or  two  a  tough  and  diffuse  stricture  is  formed.  This  form  of 
rectal  stricture  is  usually  found  in  syphilitic  women  in  the  secondary 
or  early  tertiary  stage.  It  is  generally  the  result  of  neglect  of  treat- 
ment of  their  lesions.  These  structures  are  seated  two  or  three  inches 
within  the  anal  orifice. 

In  some  cases  the  ulcerations  in  these  cases  present  points  of  resem- 
blance to  chancroids,  and  for  this  reason  some  authors  speak  of  chan- 
croidal stricture  of  the  rectum.  Chronic  chancroids  may  produce 
stenosis  of  this  tube,  but  it  will  generally  be  found  that  their  bearers 
also  suffered  from  syphilis. 

This  form  of  rectal  stricture,  if  seen  and  treated  early  by  local  and 
systemic  medication,  is  curable.  Its  prognosis  is  better  in  proportion 
as  the  infection  is  recent. 

The  second  form  of  syphilis  of  the  rectum  may  or  may  not  result 
in  stricture.  The  essential  features  of  this  affection  observed  by  me 
will  give  a  clear  idea  of  its  nature  and  course.  It  was  that  of  a  man 
thirty-three  years  old,  who,  after  a  prolonged  attack  of  diarrhoea,  suf- 
fered from  obstinate  constipation  and  experienced  an  uneasy  sensation 
in  the  rectum,  particularly  at  the  anus,  when  at  stool  and  at  various 
times  during  the  day.  About  two  inches  above  the  sphincter,  on  the 
posterior  wall  of  the  rectum,  a  thickened  patch  of  mucous  membrane 
two  inches  long  and  one  and  a  half  wide,  with  sharp  and  abrupt  mar- 
gins, could  be  seen.  The  surface  of  this  lesion  was  somewhat  papil- 
lomatous, and  its  structure  was  firm.  Under  active  local  and  general 
treatment  resolution  slowly  took  place,  and  a  firm  cicatrix  which  did 
not  materially  contract  the  tube  was  left. 

Several  similar  cases  have  been  reported  in  which  the  rectal  wall 
was  found  to  be  the  seat  of  gummatous  infiltration  which  on  being 
absorbed  has  left  the  tube  more  or  less  stenosed.  In  some  cases  the 
full  circumference  of  the  tube  has  been  found  to  be  the  seat  of  this 
morbid  process.  Local  and  general  treatment  is  quite  efficient  in  this 
class  of  cases. 

I  have  seen  several  cases  in  which  syphilitic  infiltration  of  the  pos- 
terior vaginal  wall  increased  in  depth  and  attacked  the  rectum,  which 
as  a  result  became  stenosed. 

The  third  form  of  syphilitic  disease  of  the  rectum  is  that  of  annular 
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fibroid  stricturej  aDtl  it  is  not  due  to  an  essential  syphilitic  process,  but 
it  l)eloiigs  in  the  catagory  of  parasypbilitic  affections,  in  which  this 
iliscasc  .hUow.s  a  tendency  to  pnKlnctive  and  cellular  inrtammatiun.  This 
occurs  very  frequently  in  the  genitals  of  ynu!ig»  and  particularly  of  old, 
sypliilitic  women  long  after  the  activity  of  the  diathesis  has  ceased.  In 
some  cases  the  external  genitals  are  the  seat  of  the  hyperplasia,  and  in 
others  the  vaginal   walls  are  attacked. 

Either  synch roiiously  with  the  vulvar  or  vaginal  aifcction,  or  in  an 
uncomplicated  state,  this  affection  attacks  the  rectal  wall  and  runs 
aronnd  it  in  ringed  form.  As  has  already  been  state<J,  there  is  no 
hypertemia,  and  there  are  no  exudative  products  :  there  is  simply  this 
chronic  productive  inflammationj  which  goes  slowly  and  persistently  on» 
and  inevitably  lends  to  the  formation  of  a  dense,  unyielding  ring  of 
tibrous  tissue,  which  may  in  the  end  thoroughly  occlude  the  gut.  Why 
syphilis  should  thuii  lead  to  the  cellular  inflammation  localized  to  a 
segment  of  the  rectum,  from  three  to  six  inches  alwve  the  anu.«i,  we  do 
not  know.  Nor  ilo  we  know  whether  any  tniumatic  conditions  tend 
thus  to  localize  this  stenosing  process.  We  do  know,  however,  that  in 
some  syphilitic  women  a  periproctitis  differing  in  no  particular  from 
that  found  in  nntnfi?cted  women,  occurs,  and  that  it  entails  long  suffer- 
\u^^  and  may  lead   to  death. 

LESIONS  OF  THE  KIDNEY.  LATE  GLYOOSTTRIA,  AND 
DIABETES  INSIPIDUS. 

Kidney  disease  in  late  syphilis  is  of  ratlier  uncommon,  but  not  of 
rare,  occurrence.  In  fKH'IO  autopsies  Wagner  foun*l  63  eases  of  syphilis 
of  the  kidneys  ;  of  thtSf,  8  were  eases  of  acute  B right's  disease,  4  of 
chronic,  7  of  granular  kidney,  6  of  atrophy  of  one  kidney,  35  of  amy- 
loid degeneratiou,  and  3  of  syphihmia  or  gummata.  Bamberger  found 
4^)  eases  of  syphilis  of  the  kiiloey  in  2340  cases  of  acute  and  chronic 
BrightVs  disease.  Wagner  follows  Beers  division  of  the  pathohigical 
changes  of  the  kidneys  in  syphilis.  These  are — 1.  Small  circum- 
^rribed  nodular  f(»rmations  (gummatous  tumors)  in  otherwise  normal 
or  diilerentiy  diseased  kiilneys.  2.  Simple  interstitial  hy|>erp!asia^  mostly 
irregular,  wnth  the  formation  of  cicatrices  in  otherwise  normal  kidneys. 
3.  Diffuse  cellular  hyperplasia  of  the  interstitial  tissues,  mostly  with 
dt^geueratiou  of  the  vessels  and  atmphy  of  the  new  formation,  as  well 
as  ]>eculiar  parenchymatous  changes.  These  latter  were  particularly 
small  fatty  deposits,  lanlaceous  <legeneration  being  common  in  this 
form.  4,  Purely  parenchymatotis  changes.  According  to  Wagner  and 
Beer,  only  the  first  and  third  forms  are  absolutely  characteristic  of 
syphilis. 

There  are  no  patbognomanic  signs  or  symptoms  of  tertiary  syphilis 
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of  the  kidneys.     The  symptoms  are  emaciation  and  various  forms  of 
dropsy,  together  with  the  presence  of  albumin  in  the  urine. 

Late  Olycosoria  and  Sjrphilis. 

The  question  of  the  relation  between  syphilis  and  glycosuria,  or 
diabetes,  has  of  late  been  much  studied,  but  still  there  is  much  to  be 
learned. 

Patients  suffering  from  diabetes,  who  later  on  contract  syphilis, 
usually  present  a  severe  order  of  primary  and  secondary  manifestations, 
due  to  the  hybrid  morbid  condition.  In  many  instances  the  initial 
lesion  in  these  subjects  is  more  exuberant  and  shows  decided  tendency 
to  ulceration.  With  the  onset  of  syphilis,  which  is  usually  very  rapid, 
diabetes  seems  to  induce  a  condition  of  deep  cachexia,  and  as  a  result 
the  course  of  the  disease  is  more  severe  and  less  amenable  to  treatment. 
In  these  cases  mercury  should  be  used  very  guardedly.  In  general, 
the  mixed  treatment  works  well  toward  the  end  of  the  first  year. 
Several  writers  have  stated  that  sugar  seems  to  leave  the  urine  more 
rapidly  in  syphilitic  than  in  other  patients.  Several  instances  are  known 
in  which  sugar  disappeared  at  the  breaking  out  of  specific  manifesta- 
tions, and  reappeared  on  the  cessation.  In  diabetes  and  syphilis  there 
is  frequently  observed  a  fermentation  of  the  sugar  in  the  mouth,  which 
produces  severe  and  rebellious  ulcerative  lesions.  Though  this  morbid 
combination  tends  to  induce  great  deterioration  of  nutrition,  the  con- 
soling fact  remains  that  in  some  syphilitic  sugar  disappears  more  per- 
manently than  in  those  uninfected. 

That  syphilis,  therefore,  may  in  some  mysterious  manner  cause  dia- 
betes there  can  no  longer  be  any  doubt.  So  many  cases  have  been  re- 
ported in  which  no  other  pathogenic  cause  than  syphilis  could  be 
ascertained  that  the  conclusion  is  warranted  that  diabetes  may  result 
from  the  effects  of  that  far-reaching  infection,  either  by  its  disturbance  of 
the  liver  and  of  the  blood-making  function,  or  by  reason  of  some 
change  in  the  fourth  ventricle  or  in  its  vicinity. 

Diabetes  may  occur  within  the  first  few  months  of  infection  within 
one  or  several  weeks,  and  it  may  occur  in  the  tertiary  stage. 

Diabetes  Insipidus. 

In  the  course  of  syphilitic  disease  of  the  brain,  particularly  when 
seated  at  or  near  the  floor  of  the  fourth  ventricle,  diabetes  or  polyuria  is 
sometimes  observed.  It  has  no  distinguishing  characteristics,  and  its 
chief  symptoms  are  inordinate  thirst  and  the  discharge  of  large 
quantities  of  pale  urine  of  very  low  specific  gravity,  in  which  neither 
sugar  nor  albumin  is  found. 

A    number   of    interesting    cases   are    to   be   found    in    literature. 


<;::»;  tiihtiahy  AFFKirmss  of  the  visckiia. 

IxM'on'lio  uriil  'i'ahiiiion  have  ri»|K)rt«M!  tho  case  of  a  thirty-four-year 
>y|»liiliii<'  man  wlm  lia«l  Ijeen  infect<'(l  f«uirtet*n  years  before,  and  who 
tor  'ix  y«-ar>  liaii  pass***!  nine  lo  wn  litres  of  urine  daily.  Under  treat- 
niiMit  thf  quantity  was  nnhice*!  to  tive  litres. 

Smroiiktchy  ha>  n»|M)rted  the  ease  of  a  twenty-five-year-old  man 
whu.  wlifu  seven  muntli>  syphilllir,  w;is  affect«Ml  with  great  thirst,  an«J 
|»a.--«Ml  lartf  ^juantities  «if  urine  free  from  siijrar  and  albumin.  He  was 
prunjfuiy  rund  l»y  thr  use  of  mereurial  inunctions  and  of  iodide  o( 
pnta--iiim  inti-rnaliy.  The  rejM)rti*r  <if  thi»  case  thought  that  there  was 
a  syiihiliiir  atlertion  of  the  e[N'nilyma  in  the  fl<H»r  of  the  fourth  ventricle. 

In  a  Hi-e  nported  hy  r>uttersack,  in  which  the  woman  suffered  from 
viTtiijo.  muniiiri''  pains,  an<l  pains  in  the  head,  antl  who  voided  a  large 
amount  of  «'hanicteristir  urin<\  on  post-mortem  examination  chronic 
descent lini;  lt>ptoineniniritis.  with  implication  of  the  trigeminal  and 
spinal   riiTves,  was  fouml. 

Thr  sujtninnnl  ctipsuha  have  in  a  few  cases  been  found  to  be  the 
seat  ot'  ronneetive-l issue  increase  ami  gummatous  infiltration.  A  case 
is  pfportt'd  in  which  tlurinir  life  the  morbid  conditions  of  Addison*s 
disease  wrn*  oh^Tved,  and  at  the  autopsy  what  appeared  to  be  gumma- 
t4>us  defeneration  of  the  suprarenal  capsules  was  found. 


CHAPTER   XLII. 

SYPHILITIC  AFFECTIONS  OF  THE  MUSCLES,  TENDINOUS 
SHEATHS,  APONEUROSES,  AND  BURSJE. 

irsrosiTis. 

Myositis  is  sometimes  found  in  secondary  syphilis,  but  generally  in 
the  tertiary  stage.  It  occurs  in  three  principal  forms :  first,  the  irrita- 
tive or  hypersemic  ;  second,  the  chronic  infiltrative ;  and,  third,  in  the 
form  of  gummatous  nodules. 

Irritative  myositis  is  usually  seen  to  coexist  with  the  early  manifes- 
tations, particularly  of  the  lower  joints  and  tendons,  and  it  is  attended 
with  rheumatoid  pain,  soreness,  and  perhaps  impairment  of  function. 
The  myalgias  produced  by  the  early  irritative  syphilitic  process  are,  as 
a  rule,  ephemeral  and  readily  yield  to  proper  treatment.  In  this  form 
of  myositis  no  permanent  structural  change  is  produced. 

Chronic  myositis  tends  to  more  or  less  permanent  contraction  of  the 
member  or  parts  on  or  in  which  the  muscle  is  situated.  It  occurs  in  two 
forms — the  localized  and  the  difiiise. 

According  to  Virchow,  this  lesion  is  analogous  to  that  produced  by 
rheumatic  inflammation.  "  In  the  interspaces  between  the  muscular 
fasciculi  a  connective  tissue  is  developed,  which  hardens  and  results  in 
atrophy,  and  finally  in  the  destruction  of  the  primitive  muscular  fibrils.** 
We  thus  find  at  the  outset  the  presence  of  abnormal  nuclei,  cells,  and 
fibres  in  the  cellular  tissue,  and  afterward  a  secondary  degeneration  of 
this  new  formation,  resulting  in  atrophy  of  the  normal  elements,  con- 
traction of  the  muscle  itself,  and  in  some  instances  calcareous  and  bony 
deposit**.  This  lesion  usually  escapes  observation  until  the  contraction 
of  the  muscle,  interfering  with  motion  or  producing  flexion  of  the  limb^ 
attracts  attention. 

As  a  rule  this  affection  causes  no  pain,  but  exceptionally  a  dull, 
aching  sensation  is  complained  of. 

One  or  more  muscles  may  be  attacked.  Those  most  frequently 
affected  are  the  flexors  of  the  upper  extremity,  and  especially  the  biceps. 

The  contraction  comes  on  insidiously,  and  the  first  symptom  noticed 
by  the  ])atient  is  an  inability  to  extend  the  limb.  On  examining  the 
affected  muscle  no  change  is  perceptible  by  palpation  either  in  its  size  or 
texture  ;  its  power  of  contraction  is  normal ;  and  there  is  simply  a  dimi- 
nution in  length,  as  shown  by  its  tension  when  the  limb  is  forcibly  ex- 
tended.   The  tendon  of  insertion  of  the  biceps  is  always  prominent  and 
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triisr,  ami  tlio  miisclo  itself  ap{K*ars  to  lx»  in  a  state  of  {Kirtiul  contrac- 
tinn.     S.iMcwhat    rarely   the   masseter  muscles,  one  or   both,   niav  be 

attark('<l. 

GUMMATOUS  TX7M0RS. 

Those  tumors  heprin  in  round-eeil  intiltnitions  around  the  vessels  of 
the  |»erini\>iuni.  They  ^mw  slowly  and  usually  without  pain,  and 
reaeh  various  sizes,  and  sometimes,  as  in  Koehler's  case,  they  involve  a 
larp'  mass  of  musele.^.  In  this  case  the  tumor  extended  from  the  left 
hvjMK'hondrium  to  the  inguinal  fold,  and  from  the  linea  alba  to  the 
axillary  lino.  In  Netter's  ease  the  tum(»r  was  seated  in  the  sartorius 
musele,  was  subaponeurotic,  and  was  five  inches  long  by  four  inches 
wide.  These  tumors  are  of  various  shapes,  globular,  fusiform,  flat,  or 
irregular,  according  to  the  nature  of  the  jxirts  in  which  they  are  seated. 
Whttii  superficial  they  Iwconu*  adherent  to  the  aponeurosis,  which 
becomes  infiamed  ami  hypertrophi^l.  Being  frequently  developed  near 
the  ends  of  the  muscles,  the  tendons  are  sometimes  secondarily  involved. 

Thry  are  most  ea.-ily  detected  when  the  muscle  is  relaxed,  and  their 
independence  of  tho  subjacent  bone  can  then  be  best  establi.shcd.  Thev 
excite  litth*  or  no  pain,  unless  the  muscle  be  put  upon  the  stretch,  and 
their  chief  inconvenienc<'  is  due  to  their  interference  with  motion.  Thev 
s(»metimes  produ(*e  contniction  of  the  muscles,  but  this  is  not  a  neces- 
sary result. 

These  gummatous  tumors  of  the  mus<^los  may,  in  exceptional  cases, 
undeFL'^o  softening,  break  down,  and  form  deep  ulcers. 

They  are  very  often  accompanied  by  other  syphilitic  manifestations, 
such  as  undrs,  exosto-es,  tubercles  of  the  cellular  tissues,  or  ulcerations 
of  the  fauces. 

Their  prognosis  i<  good,  particularly  if  they  are  treated  early. 

The  <litVii.-e  and  the  localized  myosites  are  rather  rarely  found  in 
coml)inalion. 

AFFECTIONS  OF  THE  TENDINOUS  SHEATHS  AND  OF  THE 
TENDONS  AND  APONEUROSES. 

IMie.^e  .structures  are  sometimes  attacked  in  early  and  in  late  syphilis. 
In  tile  early  sta-j^',  au<l  in  tin'  s<'cond  and  third  years  of  syphilis,  these 
parrs  may  be  the  seat  oi*  an  irritative  proc(»ss  whi(»h  may  give  rise  to 
ellu-ion  or  to  tlie  deveiopuKMit  <»f  fibrous  tissue.  Tn  tertiary  syphilis 
they  souM'times  become  inliltratetl  by  gummatous  dejmsits. 

We  soTuetimcvs  see  swellings  which  occur  on  the  backs  of  the  hands, 
and  wiiii'h  follow  the  course  of  the  tendons,  l)ut  never  extend  beyond 
the  dorsal  ligament  ;  they  are  of  triangular  shape,  with  their  base 
toward  the  fingers.     They  are  due  to  effusion  and  yield  a  sensation  of 
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fluctuation  ;  they  cause  little,  if  any,  pain,  unless  of  unusually  large 
size,  when  the  skin  over  them  may  be  inflamed  and  painful.  They 
occur  in  the  early  years  of  syphilis  and  are  developed  rapidly. 

The  tendons  of  the  wrist,  ankle,  foot — in  fact,  any  tendon — may  be 
thus  attacked.  The  lesion  is  a  hypenemia  of  the  sheath  attended  by 
serous  eiFusion.  The  shape  of  the  resulting  tumors  varies  according  to 
the  conformation  of  the  {)arts. 

They  are  firm  and  elastic  and  sometimes  fluctuate.  The  overlying 
skin  is  frequently  reddened.  They  form  rapidly,  and  are  often  attended 
with  pain.  Fournier  believes  that  many  of  the  early  pains  of  syphilis 
are  due  to  hypersemia  of  the  sheaths  of  the  tendons,  and  especially  that 
the  pain  sometimes  present  in  the  bend  of  the  elbow,  intensified  by  firm 
pressure,  is  due  to  inflammation  of  the  tendon  of  the  biceps. 

Tendons  may,  in  rare  cases,  be  the  seat  of  gummy  infiltrations,  which 
exist  in  the  form  of  small  subcutaneous  tumors,  usually  unattended  by 
spontaneous  pain.  After  remaining  indolent  for  a  long  time  they  may 
break  down  and  form  troublesome  ulcers. 

The  aponeuroses  may  be  the  seat  of  localized  or  diffuse  fibroid  infil- 
tration. 

AFFECTIONS  OF  THE  BURSJE. 

The  bursse  are  rather  infrequently  attacked  by  irritative  and  hyper- 
plastic processes  in  secondary  and  tertiary  syphilis. 

In  the  secondary  period,  sometimes  coincidently  with  the  onset  of 
general  manifestations,  one  or  more  bursas  are  affected.  As  a  result,  we 
find  decided  swellings — not,  however,  very  sharply  definable — under 
the  skin,  which  may  or  may  not  be  hypersemic.  These  early  bursal 
swellings  on  palpation  yield  a  fluctuation  or  a  doughy  sensation.  They 
are  sometimes  rather  sensitive,  but  not,  as  a  rule,  painful.  They  dis- 
appear promptly  under  specific  treatment,  provided  the  parts  on  which 
they  are  seated  are  put  at  rest  and  are  not  subjected  to  pressure.  In 
the  first  five  years  of  syphilis  hyperplasia  of  bursie  somewhat  rarely 
occurs  in  tlie  form  of  sharply  circumscribed,  rather  firm  tumors,  which 
run  an  indolent  and  painless  course  until  affected  by  local  and  general 
treatment. 

In  the  tertiary  stage  affections  of  the  bursa?  are  not  infrequent.  The 
bursie  over  tlie  patella)  are  most  commonly  attacked.  The  lesion  is  a 
gummous  infiltration  with  formation  of  connective  tissue.  It  begins 
insidiously  and  without  pain  ;  the  patlent^'^  attention  is  first  attracted  by  a 
hard  moval)le  lump  beneath  the  skin.  It  varies  in  size  and  shape  in  dif- 
ferent bursie.  Over  the  knee-joint  we  have  found  tumors  as  large  as  a 
walnut  or  as  an  egg.  (See  Fig.  153.)  The  tumor  may  remain  indolent  for 
a  long  time,  giving  very  slight  discomfort.     In  p^*  *  '"  -^TAessivelY 
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lesion  is  veiy  tedioua.  In  other  cases,  even  of  very  large  tumors,  treat- 
iiH'iit  eaiises  tljeir  ulisorption  witliin  two  or  tliree  nininhs.  The  lesion 
may  be  unilateral,  hut  frerjnently  attack^i  hnth  jKitt'Uar  biirsie.  In  many 
eases  tniuniatisni  h  an  iin|M>rtant  exeitinfr  cause  ;  in  nthem  the  bursse^ 
are  seeoudarily  [nvolv*Hl  hy  the  extension  of  gummatous  infiltration 
from  adjarrnt  parts,     Rela|)ses  are  quite  freipient. 

Til ia  atfeetit ui  occurs  ni ost  eommi>n ly  in  women .    G  ii m matous  bun^itis 
apjiears  both  early  and  quite  late  in  tertiary  syphilis. 


CHAPTER  XLIII. 

SYPHILITIC  AFFECTIONS  OF   THE  BONES,  JOINTS,  FINGEBS, 

AND  TOES. 

AFFECTIONS  OF  THE  BONES. 

The  bones  are  sometimes  attacked  in  the  secondary  period  of 
syphilis,  but  osseous  affections  are  more  common  in  the  tertiary  stage. 
While  the  secondary  lesions  of  the  bones  are  usually  cured  very  readily, 
those  of  the  tertiary  period  are  very  persistent  and  prone  to  undergo 
degenerative  changes. 

The  pathological  changes  in  bones  are  osteoperiostitis,  rarefying 
osteitis,  and  intense  rarefying  osteomyelitis  or  gummatous  osteoperi- 
ostitis. From  these  morbid  conditions  formative  osteitis,  or  eburnation, 
exostoses,  or  nodes,  necroses,  and  sequestra  result. 

Syphilitic  osteoperiostitis  is  very  similar  to  the  simple  form.  It  is 
limited  to  the  superficial  layers  of  the  bone  and  to  the  periosteum,  and 
chiefly  attacks  the  long  bones  and  the  cranial  bones. 

The  affection  begins  in  the  connective  tissue  and  around  the  vessels 
of  the  Haversian  canals.  Thus  the  parts  are  infiltrated  with  numerous 
round  cells.  Besides  the  cell-infiltrations  into  the  periosteum,  the  mem- 
brane is  also  (edematous.  These  conditions  are  found  in  the  early 
stages  of  osteoperiostitis.  In  the  bones  the  Haversian  canals  become 
enlarged  and  filled  with  marrow,  which  is  either  red  or  embryonal  or 
gray  and  gelatinous.  In  the  stage  of  (edematous  infiltration  osteoperi- 
ostitis may  undergo  resolution  from  the  effect  of  specific  treatment. 

When  the  process  becomes  old  the  newly  formed  cells  act  as  osteo- 
blasts and  new  bone-tissue  is  formed.  As  a  result,  we  find  swellings 
of  the  bones,  which  are  called  exostoses  and  periostoses.  This  hyper- 
plastic process  is  called  formative  osteitis  or  eburnation. 

In  ramifying  osteitis  the  subperiosteal  tissue  and  the  osseous  marrow 
contain  small  round  cells  and  transuded  red  corpuscles.  When  this 
exudation  of  cells  is  intense,  the  bone-tissue  becomes  eroded  and  de- 
stroyed upon  the  internal  surface  of  the  Haversian  canals.  The  osseous 
lamellae  are  destvoyed,  and  replaced  by  inflamed  marrow.  Under  treat- 
ment this  process  may  be  stayed  and  cured. 

Gummatous  osteomyelitis  and  osteoperiostitis  are  more  advanced 
conditions  than  those  just  described  :  the  subperiosteal  embryonal  tissue 
and  the  medullary  tissue  are  much  more  abundant,  and  these  structures 
become  arranged  like  that  of  gumma^ 
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OsteaperioBtltis. 

The  bones  mnst  liable  to  be  attacked  by  osteoperiostitis  are  thode^ 
which  are  the  most  siiperficinlj  as  the  tibia,  ulna,  clavicle,  sternum,  and 
cranium^  but  no  portion  of  tlie  skeleton  can  be  said  t<i  be  exenii>L  The 
external  mauifestalion  of  this  aflectiou  consists  in  iU-defiiied,  doug-hy 
tumors  of  variable  size,  shading  oti'  gradually  into  tlie  surroundings 
tissueSj  ailhcrent  to  the  osseous  structure  beneath ,  but  indejx'ndent  of 
the  overlying  integuracnt,  usually  very  sensitive  to  pressure,  the  seat, 
at  certain   hours  in   the  twenty- four,  of  severe  paiu^  aud  bearing  the 

Fio,  154. 
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OeteoperloBtUift  of  tibia. 


common  name  of  nodes.     (Scr  Fig.  1540     A  striking  particularity  of" 
the  pains  |jrotlueed  by  nodes  is  tlieir  marked  nwjturnal  elmmeter.     They 
are  generally  absent  or  are  scarcely  telt  during  the  day,  but  return  at 
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niirl»t  with  frrrat  fieverity  after  the  imtient  retires  to  beil,  ntiA  only  abiite 
tuwiini  morning. 

In  the  majority  of  cases  of  nodes  the  infiltration  h  aKsorljed  under 
appropriute  treatment  and  the  tmnor  undergoe?*  ref^»hition.  In  other 
eases  the  inflammation  is  more  acute  ;  the  skin  becomes  adherent  to  the 
tumor,  is  n^ldened  and  thinned  ;  degeneration  and  .softening  take  plaee, 
and  an  opening  h  formed  ;  the  ulcer  shows  little  or  no  ten<lency  to  ex- 
tentl,  but  a  superficial  portion  of  the  bone  to  a  limited  extent  usually 
becomes  necrosed  and  comes  away,  and  an  adherent  cicatrix  is  the  fiital 
result. 

Exostoses. 

When  ebur nation  of  the  bony  tissue  is  developed  the  residt  is  an 
exostosis*  Such  new  growths  are  often,  for  a  time  at  least,  movable 
upon  the  bone  beneath,  and  are  then  called  qnphymry  exostoses.  In 
this  form  they  are  due  rather  to  ]>eriostitis  than  ostitis  ;  they  are  gener- 
ally of  small  size,  sometimes  thin  and  flat,  sometimes  heniisjihericjd  or 
pedunculated,  and  at  times  annular.  They  acquire  greater  consistency 
with  time,  and  finally  present  an  ebu mated  texture.  Arrived  at  this 
pointy  resolution  is  no  longer  poss»l>le  ;  tlie  tumor  reDiains  stationary, 
and  treatment  has  no  other  effect  than  to  quiet  the  osteocopic  pains. 
If  resolution  be  attained  at  an  early  [>eri<Ml,  their  surface,  which  before 
was  smooth,  becomes  irregular,  indicating  partial  absorption.  Some- 
times this  absorption  continues  after  the  whole  of  tlie  tumor  lias  dis- 
appeared, so  that  local  atrophy  of  the  bone  succeeds  the  exostosis.  In 
other  instances  syphilitic  exostosis  is  not  precetled  by  periostitis,  but  is 
the  result  f»f  ostitis  terminating  in  hypertrophy  of  the  normal  bony 
tissue,  in  which  case  it  is  denominatecl  parenchj/maloiui  exofttoffifi. 

An  exostosis  situated  externally  rarely  occasions  sutticient  incon- 
venience or  deformity  to  necessitate  its  removal  by  an  operation  unless 
under  peculiar  circumstances. 

Exostosis  may  spring  from  the  internal  surface  of  the  cranial  bones, 
and  give  rise  to  symptoms  of  the  most  serious  char-tcter,  as  convulsions 
and  the  various  forms  of  jxiralysis.  The  fn>ntal  bone  is  by  far  the 
most  frequently  affected  in  this  manner. 

Syphilitic  exostosis  of  the  vertebra?,  either  external  or  within  the 
spinal  e^inul,  is  rare. 

Syphilitic  exostoses  may  generally  be  distinguished  from  similar 
growths  due  to  other  causes  by  the  ncK^turnal  pains  attending  them,  by 
their  usually  ^x^eupying  the  continuity  of  the  more  suj>erticial  bones,  by 
their  hemispherical  form,  and  by  the  fact  that  they  are  rarely  multiple 
or  symmetrical  on  opposite  sides  of  the  body. 


Uumraifctims  uatuofwrkiHtUla :  muliiple  nodes  of  the  skull-bonet. 

the  cranial  bones,  whereas  at  late  periods  there  raay  be  but  one  or  two. 
These  multiple  eniiiial   nodes  usually  make  their  appearance  by  cro{i& 
of  one  or  more.     8in|.^le  nodrs  niu  ii  shiw  ronrsc,  and  i>ne  may  be  fol- 
lowed bv  its  successor  after  the  lapse  of  montiis  or  years. 
In  Fig.  155  multiple  gummatous  nodes  are  well  shown. 
The  bones  of  tlw?  face,  particularly  ilw  malar  bones^  may  be  attacked 


GUMMATOUS  OSTEOPEIUOSTmS  AND  OSTEOM  YE  LITIS. 

by  gmiimiitniis  ostoiperio.stitis^  tiud  in  the  anu'se  of  the  affection  mild  or 
stwere  luniral^ic  pain  niuy  be  Mu      (St^e  Fig.  156.) 

Tlse  8Uporinr  niuxilhiry  lM>ne  is  not  inimjm-ntly  attacked.  The  first 
symptoms  are  hjcal  swelling  and  pjiin,  and  later  the  cheeks  and  the 
ti?;.sne8  artmnd  the  eyes  beeomf  red  and  anleniatuus*     A'ery  often  the 


Fiti.  im. 


Showinff  a  larsre  cmnlnl  node,  neemsb  ^f  ■kull,  flfatrJx  of  skin,  ftnd  fall  of  nose, 

whole  bone  is  destroyed.  In  some  cases  the  periosteum  is  left  intact 
and  a  new  bone  forms. 

The  inferior  maxillary  may  be  the  seat  of  nmles  on  its  external  snr* 
face  or  lower  border. 

The  clavicle,  senpula,  and  ribs  are  not  nncommonly  the  seat  of  nodes 
of  varying  sizes.  Gumraata  of  the  scapula  may  be  mistaken  for  cold 
abscess  and  osteosarcoma,  and  it  is  always  well  to  think  of  syphilis  in  all 
cases  of  swellings  of  this  bone. 

A  goodly  number  of  cases  of  gummatous  08teoi>eri ostitis  of  the  verte- 
brae have  been  publishe*!.     In  these  cases  pain  caus^  '      nreseure  on 
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the  nerves  was  t!onipliiiiieil  uf,  and  in  some  cases  there  was  panilysij?  of 
the  upfH?r  or  h^wer  extremities, 

Tlie  l>rKlies  of  tfie  vertrlir^e  are  rnneh  more  frequently  attacke<l  tlian 
are  the  sirehes.  In  a  nmnl>er  uf  oa.ses  of  i^yphilig  of  the  vertehrte  ^strik- 
ingiy  henefictal  results  luive  fi)lluwfHl  ihe  use  of  tlie  mixeil  treatment* 

Fragility  of  Bones. 

As  the  result  of  local  inflammation  and  cell-infiltration  in  casts  of 
rarefying  an*l  gummatous  osteojieri ostitis  the  structure  of  bones  some* 
times  becomes  fragile,  and  they  are  fnictured  by  muscular  contraction 
or  mild  or  Bevere  traumatism.  It  is  probable  that  non-iuiion  is  either 
due  to  a  depraved  cojidition  or  to  the  fact  that  tlie  newly  ft>rmed 
embryonal  tissues  do  not  [jroduee  an  ossifying  callus,  but,  on  the  con- 
trary, caseous,  fatty,  and  sclerotic  tissues,  whicli  tend  to  pnxluce  false 
joints.  In  these  cases  local  and  general  medication  and  good  hygiene 
are  very  easentiaL 

AFFECTIONS  OF  THE  JOINTS. 

The  joints  are  frequently  affected  by  syphilis  in  both  the  secondary 
and  tertiary  stages.  In  some  instances  the  morbid  process  begins  in  the 
joiut-structurcs,  and  in  others  inflammation  of  the  articular  ends  of  the 
bones  and  of  the  large  tendons  inserted  near  the  joint  involves  the  latter 
secondarily. 

Synovitis  of  the  Late  Stage. 

The  synovitis  which  occurs  late  in  the  secondary  and  during  the  ter- 
tiary stage  is  also  markedly  subacute.  It  is  attended  with  the  same  symp- 
toms, and  IS  mainly  <listinguisbable  from  that  of  the  earlier  period  by 
appreciable  lesions  of  the  joint-structures.  The  attention  of  the  patient 
is  called  to  the  affection  by  slight  pain  and  impairment  of  motion,  and 
the  joint  is  then  found  somewhat  enlarged.  The  effusion  into  its  cavity 
takes  place  slowly  and  pcThaps  intermittingly,  so  that  in  many  cases 
several  months  elapse  before  the  joint  is  very  decidedly  enlarged.  When 
the  affection  is  fully  developed  we  find  evidence  of  iutni-articular  effusioi] 
and  general  thickening  of  the  fibrous  coverings  and  of  the  synovial 
membrane. 

This  affection  may  remain  in  an  indolent  condition  for  years  without 
undergoing  further  changes.  There  is  little  tendency  to  complete 
ankylosis,  though  quite  frequently  there  is  more  or  less  erositm  of  the 
articular  cartilages,  as  shown  by  the  crepitation  on  motion.  We  seldom 
find  sinuses  near  the  joints,  and  the  stationary  character  of  the  affection 
is  in  marked  cimtnist  to  the  tendency  to  degeneration  which  is  such  a 
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pn)niinent  feature  of  the  tuberculous  affections  of  these  parts.  The 
knee-joint  is  the  one  most  commonly  attacked. 

Late  syphilitic  synovitis  may  be  complicated  by  tuberculosis,  and  the 
mixed  condition  then  produced  is  very  rebellious  to  treatment,  which  is 
sometimes  signally  eflScacious  in  the  true  syphilitic  affection. 

In  many  cases  a  history  of  syphilis  points  to  the  nature  of  the  affec- 
tion. Then  in  tuberculosis  this  morbid  process  usually  exists  elsewhere, 
particularly  in  the  lungs.  In  the  mixed  form  of  synovitis  it  is  often 
impossible  to  make  a  sharp  diagnosis. 

In  some  cases  in  which  there  is  a  syphilitic  affection  of  the  tendons 
inserted  near  a  joint  there  is  a  coincident  effusion  into  the  cavity  of  the 
latter.  This  occurs  slowly  and  painlessly,  and  disappears  on  the  sub- 
sidence of  the  disease  of  the  tendon. 

The  prognosis  of  this  affection  is  rather  more  serious  than  that  of 
the  earlier  form.  If  it  is  submitted  to  treatment  early,  it  is  in  general 
curable ;  but  if  it  is  neglected,  permanent  thickening  occurs,  and  con- 
sequently more  or  less  impairment  of  motion. 

The  constitutional  treatment  consists  in  the  administration  of  the 
iodide  of  potassium  and  of  mercury  in  full  doses.  The  joint  should  be 
enveloped  in  lint  thickly  spread  with  mercurial  ointment,  over  which 
cotton-wool  is  placed  and  the  whole  retaine<l  in  place  by  means  of  a 
firm  muslin  bandage. 

AFFECTIONS  OF  THE  FINOEBS. 

Dactylitis  Sjrphilitica. 

The  affection  is  caused  both  by  acquired  and  hereditary  syphilis,  and 
of  it  there  are  two  varieties :  first,  that  in  which  the  morbid  process 
begins  in  the  bones  and  periosteum,  subsequently  implicating  the  joints ; 
and  secondly,  in  which  the  morbid  deposit  occurs  in  the  subcutaneous 
connective  tissue  of  the  fingers  or  toes,  and  which  may  extend  to  the 
joints. 

These  varieties  are  constantly  found,  and  their  adoption  will  simplify 
description.  In  the  first  form  the  lesion  develops  slowly  and  first 
attracts  the  patient's  attention  by  the  slight  enlargement  of  one  or  more 
fingers  or  toes.  The  swelling  gradually  increases  and  the  member 
becomes  hard  and  firm.  The  skin  becomes  somewhat  stretched  and 
perhaps  hypenemic.  Wh  n  the  toes  are  affected  their  whole  length  i^ 
generally  inchulod ;  l)ut  when  a  finger  is  attacked  the  lesion  may  be 
quite  .shaq)ly  limited  to  one  phalanx,  almost  invariably  the  proximal 
one,  or  the  adjacent  phalanx  may  be  involved  to  a  less  degree.  (See 
Fig.  157.)  The  distal  phalanges  and  the  metacarpal  boniH  "»*"  also  be 
attacked  (see  Fig.  158),  or,  finally,  the  whole  finy^* 


These  swellings  are  usually  develojHHl  slowly  and  painlessly,  but  io 
some  cases  a  dull  acliin;^  paiti  is  |>rosmit* 

Within  a  11 -w  wtn^^ks  nilvr  the  develo])ment  <>f  the  affection  s»ynipt4mis 
oT  joint-impHeatiiin  may  apjiear.     At  first  flexion  of  tlic  joints  is  iiu- 


Fio.  15a 


paired  l>y  the  swelling.  In  the  eoyrse  of  one  or  two  months^  if  no 
treatment  i$  instituttd,  the  joints  become  flaccid  and  unnaturally  mobile. 
Somettraes  in  this  variety  of  dactylitis  there  is  slight  hydrarthrosis,  and 
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ofton    crepitation    in    the    im'tacnrpojilialangeul  joint   or   lietwcrn   the 
articular  surihecs  of  two  pljakuges* 

The  tirst  form  of  dactylitin  is  sharply  Hmital  to  the  Ijonc,  and  is  due 
either  to  s(>eeific  periostitis  or  ostetJiwyelitis.  The  afleetion  may  prog:res8 
rapidly,  .slowly,  or  with  intermissions*  The  earlier  after  the  infection 
the  lejjiou  txicurs  the  more  acute  is  it.^  eoui'se. 

Fm.  169. 


Dactflitii  of  the  second  phftlanx  with  jpiTtimatoui  detwisit  in  thp  ikin,  which  has  ulceratiHl, 

The  proximal  phalanx  is  most  frequently,  the  distal  phalanx  least 
fret|uentlyj  involved. 

The  fingers  are  attacketl  more  coraraooly  tJian  the  toes;  in  a  few 
cased  they  have  been  involved  simultaneously.  More  than  one  ]>halanx 
of  the  same  finger  may  be  atiectcd  as  well  as  sevcnd  fingcrgj  either  nni- 
latcraily  or  yynimetriciilly.  In  the  latter  case  swelling  of  one  or  n^ore 
toes  is  likely  to  occur  at  the  same  time. 

The  metaciirpal,  and  less  frefpiently  tlie  metatarsal,  bones  may  be- 
come swollen  coincidently  with  dactylitis,  or  they  alone  may  be  affected. 
In  some  cases  an  eflusion  into  the  joint-cavity  takes  place  slowly  and 
without  pain. 

These  bony  swellings  may  remain  in  an  indolent  condition  for  a  long 
time,  and  finally  the  gummy  deposit  may  be  absorbed,  or  it  may  soften 
and  be  discharged  through  a  sinus.  The  shaft  of  the  bone  may  resume 
its  normal  size,  or  it  maybe  rendered  much  thinner  and  lighter.  Some- 
times it  is  shortened^  and  in  other  cases  again  it  is  slightly  longer  than 
normal.  The  bone  may  be  left  in  a  condition  of  eburnation,  being 
decidedly  thickened. 

The  process  of  involution  may  be  slow  or  quite  rapid,  and  seems  to 
be  in  proportion  to  the  rapidity  of  the  development  of  the  lesion.  In 
most  cases  the  deformity  is  not  very  marked  ;  in  some  cases  of  necrosis 
a  less  fortunate  result  is  obtained  (Fig,  160).  The  illustration  shows 
deformity  and  shortening  of  the  index-finger  so  that  its  extremity 
seiircely  reaches  the  first  phalangeal  joint  of  the  middle  finger.  In 
tljis  ease  the  greater  part  of  tlic  first  piudanx  and  the  distal  extremity 
of  the  metacari>al  bone  had   been  absorbed,  and  tb*^ 
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two  hones  were  coiiiioetexl  by  fibmus  tissiio.  In  a  similnr  manner 
second  [jlialiuix  of  the  ring  finger  huil  been  sliortened  to  ul>ont  one-tiiurth 
of  ite  original  length.  After  the  |)roeess  of  absorption  is  complete  the 
contigiionf?  UoneB  are  always  unitetl  by  a  lig-anientous  bsnid,  wbieli  t^^rves 
as  a  joint.  The  fiinetiim  of  a  lingrr  is,  of  course,  greatly  impairetl,  and 
exe^isfiive  deformity  may  result.  The  manner  in  which  the  soft  parts 
adapt  themselves  to  the  altered  condition  is  remarkable,  their  contrac- 
tion being  of  great  service  in  giving  solitlity  to  the  false  joints. 

The  second  ii>rm  of  daety litis  is  much  less  common  than  the  first 
variety.  The  essential  lesion  is  gumtnatous  infiltnttion  into  the  subcu- 
taneous connective  tissue  of  one  or  more  fingers,     (tenerally  ihe  new 

FiQ.  160. 


Showing  Rbortening  of  the  JDdex-nngcr  fFoiu  nfaeiorpliinci  of  part  of  tbe  phaUnx  and  of  the  meta- 
carpal bone. 

formation  involves  the  whole  length  of  the  finger,  but  in  sonie  causes 
only  41  jxirtion  ( usually  in  the  neighborhoiid  of  a  joint)  h  swollen. 
Fingers  or  toes  thus  attacked  are  niiieh  larger  than  normal,  often  hani 
and  ti'use,  and  more  or  less  chronieally  hyjwitrR'mic. 

Tliis  affection  may  run  a  t^hn\%  indolent  course  and  end  in  resolution  ; 
or  ilegenerative  changes  may  attack  the  infiltration,  in  wliich  event  an 
abscess  is  formed  (see  Fig,  159)* 

In  this  form  of  dactylitis,  when  tlie  jmx?ess  is  very  chromic,  the 
joint-structures  may  be  attacked,  in  which  event  sulisequent  deformity 
and  d i sal ji lily  are  observed. 

Diagnosis. — So  marktHl  are  the  features  of  the  bony  swelling  of 
dactylitis  syphilitica  'that  the  affection  is  readily  recognized.  The 
history  of  the  ease  may  reveu!  the  s]>ecifie  origin  of  the  trouble,  or  the 
history  of  antecedent  and  the  presence  of  eoneomitant  syphilitic  lesions 
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may  make  the  question  clear.  The  slowness  of  growth,  the  indolent 
course,  and  in  most  cases  the  good  effect  of  antisyphilitic  treatment  will 
point  to  the  syphilitic  origin  of  the  bony  tumors. 

The  subcutaneous  variety  in  its  early  stage  may  be  mistaken  for 
perionychia  ;  but  the  absence  of  acute  inflammatory  symptoms,  especially 
pain,  establishes  the  diagnosis.  Dactylitis  of  the  great  toe  might  be 
mistaken  for  gout  but  for  the  subacute  character  of  the  former. 

The  prognosis  depends  in  a  measure  upon  the  period  at  which  the 
lesion  is  recognized.  When  the  swelling  is  developed  quickly,  rapid 
involution  follows  energetic  treatment.  The  longer  the  swelling  has 
persisted  the  less  amenable  to  treatment  it  becomes. 

In  some  cases,  particularly  in  children,  the  syphilitic  process  is  com- 
plicated with  tubercular  infection,  in  which  event  antisyphilitic  treat- 
ment is  useless  and  degenerative  changes  are  prone  to  occur. 

The  treatment  is  that  of  late  syphilis,  a  combination  of  the  iodide 
of  potassium  with  a  mercurial ;  locally,  mercurial  ointment  or  plaster 
applied  with  pressure  is  beneficial. 


CHAPTER   XLIV. 

HYPHILITIC  AFFECTIONS  OF  THE  PENIS,  OS  UTERI,  UTERUS, 

AND  VAGINA. 

In  somewhat  rare  co.scs  a  diffuse  giiminatous  infiltratioo  occurs  to 
the  submucous  connective  tissue  of  the  glans  penk,  either  in  a  localixed 
or  general  form.  This  new  tissue  may  break  down,  and  as  a  result  we 
Bomelimcs  see  deep  ulcers  whieh  are  indistinguishable  from  chancroids 
in  ap^>eaniDce.  In  exceptional  cases  more  or  less  of  the  glans  itself 
may  be  the  seat  of  gummatcrus  iniiltratiou. 

It  is  necessary  also  to  remember  tliat  relapsing  indurations  occur 
early  and  late  in  syphilis,  and  that  they  are  found  in  the  glans,  prepuce, 
at  the  meatus,  and  in  the  urethra. 


NODES  m  THE  CORPORA  CAVERNOSA. 

In  some  cii^'^us  nodules  varying  in  size  between  that  of  a  pea  and  a 
nutmeg  may  be  found  in  the  meshes  of  the  corpus  cavernosum.  These 
tumors  are  usually  round.  They  are  generally  sharply  defined,  have  a 
moderately  firm  consistence,  and  may  present  cartilaginous  hardness. 

These  lesions  develop  very  insidiously,  and  in  speaking  of  them 
patients  usually  say  they  knew  of  no  troubk^  until  they  noticed  the  lump 
in  the  penis.  As  a  result  of  tlie  iiifiltration  the  penis  l>ecomes  curved 
in  various  directions  when  erect — laterally,  upwanl,  and  backward  and 
downward.  If  these  swellings  of  the  cavernous  bodies  are  allowed  to 
become  chronic,  they  produce  much  structural  deformity  of  the  penis. 
They  rarely  soften  and  break  down.  They  are  promptly  influenced  for 
the  better  by  antisyphilitic  treatment. 

Infiltrations  of  the  size  of  a  pea  or  of  a  haEclnut  are  not  frequently 
fotmd  in  the  corpus  spongiosum,  and  may  extend  to  the  parts  beyond* 
They  ntn  an  indolent  course  and  rarely  break  down,  but  become  sclerotic 
and  produce  intractable  urethral  strictures. 

EZULCERATIVE  HYFERTR0PH7  OF  THE  UTERUS. 

This  affection  consists  in  a  total  or  partial  enlargement  and  harden- 
ing of  the  OS,  which  appears  congested  and  is  more  or  less  superficially 

ulceratx»<l ;  its  surface  is  granular  or  often  presents  a  varnished  aspect. 
The  hypertrophy  is  greatest  in  the  transverse  diameter.  The  parts  are 
indurated  and  resistant^  or  sometimes  doughy,  and  generally  are  not 
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sensitive  to  manipulation.  In  most  of  t!ie  cases  there  were  no  symp- 
toms referable  to  the  iitcrOH_Jvarian  system  ;  in  others  the  patients  com- 
plained  merely  of  certain  unpleasant  sensations,  such  as  jxxin  in  the 
loins,  back,  and  thighs,  and  a  bearing-dt>wn  feeling.  The  secretion 
from  the  ulcer  is  scanty  and  mueopurulent,  and  is  infectious  like  the 
secretion  from  other  secondary  lesions.  The  affection  may  be  accom- 
panied by  various  displacements  of  the  womb, 

AFFECTIONS   OF    THE    OTAItlES,    FALLOPIAN    TUBES, 
XTTERUS.  AND  VAGINA. 

Syphilitic  affections  of  the  ovaries  are  rarely  met  with  ;  they  pi^sent 
a  close  analogy  to  syphilitic  affections  of  the  testicle,  and  are  either  dif- 
fuse or  circumscribed.  Lancereaux  has  only  met  with  the  diffuse  form 
after  it  had  arrived  at  the  stage  of  atrophy  ;  the  ovaries  were  of  the 
usual  size  or  smaller  than  natural,  fibrous  in  structure,  with  scattered 
cicatrices,  and  destitute  of  Graafian  vesicles,  although  the  patients  had 
not  yet  arrived  at  the  usual  age  for  the  cessation  of  the  menses. 

The  symptoms  of  these  affections  are  said  to  be  a  slight,  dull  pain 
in  the  region  of  the  ovaries,  possibly  at  the  out*set  some  increase  in  the 
size  of  these  organs  perceptible  on  abdominal  and  vaginal  palpation,  a 
loss  of  sexual  passion,  and  sterility.  It  is  evident  that  these  signs, 
taken  in  connection  with  the  history  of  the  case,  can  tmly  furnish  a 
probability  of  the  nature  of  the  disease.  The  success  of  antisyphilitic 
treatmeut  may  be  (»f  diagnostic  import  (Lanc^ereaux). 

No  instance  is  known  in  which  the  Fallopian  tubes  have  been 
affected  w^ith  syphilis. 

Certain  eases  in  which  uterine  tumors  in  syphilitic  subject.^  have 
yielded  to  the  internal  administration  of  iodide  i>f  potassium  and  mer- 
curials render  it  probable  that  this  org*tn  is  not  exempt  from  ttie  late 
manifestations  of  syphilis;  but  nothing  more  definite  is  known  upon  the 
subject,  since  post-mortem  investigation  lias  been  wanting.  The  %'agina 
is  in  rare  cases  the  seat  iif  localized  gummatous  infiltration,  which  is 
usually  developed  on  the  posterior  wall.  This  infiltration  may  extend  to 
the  rectum  and  give  rise  to  stricture  of  that  tube.  The  breaking  down 
of  this  new  growth  sometimes  leads  to  the  development  of  rectovaginal 
fistula. 


CHAPTER  XLV. 

BYPHILITIC  AFFECTIONS  OF  THE  EPIDIDYMI8  AND  TEBTI8. 

Like  all  organs  and  structures  rich  in  connective  tissue,  the  testicle 
and  it**  appendages  are  attacked  both  early  and  late  in  the  course  of 
syphilis. 

THE  EPIDIDYMIS. 

In  somewhat  rare  cases  the  epididymis  is  the  scat  of  an  irritative 
process  at  the  time  of  the  general  manifestatiuns.  One  or  b^ith  may  be 
slightly  enlarged,  sensitive,  and  mildly  painful.  Tins  eplierneml  con- 
dition promptly  yields  to  treatment.  It  may  occur  in  patients  who 
have  suffered  from  gonorrhcea  and  its  epididymitis^  and  in  those  who 
have  never  been  thus  affected. 

In  some  cases  syphilitic  epididymitis  begins  insidiously,  and  is  not 
ret'ognized  until  *'  a  lump  "  ia  felt  by  the  ]>atient ;  in  others  a  slight 
uneasiness  attends  its  formation.  Upon  examination  we  find  around  or 
oval  tumor  of  the  size  of  a  pea  to  a  lima-l)ean  just  above  the  testis,  the 
scrotum  itself  being  unaffected.  It  usually  has  a  smt^oth  surface  and  is 
of  a  decider lly  firm  consistency.  It  may  be  seated  in  one  epididymig 
only,  but  usually  both  are  affected.  Such  tumors  remain  in  an  indo- 
k^nt  condition  without  showing  any  tendency  to  degeneration,  and  they 
always  pnmiptly  disappear  nnder  mercurial  treatment.  Other  portions 
of  tlie  epiihdymis  ar  the  testicle  itself  are  commonly  not  attacked 
simnltuneoiisly. 

This  aifection  is  nsually  a  somewhat  precocious  manifestation  of 
syphilis,  occurring  in  most  cases  within  the  first  six  months,  and  some- 
times as  early  as  the  second  month,  or,  again,  as  late  as  the  fifth  year, 
after  infection.  It  is  more  comnioidy  unilateral  when  it  occurs  at  a 
late  period.  An  important  point  in  the  diagnosis  of  this  affection  is 
that,  as  a  rnle,  it  attacks  the  globus  major,  whereas  in  gonorrhoea! 
epididymitis  the  globus  minor  is  most  commonly  involved  ahme. 

Late  in  the  .secondary  and  in  the  tertiary  stages  the  epididymis  may 
be  attacked.  The  resulting  affection  is  of  slow  and  usually  painless 
growth,  and,  as  a  rule,  patients*  are  ignorant  of  the  |>resence  of  any 
testicular  trouble  until  they  discover  a  lump  on  the  organ.  The  epi- 
didymis, in  part  or  in  whole,  is  then  found  to  be  swollen  and  hanl,  anil 
perhaps  a  little  sensitive  on  pressure. 

No  sharply  drawn  description  can  be  given  of  the  condition  of  the 
6rj4 
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epididymis  when  the  **eat  of  tertiarv  sypliilis.  This  appendage  may 
be  uniformly  and  evenly  ^^wollen,  it  may  be  the  seat  of  bulbous  exjian- 
sions,  and  it  may  be  markedly  nodular.  In  unconi plicated  cases, 
particularly  if  seen  quite  early,  prompt  resolution  of  the  hyperplasia 
may  follow  active  internal  and  local  treatment.  Wiiea  seen  late,  treat- 
ment has  a  limited  effect,  for  the  reason  that  dense  fibrons  tissue  or 
caseated  gummatous  tissue  has  been  produced,  and  much  disorganiza- 
tion has  resulted.  In  general,  even  after  what  may  be  called  good 
results  liave  been  produced,  more  or  less  firmnesa  and  rigidity  of  the 
parts  are  left. 

Diaignosis. — The  early  form  of  epididymitis  is  generally  easy  of 
recognition,  since  it  usually  coexists  with  or  rapidly  follows  general 
manifestations.  In  many  cases  a  clear  history  of  syphilis  is  readily 
obtained. 

In  the  later  syphilitic  epididymitis  it  is  often  very  difficult  to  arrive 
at  a  satisfactory  diagnosis.  In  a  given  case  we  must  bear  in  mind  that 
an  antecedent  inflammation,  caused  by  gonorrha?a  or  some  other  in- 
fectious disease,  may  have  been  the  underlying  causae  of  the  swelling. 
In  cases  of  chronic  posterior  urethritis  it  is  not  uncommon  to  find  a 
chronic  fibroid  epididymitis,  which  may  develop  acutely  and  then  run 
a  chronic  and  painless  course,  or  it  may  begin  insidiously  in  a  sluggish 
manner,  or  there  may  be  exacerbations  of  acuity.  When  in  these  cases 
a  history  of  syphilis  is  also  obtainable,  it  is  often  impossible  to  deter- 
mine  whether  that  diathesis  has  any  influence  njjon  the  morl>id  process. 

Clkronic  epididymitis  may  result  from  trauma,  but  usually  u  clear 
history  may  be  obtained. 

In  some  cases  of  late  syphilitic  epididymitis  there  is  a  symbiosis 
with  tuberculosis,  and  it  is  utterly  impossible  to  make  a  sharply  drawn 
diagnosis.  The  physical  signs  are  sometimes  very  similar  and  even 
identical,  and  our  reliance  is  then  to  be  placed  on  the  results  which 
follow  active  local  and  general  antisyphilitic  treatment.  Syphilitic  con- 
ditions are  thereby  more  or  less  benefited,  while  in  tuberculosis  at  the 
best  only  a  moderate  improvement  may  follow  the  use  of  the  iodide  of 
potassium. 

It  is  always  well  in  cases  of  chronic  epididymitis,  even  if  nodulation 
is  present,  not  to  jump  too  hastily  at  the  conclusion  that  tuberculosis  is 
the  cause,  which  now-a-days  is  so  frequently  done.  In  considering  these 
cases,  the  surgeon  should  bear  in  mind  chronic  posterior  urethritis, 
trauma,  antecedent  infectious  processes,  syphilis,  tuberculosis,  and  the 
tuherculo-syphilitic  symbiosis. 

In  some  cases  of  early  and  late  syphilitic  epididymitis  the  juxta-tes- 
ticular  jmrt  of  the  vas  deferens  is  the  seat  of  irritative,  hyperplastic,  or 
gummatous  changes. 
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THE  TESTIS* 

In  tertiary  syphilis  the  body  of  the  testis  and  the  tunica  vaginali?! 
may  be  attacked  by  chronic  hyperplastic  pRJcesses  peculiar  to  that 
period*  In  general,  the  body  of  the  testis  is  alone  attacked,  aod  excep- 
tionally there  is  coincident  involvement  of  its  serous  tunic. 

Tertiary  lesions  of  the  testis  begin  in  a  painless  and  insidious 
manner,  without  any  of  the  ordinary  signs  of  inflanvmation.  Some 
patients  cciroplaiu  of  an  uneasy  sensation  in  the  organ,  but,  as  a  rule^  do 
attention  is  paid  to  the  progressing  affection  until  the  weight  of  the 
swelling  produces  a  moderate  pain  in  the  loins  and  inguinal  region. 
When  seen  early,  a  case  of  syphilitic  orchitis  or  sarcocele  presents  no 
well-marked  features.  The  orgsin  is  found  to  be  uniformly  swollen, 
and  quite  hard  and  firm  in  confiistence^  and  it  is  less  sensitive  than 
in  a  normal  state.  In  some  cases  a  small  portion  of  the  apparent 
swelling  is  dependent  upm  hydrocele,  since  in  nearly  every  instance  of 
syphilitic  orchitis  there  is  a  slight  eifusion  into  the  tunica  vaginalis. 
When  the  amount  of  fluid  is  considerable  it  may  be  necessary  to 
evacuate  it  by  puncture  before  a  satisfactory  examination  can  l>e  made ; 
but  in  most  cases  we  may  by  firm  pressure  sutticiently  displace  the  fluid 
to  reach  the  body  of  the  testicle  and  determine  its  coutlition  by  palpa- 
tion. At  an  early  stage  of  the  disease  the  testicle  may  in  a  minority  of 
eases  be  found  to  contain  one  or  more  distinct  masses  of  induration, 
whicli  form  projections  upon  the  surface  of  tlxe  size  of  the  head  of 
a  pin,  pea,  or  even  an  almond,  but  which  are  never  so  prominent  as 
to  change  the  general  contour  of  the  organ.  These  projections  are  due 
to  an  efl\jsion  of  plastic  material,  of  the  same  nature  as  gummy  tumors, 
upon  the  surface  of  the  tunica  albuginea.  As  the  disease  progresses  the 
distiuct  masses  of  induration  coalesce  anil  form  a  hard,  resistant  tumor, 
which  preserves  to  a  great  extent  the  normal  shape  «if  the  testicle.  In 
some  very  rare  cases  the  onset  of  syphilitic  orchitis  has  been  sudden 
and  attended  with  much  pain.  As  a  rule,  the  tumor  is  smotith  through- 
out its  whole  course,  in  which  event  the  clinical  picture  has  been  that 
of  acute  gonorrheal  epididymo-orchitis. 

Testicular  tumors  of  late  syphilis  may  be  as  large  as  a  fist.  They 
are  ovoid  or  globular,  smooth,  and  firm  as  a  billiard-ball,  and  when 
elevated  in  the  palm  of  the  hand  they  seem  very  heavy.  As  a  rule,  no 
pain  is  present,  and  much  pressure  can  be  borne  without  discomfort  to 
the  patient. 

In  somewhat  rare  cases,  particularly  when  the  gummatous  infiltration 
is  localized  in  nodules  and  masses,  the  morbid  tissue  may  break  down 
and  an  abscoss-cjivitv  be  left.  In  snme  cases  excessive  proliferation  of 
the  tissues  occurs,  and  a  fungus  of  the  testicle  is  produced. 
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The  course  of  this  aflFection  is  exceedingly  chronic,  frequently  last- 
ing for  several  years.  The  sexual  desires  are  not  changed  unless  the 
lesion  has  made  great  progress  in  both  testicles. 

When  recognized  at  a  sufficiently  early  period,  syphilitic  orchitis 
may  almost  invariably  be  arrested  and  the  organ  restored  to  its  original 
integrity.  If  left  to  itself,  it  most  frequently  terminates  in  obliteration 
of  the  seminiferous  tubules  and  complete  or  partial  atrophy  correspond- 
ing to  the  extent  of  the  adventitious  dei)Osit ;  or,  again,  the  parenchyma 
of  the  gland  may  degenerate  into  fibrous,  cartilaginous,  or  even  osseous 
tissue. 

Diagnosis. — The  smooth  and  hard  syphilitic  orchitis  is  generally 
easily  recognized.  In  a  given  case  it  is  well  to  bear  in  mind  that  a  very 
firm  hydrocele  tumor  with  thick  walls  may  be  mistaken  for  syphilitic 
sarcocele,  and  that  cystic  sarcoma,  villous  cancer,  and  carcinoma,  and 
exceptionally  tuberculosis  of  the  testis,  may  exist  in  the  shape  of 
smooth,  round,  ovoid,  and  pear-shaped  swellings,  which,  at  the  period 
of  development  and  before  degenerative  changes  have  taken  place,  may 
in  every  particular  resemble  the  syphilitic  testicle. 

Localized  nodular  gummatous  infiltration  may  be  mistaken  for  tuber- 
culosis. In  many  cases  of  syphilis  no  history  can  be  obtained,  and  in 
cases  of  malignant  disease  it  also  may  be  absent.  It  is  well,  therefore, 
in  all  cases  of  chronically  enlarged  testis  where  the  history  is  doubtful, 
to  cause  the  patient  to  undergo  a  carefully  watched  but  sufficiently  vig- 
orous local  and  general  antisyphilitic  treatment.  If  syphilis  exists, 
improvement  will  soon  be  noted,  and  in  most  cases  a  brilliant  cure  will 
be  obtained.  When,  after  a  thorough  tentative  antisyphilitic  treat- 
ment, the  testicular  swelling  remains  uninfluenced  or  increases  in  size, 
the  surgeon  may  quite  confidently  conclude  that  the  case  is  one  of 
malignant  disease  or  of  tuberculosis.  In  malignant  disease  there  is 
no  enlargement  of  the  inguinal  ganglia  until  the  process  has  extended 
to  the  scrotum,  and  in  late  syphilis  the  condition  is  similar.  In  many 
cases  of  syphilitic  sarcocele  there  is  no  evidence  of  ill-health,  which 
will  generally  be  noted  in  the  other  classes  of  cases  just  mentioned. 

We  have  no  precise  knowledge  of  the  effects  of  syphilis  upon  the 
prostate,  seminal   vesicles,  and  bladder. 

Treatment. — This  should  be  actively  pushed.  Iodide  of  potassium 
in  large  doses  or  the  mixed  treatment  may  be  given  internally.  Locally 
the  organ  should  be  enveloped  in  lint  copiously  smeared  with  mercurial 
ointment  and  supported  by  a  snug  suspensory  bandage. 
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SYPHILITIC  DEGENERATION  OF  BLOODVESSELS, 


ANEUEYSM, 

Within  the  jwist  twenty  years  the  conviction  has  been  growing  iH 
the  medical  mind  that  syphilij>  is  an  active  and  frequent  factor  in  the 
production  of  aneurysm.  This  view,  at  first  based  on  clinical  ohser»j 
vation,s,  has  since  been  cnnfinnetl  by  tlie  results  of  niicroscopicnl  studies,! 
With  the  expansion  of  our  knowledge  of  the  pathology  of  gyphilis  the 
flict  thai  this  infection  during  its  whole  course  largely  attacks  the 
bloodvessels  has  called  particular  attention  to  it  as  a  primary  cnusi-  uf 
aneurysm. 

The  aorta  h  the  vessel  most  frequently  attacked  ;  but  the  radial,  tem- 
poral, cerebral,  and  popliteal  arteries  are  also  frequently  in  vol  veil. 

Mauy  cases  have  been  rept>rted  iu  which,  uudoubtedly,  sypliiHs  was 
the  etiological  factor.  Then,  again,  there  are  cases  on  record  in  which 
it  is  difticult  to  eliminate  the  influence  of  trauma,  gout,  rheumatism, 
lead-poisoning,  alcoholism,  and  arteriosclerosis.  In  some  cases  there 
can  be  no  doubt  that  several  factors,  including  syphilis,  were  the  under- 
lying cause  of  the  arterial  degeneration. 

In  consitlering  tlie  influence  of  syphilis  in  the  causation  of  aneurysm 
it  is  not  only  necessary  to  bear  in  mind  the  factors  mentioned,  but  also 
the  conditions  of  life  of  the  patients.  In  soldiers  there  is  an  enforcid 
constriction  of  the  chest  which  may  predispose  to  aortic  degeneration. 
In  other  walks  of  life  a  man's  duties  may  require  him  to  assume  posi- 
tions which  may  react  ujion  the  vessels  of  the  chest. 

It  is  necessary  to  remember  that  aneur}'smal  degeneration  is  usually 
of  late  development,  although  it  may  occur  early  and  during  the 
secondary  period. 

PHLEBITIS. 

The  veins  are  attacked  by  syphilis  in  much  the  same  way  that  the 
arteries  are,  in  both  the  secondary  and   tertiary  stages. 

One  or  many  veins  may  be  attacked  simultaneously  or  in  succession. 

The  lesion  consists  of  phlebitis  or  periphlebitis,  and  cases  are  on 
record  in  which  the  saphenous,  crural,  cephalic,  and  basilic  veins  wi 
attacked.     The  large  veins  of  the  extremities,  particularly  the  legs,  awj 
in  some  instances  involved. 
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The  vessel  is  found  to  be  much  swollen,  firm,  and  cord-like.  It  may 
be  the  seat  of  slight  pain,  and  rarely  there  are  symptoms  of  acute 
inflammation.  In  many  cases  only  a  few  inches  of  the  vein  are  in- 
volved, but  the  whole  continuity  of  the  vessel  may  be  attacked. 

aANaRENE  AND  aANaRENOUS   X7L0EBS. 

In  some  cases  of  syphilis,  as  a  result  of  the  changes  in  the  coats  of 
arteries  and  veins,  gangrene  is  produced,  and  portions  of  the  integu- 
ment and  of  the  extremities  are  destroyed. 

Until  within  recent  years  all  ulcerations  occurring  in  syphilitic  sub- 
jects were  regarded  as  evidences  of  the  breaking  down  of  specific 
infiltrations.  To-day  we  clearly  recognize  the  fact  that  spontaneous 
gangrene  of  the  skin  and  its  resulting  ulcers  may  be  due  to  syphilitic 
arteritis  or  to  endarteritis  obliterans. 

This  degenerative  condition  usually  begins  in  individuals  of  poor 
nutrition,  in  thbse  who  are  debilitated  in  consequence  of  bad  regimen 
or  excesses,  and  in  subjects  who  have  not  been  properly  treated  and 
who  live  in  squalor. 

The  first  evidence  of  syphilitic  cutaneous  gangrene  is  a  mottling, 
with  perhaps  some  scaling  of  the  skin.  The  color  changes  to  a 
greenish-brown,  and  finally  becomes  blackish-brown.  In  some  cases 
the  resulting  eschar  is  soft  and  succulent ;  in  others  it  is  tough,  dry, 
and  withered.  Very  soon  separation  occurs  at  the  base  and  the  periph- 
ery of  the  lesion,  and  in  a  few  days  or  a  week  or  two  the  slough 
falls  out,  and  a  deep  punched-out  ulcer  with  an  uneven,  anfractuous, 
and  dirty  surface  is  left.  The  surrounding  skin  may  be  red  and  oede- 
matous. 

In  some  cases  there  is  local  pain ;  in  others  want  of  sensibility  and 
coldness  of  the  parts  are  complained  of. 

The  vessels  of  the  extremities  are  the  ones  most  commonly  attacked. 

Several  cases  have  been  published  in  which  symmetrical  gangrene 
of  the  fingers  (the  so-called  "  Raynaud's  disease  ")  has  been  observed 
in  syphilitic  subjects. 


CHAPTER   XLVIL 


SYPHILITIC  AFFECT:'I0NS  of  the  nervous  SYSTF3L 

SvpiiiLiTir  ntTvniis  uffections  may  im  develii[Mjd  as  early  a.s  the  sixth 
nirmtli  iind  ii^  late  ils  thc^  tweiuirtli  year  nfter  iiiftrtioii.  They  are  seen 
more  frequently  in  nion  than  in  \Vi>mi'ii,  ami  are  must  eonunon  between 
the  ages  oi'  twenty  and  Thirty,  ginn>ly  l>eeause  syphilis  is  most  likely  to 
be  contraeted  at  this  period  of  life. 

Syphilis  does  not  primarily  attack  tlie  cells  of  tlie  nervous  system, 
but  begins  in  the  vessels  and  eonneetive  tissues  of  tliese  structures. 
The  brain  is  more  frequently  attacked  than  the  spinal  cord.  Our 
knowledge  of  the  elfect  of  syphilid?  u^jou  the  cerebellum  is  as  yet  rather 
limited. 

The  prominence  and  constancy  of  some  of  the  nervous  disorders 
of  syphilis  enable  us  to  recognize  tlieni  as  distinct  aflections — namely, 
subacute  meningitis,  hemiplegia,  epilepsy,  paraplegia,  and  aphasia,  and 
certain  others  of  minor  importance. 

PREDISPOSING  CAUSES  OP  SYPHILIS  OP  THE  NERVOUS 

SYSTEM. 

Nervous  symptoms  are  especially  likely  U)  appear  in  {>ersons  of  a 
neurotic  or  neuropathic  constitution,  which  may  be  hereditar)'  or 
acquired,  Cliorea,  migraine,  apoplexy,  melancholy,  and  neuralgia  are 
common  features  in  the  family  history  of  sueli  individuals.  Those  who 
have  previously  had  .<ome  simple  nervous  atfect ion  are  particularly  liable^ 
when  iufeetcHl  by  syphilis,  to  the  development  of  specific  nervous  symp- 
toms. Protracted  mental  anxiety  and  stniin,  depressing  emotions,  f^xual 
excesses,  the  abu^^e  of  alctjhol  and  of  narcotics^  have  been  known  to  act 
as  predisposing  causes.  Of  diseases,  those  accompanied  or  followed  by 
cerebral  congestion,  also  malaria  and  other  conditioiis  producing  cucbeiLia, 
may  act  indirectly.  Sunstroke  and  injuries  of  the  skull  may  be  in- 
eluded,  as  well  as  the  gouty  diathesis,  particularly  in  elderly  persons 
and  in  those  in  whom  gouty  cerebral  symptoms  have  l>een  prominent. 

The  inadequacy  or  the  absence  of  treatment  in  relation  to  the  invasion 
of  the  nerve-centres  by  syphilis  should  be  observed.  In  reatliog  the 
histiiries  of  cases  thus  far  reported  it  is  found  that  in  many  no  treat- 
ment at  all  had  been  attempted,  in  some  the  treatment  had  been  insuf* 
ficient,  while  in  very  few  had  it  been  e^irried  on  vigorously. 

The  nervous   phenomena  of  syphilis  generally  originate  in  lesions 
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developed  in  one  or  more  of  the  following  structures  :  the  cranial  bones 
and  vertebrae,  the  dura  mater,  the  arachnoid  and  pia  mater,  the  brain 
and  cord,  the  arteries,  the  nerves. 

The  Bones. 

Any  lesion  seated  on  the  inner  surface  of  the  cranium  or  vertebrae 
may  excite  inflammation  of  the  membranes,  and  may  finally  lead  to 
morbid  changes  in  the  brain  itself  and  in  the  spinal  cord.  The  most 
frequent  lesions  are  nodes,  exostoses,  caries,  and  necrosis. 

The  Dora  Mater. 

The  dura  mater,  being  a  fibrous  membrane,  is  peculiarly  susceptible 
to  the  syphilitic  poison.  The  changes,  which  usually  consist  of  thick- 
ening due  to  increased  cell-growth,  roughening  of  the  inner  surface  of 
the  membrane,  and  abdominal  vascularity,  are  generally  not  striking. 
In  some  cases  the  membrane  has  a  brownish-red  color  and  gelatinous 
appearance,  but  its  structure  remains  firm. 

The  extent  of  the  tissue  involved  and  the  amount  of  thickening 
vary,  but  are  generally  considerable. 

The  dura  mater  may  be  exclusively  afiected,  or  the  disease  may 
invade  the  inner  table  of  the  skull  and  the  arachnoid,  or  the  dura  mater 
may  be  secondarily  afiected  by  processes  beginning  in  the  arachnoid  and 
pia  mater.  In  the  case  of  nodes  of  the  inner  table  the  dura  mater  is 
found  thickened  and  abnormally  adherent. 

The  syphiloma  may  form  a  circumscribed  tumor  or  may  be  difiiised 
over  a  large  area. 

The  portion  of  the  membranes  enveloping  the  brain  is  more  often 
involved  than  that  covering  other  parts.     There  may  be  but  one  focus* 
of  disease  or  several  ;  in  the  latter  case  they  are,  as  a  rule,  unsymmetrical. 

Syphiloniata  of  the  spinal  dura  mater  have  an  origin  and  pursue  a 
course  similar  to  those  of  the  cerebral. 

The  Arachnoid  and  Pia  Mater. 

In  simple  hypernemia  of  the  pia  mater  the  arachnoid  may  not  be 
involved,  hut  when  the  process  advances  to  cell-proliferation  it  is  impos- 
sible to  demonstrate  a  line  of  demarcation  between  the  two  membranes. 

In  most  cases  the  lesions  of  these  menihranes  consists  of  congestion 
and  visible  enlargement  of  the  vessels,  followed  by  increase  of  connective 
tissue  and  conseciuent  thickening ;  but  sometimes  gummatous  infiltration 
supervenes,  constituting  a  gummous  meningitis. 

More  or  less  iih»r\tra  ii>  the  subjacent  nervous  tissue  always  follows, 
and  the  '  dura  mater  and  the  oninial  bones. 

Tl  ent  sy]>hilitic  nervous  lesSssvjw.    X^.'>s» 
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found  ill  single  or  multiple  patches,  distinctly  circumscribed,  of  round 
or  oval  shape,  and  of  variuuis  sizes. 

When  multiple,  the  patches  art;  scattered  irregularly,  most  frequently 
at  the  base,  in  the  auteriur  and  middle  fussa%  less  frequently  on  the  con- 
vexity of  tlie  liraiu,  seldom  on  the  cord  and  medulla,  and  except ionallv 
on  the  cerebellum. 

The  Braitt  and  Cord, 

The  changes  in  the  brain  and  cord  are  always  secondary  to  lesions 
of  the  bones,  of  the  meninges,  c»r  of  the  vessels »  and  consist  of  two 
kinds  of  softening,  the  red  and  the  white,  which  arc  similar  to  these 
lesions  when  non-specific- 

The  softening  is  likely  to  be  more  siq>erficial  when  the  lesion  begins 
in  the  meninges  than  wheti  it  originates  in  the  bones. 

A  primary  vascular  h'sinn  ou  the  basal  siniace  will  pnjduce  much 
more  serious  and  extensive  structural  ehange  in  the  brain  than  one  at 
tlie  vortex,  for  the  reason  that  in  the  latter  sitnutiim  the  vessels  anasto- 
mose* freely,  whereas  in  the  furmer  eacli  vessel  is  distributed  to  a  region 
which  has  no  other  source  of  nutrition. 

The  Arteries, 

The  changes  which  syphilis  prudnces  in  the  vessels  have  been 
descrilied  (see  page  49(J  et  aeq,)^ 

The  arteries  most  frequently  involved  are  ihe  large  vessels  at  the 
base  of  the  brain,  and,  fur  reasons  already  given,  the  danger  lo  an  ex- 
tensive ijortiou  fd'  the  cerebral  mass  from  defeetive  nutrition  is  much 
greater  than  in  disease  of  arteries  distribnted  to  the  convt^xity. 

The  morbid  change  is  rarely  eojifined  to  a  segment  of  the  artery,  but 
usually  involves  its  entire  circumference,  and  genemlly  from  an  inch  (o 
an  ineh  and  a  half  of  its  coiiti unity.  Several  vessels  may  be  involved 
in  ditlerent  stages  of  the  lesinn  or  only  one  may  l>e  atfected. 

In  advanced  stages  of  the  morbid  proeess  the  vessel  is  found  U*  l>e 
thickened,  rigid,  and  slightly  compressible,  and  may  even  have  a  nmlu- 
latetl  appi*aranee,  due  toexeessive  eellular  develojiment  and  invasion  of 
the  outer  limics  at  certain  points.  A  tliiekeued  artery  of  snuill  size  may 
present  several  rounded  exfiansiuns  within  the  limit  of  an  inch, 

Tte  Nerves, 

The  cercbroftjfnnal  nerves  may  be  involved  in  the  various  affectionft 
of  the  meninges  ;  they  may  l>e  eneinOed  liy  gnnuny  tumors  ;  or  they  may 
be  compressed  by  swellings  of  the  bony  foramina.  The  resulting  symp- 
toms are  amesthesia,  hypenesthesia,  analgesia,  neoralgia,  paralysis^  or 
disturbances  of  the  special  senses. 
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Syphilitic  lesions  being  most  frequent  in  the  neighborhood  of  the 
interpeduncular  space,  the  nerves  near  this  region  are  most  commonly 
involved.  The  third  pair  are  perhaps  most  often  affected,  the  first, 
second,  fourth,  and  sixth  quite  frequently,  while  syphilitic  changes  of 
the  seventh  pair,  or  facial  nerves,  are  rather  exceptional. 

We  know,  as  yet,  little  of  the  morbid  changes  caused  by  syphilis  in 
the  peripheral  nerves,  but  certain  clinical  facts  indicate  that  neuritis  and 
multiple  neuritis  occur  in  the  course  of  syphilis,  as  they  do  in  that  of 
other  infectious  diseases. 

The  sympathetic  nerves  may  undergo  two  varieties  of  change — one 
affecting  the  nerve-cells  and  characterized  by  pigmentary  and  colloid 
degeneration ;  the  other  consisting  of  a  connective-tissue  proliferation. 

S7PHILITI0  TUMORS  OF  THE  NERVOUS  SYSTEM. 

Two  forms  of  syphiloma,  or  syphilitic  tumor,  are  found  in  the  cranio- 
vertebral  cavity  which  differ  widely  in  gross  appearances,  but  are  com- 
posed of  similar  structural  elements.  These  tumors  are  usually  con- 
nected with  the  cerebrum ;  they  have  rarely  been  found  in  the  medulla 
oblongata  or  in  the  cord,  but  chiefly  on  the  inferior  surface  of  the 
brain,  in  the  region  of  the  fissure  of  Sylvius. 

These  tumors  vary  greatly  in  number  and  in  size ;  there  may  be  a 
single  one  or  the  surface  of  the  hemisphere  may  be  studded  with  large 
numbers  of  them,  resembling  the  condition  in  miliary  tuberculosis  ;  they 
may  be  of  the  size  of  a  pea  or  of  a  small  walnut.  They  are  usually 
round  or  oval,  but  in  some  situations  they  become  flattened. 

HEMIPLEaiA. 

One  of  the  most  frequent  phenomena  of  cerebral  syphilis  is  hemi- 
plegia, which  may  occur  as  early  as  the  third  month  or  as  late  as  twenty 
years  after  infection.  The  interference  with  the  motor  function  may  be 
slight  or  there  may  be  complete  loss  of  power.  It  is  generally  preceded 
by  a  stage  in  which  a  prominent  symptom  is  localized  headache,  often 
associated  with  many  of  the  other  symptoms  already  mentioned,  such  as 
mental  disturbance,  hebetude,  vertigo,  and  convulsions,  which  are  often 
immediately  followed  by  the  paralytic  stroke. 

In  some  cases  muscular  spasm,  a  form  of  preparalytic  chorea,  has 
been  observed  in  the  limbs  afterward  paralyzed.  For  instance,  the  arm 
may  be  jerked  in  various  directions,  or  the  patient  may  find  it  impossible 
to  place  the  foot  firmly  on  the  ground,  the  leg  being  jerked  suddenly 
from  under  him  when  he  attempts  to  stand.  In  other  cases  darting 
pains  are  felt  in  the  leg  or  arms,  or  constant  neuralgic  pain  may  exist 
in  some  part  of  the  limb,  or  there  may  be  numbness  or  tingling  in  the 
hands  and  feet,  with  areas  of  hypersesthesia  or  ansesthesia. 
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Id  cases  of  gradual  invasion  total  paralysis  **eklotii  ficcurs*  The 
patient  first  notices  that  he  is  losing  strength,  perhaps  in  his  fingers,  so 
that  he  finds  himself  unable  to  button  his  clothing  or  to  hold  a  pen 
firmly.  This  condition  may  continue  until  paralysis  comes  on,  or  it  may 
be  intermittent,  the  normal  strength  returning  at  intervals.  When  the 
leg  is  thus  af!'ect€d  the  patient  naturally  has  more  or  less  difficulty  ia 
walking.  Complete  hemiplegia  may  come  on  in  this  gradual  manner, 
but  ts  generally  sudden  in  onset.  Sometimes  the  leg  is  affected  several 
hours  before  power  is  lost  in  the  arm.  The  reverse,  however,  is  infre- 
quent. Patients  are  usually  attacked  with  hemiplegia  when  engaged  in 
some  act  of  muscular  eflbrt,  such  as  pulling  on  tlie  boots,  walking 
briskly,  reaching  for  some  object,  or  on  the  jxiint  of  shooting  at  game. 
On  the  contrary,  the  attack  may  happen  during  the  night,  and  the 
patient  he  unable  to  rise   from   bed  in  the  morning. 

The  course  and  duration  of  hemiplegia  vary  greatly.  When  partial 
the  paralysis  may  gradually  improve,  and  even  disappear  spontaneously 
in  a  few  days  ;  or,  as  in»provement  takes  place,  the  opposite  side  may 
be  similarly  affected,  followed  by  recurrence  of  the  paralysis  on  the 
side  first  involved.  These  cases  are  accompanied  by  excessive  mental 
impairment,  and,  as  a  rule,  have  an  early  tatal  termination.  Syphilitic 
hemiplegia  is  caused  by  lesions  of  the  arteries,  and  in  cases  of  the 
latter  class  the  vessels  of  both  sides  of  the  brain  are  implicated. 

Disturbance  of  general  sensation  is  usually  limited,  but  instances  of 
slight  loss  of  motor  power,  with  complete  loss  of  the  sensory  function, 
have  been  ni^ported.  In  exceptional  cases  there  may  be  total  loss  of 
both  motion  and  sensation. 

A  great  variety  of  phenomena,  depending  upon  the  extent  and  situa- 
tion of  the  lesions,  may  accompany  syphilitic  hemiplegia,  such  as  paral- 
ysis of  various  nerves,  aphasia,  mydriasis,  optic  neuritis,  and  epilepsy. 
Mental  depression  seems  to  be  constant,  and  most  patients  either  display 
a  condition  of  complete  liebetude  or  are  excessively  emotional. 

Though  early  and  energetic  treatment  may  accomplish  the  relief  and 
even  the  cure  of  liemiplegia,  the  prognosis  is  greatly  influenced  by  the 
age  and  extent  of  the  lesion.  The  arteries  arising  from  the  circle  of 
Willis  supply  the  most  important  regions  of  the  brain,  and  are  most  tVe- 
quently  aflbcted  by  syphilis;  obviously  if  but  one  artery  is  involved  the 
prognosis  is  more  favorable  than  if  many  are  attacked.  The  number 
and  gravity  of  the  symptoms  will  usually  give  an  itlea  of  the  extent 
of  the  lesion.  In  a  simple  case  of  hemiplegia  proI)ably  only  one  or  two 
vessels  are  affected,  and  complete  reco%*ery  may  take  place;  but  when 
other  symptoms  indicative  of  extensive  disorganization  of  the  brain  are 
present  the  prognosis  is  less  favorable.  As  a  rule,  perfect  health  is  in 
DO  case  restored,  although  the  patient  may  present  no  eonspicuoits  ill- 
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ness.     We  may  say,  however,  tbat  the  prognosis  in  syphilitic  hemi- 
plegia is  better  than  in  the  simple  form. 

Diagnosis. — Syphilitic  hemiplegia  usually  occurs  much  earlier  in 
life  than  the  simple  variety,  which  is  not  commonly  seen  before  the  age 
of  forty  yeara.  It  should  be  remembered^  therefnrej  that  syphilis  is 
the  cause  of  most  of  the  oases  of  hemiplegia  in  the  young  ami  middle- 
aged.  The  fact  that  a  patient  rarely  loses  consciousness  when  attacked 
by  syphilitic  hemiplegia  is  an  additional  diagnostic  point  of  importance. 

EPILEPSY. 

This  is  of  frequent  occurrence  in  cerebml  syphilis,  and,  like  non- 
specific epilepsy,  presents  two  forms,  the  grand  mal  and  the  petit  mul. 
Headache,  increasing  in  severity ^  always  precedes  an  attack.  The 
symptoms  of  the  severe  form  are  similar  to  those  of  the  non-specific 
variety,  consi.^ting  of  sudden  loss  of  consciousness,  tonic  followed  by 
clonic  spasms,  facial  distortion,  foaming  at  the  mouth,  and  stertorous 
respiration.  According  to  some  authors,  the  epileptic  aura  and  cry 
are  absent.  Such  convulsions  occur  at  intervals,  and  frequently 
with  regularity  every  ten  days  or  once  a  month.  Instances  of  their 
regular  occurrence  in  the  evening  and  at  night  have  been  rej>orted; 
but,  as  a  rule,  they  come  on  at  no  definite  time.  In  some  eases  con- 
sciousness returns  in  a  few  minutes ;  in  others  the  patient  remains  in 
a  stupid  condition  for  hours^  and  may  not  be  fully  restored  for  several 
days.  After  the  seizure  the  headache  may  be  much  less  severe  for 
a  time,  but  unless  treatnient  is  adopted  its  intensity  soon  returns. 

The  course  of  syphihtie  epilepsy  is  uncertiiin,  and  may  be  greatly 
mmlified  by  treatment. 

When  convulsions  follow  a  long  prmlromal  stage  in  which  symptoms 
of  mental  disturbance  have  been  particularly  severe,  the  prognosis 
is  rather  unfavorable  ;  cases  in  which  they  follow  a  short  period  of 
headache  generally  yield  to  proper  treatment.  Tonic  spasms  may  pre- 
cede or  follow  an  attack  of  hemiplegia,  and  are  often  seen  in  connection 
with  permanent  or  intermittent  aphasia.  They  are  generally  caused 
by  pachymeningitis,  though  probably  in  some  cases,  as  claimed  by 
Jackson,  irritation  from  a  guninia  is  the  exciting  cause. 

The  inter\'als  of  syphilitic  epilepsy,  unlike  those  of  apparent  health 
in  the  simple  form,  are  marked  by  symptoms  of  mental  disturbance, 
which  tend  to  increase,  and  may  end   in  dementia. 

The  mild  form,  called  by  Charcot  partial  syphilitic  epilepsy,  may 
exist  independently  or  combined  with  the  severe  form.  The  paroxysm 
may  begin  either  with  a  twitching  of  one  side  of  the  face;  a  turning  of 
the  tongue  to  one  side  ;  a  tendency  «n  the  part  of  the  jwitient  to  whirl 
around;  extreme  giddiness;  general    trembling,  or  great  weaUnsi»i»  'i:?^ 
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rranips  of  the  extremities,  which  is  followed  by  loss  of  consciousoe&s 
and  a  eonvulsion  consisting  either  of  sliglit  muscular  tremor  or  of  gen- 
eral tonic  spasm.  The  seizure  may  be  limited  to  a  single  lin^b  or  to  one 
side  of  the  body,  and  in  some  crises  only  amounts  to  slight  rigidity. 
The  severity  and  length  of  the  attiick  are  much  less  than  in  the 
grand  imiL 

Fre*juently  there  is  no  eonvulsion,  but  the  patient^  while  talk- 
ing (jr  perf\irniiug  any  act,  becomes  unconscious  and  is  seen  to  t^tare 
vacantly.  If  sitting,  he  becomes  motionless;  if  walking,  he  does  not 
fiiH,  but  proceeds  in  an  aimless  manner  ;  and  if  in  the  midst  of  con- 
versation, he  suddenly  becomes  obtuse  and  fails  to  comprubeud  questions 
addressed  to  him.  While  in  this  condition,  which  may  last  only  a 
few  sccoikIs  or  as  long  as  twenty  rniuntes,  lie  may  perform  rational 
acts,  such  as  paying  properly  for  a  purchased  article,  or  lie  may  even 
walk  without  staggering,  and  wlien  his  senses  are  restored  he  may  recall 
indistinctly  or  not  at  all  what  be  lias  said  or  done. 

The  diagnostic  points  of  syphilitic  epilepsy  are — 1,  the  history  of 
the  patient  ;  2,  the  paroxysmal  headache  ;  3,  the  frequency  of  mental 
disturbance ;  4,  the  frcqiitnt  coexistence  td'  optic  neuritis,  hemiplegia, 
aphasia,  and  paralyses  of  varimis  nerves ;  5,  the  age  of  the  patient :  *j. 
tlie  result  of  treatment. 

Simple  epih'psy  is  usually  develojied  before  puberty,  whereas  that 
caused  by  syjihilis  generally  occurs  between  tiie  ages  of  twenty  and 
thirty,  the  period  when  syphilis  is  most  frerpiently  contracted.  The 
former  is  either  uninfluenced  or  aggravated  by  iodide  of  potassium 
and  njcreurials,  whereas  the  influeuce  of  these  drugs  on  the  latter  is 
favorable  and  in  some  cases  curative. 

PARAPLEGIA. 

Though  the  sjunal  cord  is  attacked  by  syphilis  less  frequently  than 
the  brain,  at  least  one*half  the  cases  of  paraplegia  arc  of  syphilitic 
origin. 

The  symptoma  are  not  strongly  marked.  The  patient,  who  may 
suffer  froni  pain  in  the  back,  notices  slight  weakness  of  the  lower 
extremities,  and  may  also  complain  of  one  or  more  of  the  following 
symptoms:  darting  |mins  and  spasms  in  the  legs;  numbness,  tick- 
ling, or  aching  pains  in  the  feet ;  hypenesthesia,  ancesthesia,  dernuttalgia, 
and  formication.  Ix>ss  of  co-ordinating  power  may  be  observed.  There 
is  usually  progressive  weakness  in  the  expulsive  power  of  the  rectum 
and  bladder.  This  condition  may  remain  stationary  for  a  long  time  or 
it  may  improve  temporarily,  but  unless  treatment  is  adopted  complete 
pamlysis  of  both  legs  finally  ensues.  On  the  other  hand,  the  develop- 
ment  of  paraplegia  may  be  much  moi^  rapid. 
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General  sensation  mny  bo  preserved  sli)2:btly  imimirefl  or  whnlly  lost. 
Kxceptirnially  it  is  destroyed  while  the  mr>tor  funetion  remains  perfect. 
After  the  estahlislmient  of  complete  paralysis  there  may  t*e  sliort  inter- 
vals of  slightly  restored  pnver,  or  jerking  of  the  muscles  may  he  present, 

Paraph:gia  may  be  the  only  manifestation  of  sy}»hilis  existing  at  this 
time,  but  frequently  there  are  evi*lenees  of  lesions  in  the  brain,  such  as 
headache,  vertigo,  mental  impairment,  paralysis  of  one  or  more  cranial 
nerves,  purtieularly  those  supplying  the  muscles  of  the  eyes,  or  optic 
neuritis.  Mydriasis  has  also  been  observed*  Tlie  presence  of  any  of 
these  latter  symptoms  confirms  the  diagnosis  of  syphilis,  which  is  ordi- 
narily less  clear  in  this  than  in  other  nervous  affections  of  specific 
origin.  Careful  inquiry  into  the  histL»rv  and  age  of  the  patient  is  de- 
manded. Simple  idiopathic  j)araplcgia  generally  oc^eurs  later  in  life 
than  the  syphilitic  form;  and  the  latter,  like  all  specitic  nervous  at^'ec- 
tions,  is  greatly  influenced  and  frequently  cured  by  treat njent,  which 
should  l>e  adopted  early  in  all  cases,  even  in  those  of  doubtful  char- 
acter. 

The  prognosis,  unless  treatment  has  been  long  delayed,  is  favorable. 

The  causes  of  syphilitic  paraplegia  are  lesions  i»f  the  vertebne,  of 
the  spinal  meninges,  and  tumors,  which  by  pressure  on  the  cord  lead  to 
myelitis  and  softening. 

Cases  thus  far  observed  indicate  that  paraplegia  is  a  later  manifesta- 
ti<m  of  syphilis  than  hemiplegia  and  epilepsy,  though  probably  the 
lesions  which  cause  it  may  be  developed  a.s  esirly  as  within  the  first  year 
of  infection.  In  the  majority  of  recorded  cases  itjs  invasion  has  occurred 
after  the  sixth  year  of  infection.     It  may,  of  course,  occur  much  later, 

APHASIA. 

Various  disturbances  of  speech,  include^!  under  the  term  "aphasia," 
frequently  occur  in  the  course  of  syphilis  of  the  nervous  system.  These 
may  consist  merely  of  hesitation  in  s|ieakintf,  called  embm-ras  de  parole^ 
or  of  inability  to  remember  certain  words  in  writing  and  in  speaking, 
or  of  the  use  of  utterly  inappropriate  words  on  all  occasions. 

Syphilitic  aphasia  may  be  continuous  or  intermittent,  and  always 
accompanies  other  symptoms  which  determine  its  oriein,  since  it  pre- 
sents in  itself  no  diagnostic  features. 

The  prognosis  depends  to  a  great  extent  upon  the  early  adoption  of 
antisyphilitie  treatment 

LOCOMOTOE  ATAXIA. 

Investigations  made  within  recent  years  clearly  show  that  in  60  or 
70  per  cent,  of  cases  of  locomotor  ataxia  the  {)atientfi  had  suffered  more 
or  less  remotely  from  syphilid.     This  affection  is  due  to  connective- 
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tissue    increa.se   in    the    neuroglia,    wbieh    is    so  conimonly  caused  hy 
fiyphilis. 

The  syphilitic  form  of  this  disorder  is  similar  in  its  clinical   histor\-j 
to,  and  is  a?  rebellious  to  treatment  as^  the  hiniple  form. 


Th 
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CHOBEA. 


1  by  syphilis  are  irreg-iimr 


spasmodic  muscular  raovements  caiiseti 
and  occai^ioual,  and  never  constitute  true  chorea.  Preparalytic  chorea,  ^j 
characterized  by  spasmodic  contractions  without  loss  of  consciousness^  ^H 
preceding  an  attack  of  hemiplegia  or  paraplegia,  has  been  referrcnl  to  ;  ^^ 
similar  contractions  not  infretpiently  follow  these  paralyses,  and  the  ^J 
condition  is  then  called  post^jmralytic  chorea.  ^M 

The  spasms  vary  in  intensity  frora  a  mere  twitch  to  a  decided  con- 
vulsion, and  maybe  limited  to  an  arm,  or  may  at  the  same  time  inchidc 
the  face,  or  they  may  occur  unilaterally  in  the  arfu  and  the  leg.  They 
do  ntit,  as  a  rule,  become  general^  and  always  coexist  with  other  symp-  I 
toms  of  gniver  imiMirt. 

DEMENTIA. 

Syphilis  produces  a  morbid  mental  condition  which  consists  of  an 
association  of  intellectual j  sensory,  and  motor  disturbances,  evidenced 
by  numerous  and  complex  symptoms.  The  intellectual  disorder  is  io- 
dieated  by  cerebral  excitement  and  exaltation  of  i<leas  with  incoherence, 
and  by  gayness  of  spirits  alternating  with  hebetude,  together  with 
delirium  and  even  mania.  The  motor  disturbances  are  well  marked, 
and  consist  of  uncertain  movements  without  paralysis,  trembling,  and 
imperfect  prehensile  power  of  the  hands,  sudden  loss  of  equilibriunii 
imperfect  co-ordination,  staggering  gait,  and  hesitating  speech.  Besides 
these,  there  are  frequently  sj>ecial  affections,  such  as  trembling  of 
muscles  and  partial  paralysis,  ephemeral  or  persistent,  and  also  certain 
symptoms  of  cerebral  congestion  ;  of  the  latter  may  be  mentiom^d  a 
sense  of  weight  and  pain  in  the  head,  dizziness,  sudden  dazzling  sen- 
sations, vertigo,  and  various  impairments  of  sight  and  hearing  ;  to  these 
should  be  added  epileptic  and  epileptiform  convulsions  and  sudden 
seizures  of  an  apoplectic  character.  Of  course,  we  never  meet  with  all 
the  above  symptoms  in  combination,  but  in  all  eases  many  of  them  are 
associated. 

The  pecaliaritics  of  syphilitic  dementia  are  that  the  paralytic 
symptoms  predominate  ;  that  symptoms  appear  in  a  capricious  and 
irregular  manner,  fibrillary  contractitms  of  the  facial  and  lingual  muscles 
being  absent;  that  there  are  no  well-defined  exalt^in!  ideas;  and  that 
behind  all  there  is  a  syphilitic  cachexia. 

Treatment* — It  may  be  well  hereto  emphasize  the  point  that  in  the 
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treatment  of  syphilitic  nervous  affections,  particularly  those  occurring 
within  the  early  years  of  the  infection,  we  must  not  place  our  whole 
trust  in  the  iodide  of  potassium  and  ignore  mercury.  This  latter  agent 
is  sometimes  invaluable  in  these  cases.  By  its  use,  together  with  that 
of  the  iodide,  it  will  in  many  cases  not  be  necessary  to  give  the  latter 
drug  in  such  large  doses  as  has  sometimes  been  done.  Mercurial  oint- 
ment inunctions  and  hypodermic  injections  of  the  bichloride  of  mercury 
are  in  many  cases  of  signal  benefit.  Iodide  of  potassium  internally  and 
mercury  locally  applied  should  not  be  forgotten  in  brain,  medullary, 
and  neuritic  syphilis.  It  is  important  in  the  treatment  of  cases  of 
cerebral  syphilis  that  the  mercurial  ointment  should  be  rubbed,  if  pos- 
sible, upon  the  neck  or  upper  portions  of  the  body,  in  order  to  act  upon 
the  lymphatic  system  as  near  as  possible  to  the  brain.  With  care  and 
attention  to  the  local  reaction  which  the  inunctions  may  induce  (but  not 
necessarily),  the  region  of  the  neck,  and  even  the  scalp,  may  be  utilized 
for  sufficiently  long  periods  to  insure  amelioration  of  the  symptoms. 

Not  only  in  cases  of  syphilitic  meningeal  lesions,  but  also  in  those 
of  arterial  degeneration,  of  extensive  and  Ic^calized  paralyses,  epilepsy, 
dementia,  and  of  the  various  syphilitic  neuralgias,  will  this  combination 
treatment  prove  beneficial,  and  very  often  be  followed  by  the  most 
prompt  and  brilliant  results.  The  regional  use  of  the  inunctions  is,  in 
my  judgment,  a  great  aid  in  promptness  of  cure. 

The  early  onset  of  symptoms  referable  to  the  cerebrospinal  system  in 
many  instances  necessitates  the  early  use  of  the  iodide  of  potassium. 

Syphilitic  headaches  will  frequently  be  found  very  persistent  and 
rebellious  to  treatment  when  mercury  is  given  by  the  mouth.  In  some 
few  cases  calomel,  in  doses  of  ^  or  ^  grain  every  three  or  four  hours, 
may  prove  beneficial,  but  the  danger  of  salivation  is  always  to  be 
feared  if  its  use  is  prolonged.  Mercurial  inunctions  into  the  neck  and 
temples  will  usually  prove  very  beneficial,  and  synchronously  iodide  of 
potassium  in  increasing  doses  should  be  given. 

Iodide  of  potassium  may  be  taken  in  milk,  or  in  Vichy  water,  and  in 
cases  of  weak  stomach  may  be  combined  with  Fairchild's  essence  of 
pepsin,  and  also  with  bitter  tonics.  In  some  cases  a  dose  of  30  grains 
three  or  four  times  a  day  will  have  the  desired  effect.  In  obstinate 
cases,  however,  the  remedy  must  be  pushed  until  amelioration  in  the 
condition  is  produced  or  the  obstinacy  of  the  case  shows  that  such  dis- 
organization has  been  produced  by  the  syphilitic  process  that  further 
improvement  is  hopeless.  As  much  as  11  ounces  daily  have  been 
required  in  many  cases  to  produce  a    ure. 

Besides  the  treatment  here  outlined,  medication  directed  to  concomi- 
tant and  consecutive  symptoms  and  conditions  will  be  required,  and 
should  be  instituted  according  to  the  indications  presented. 
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No  statement  ctxn  lie  made  witli  mure  t^mpliasis  or  witli  n  greater 
foumliition  of  truth  than  that  the  proper  time  to  begin  systematic  medi- 
cation in  syphilis  is  the  date  at  wldeh  general  manifestations  show  them- 
selves. There  is  no  advantagt^  or  possiljle  benefit  lost  to  the  patient  br 
withholding  mercury  until  the  onset  of  the  second  stage,  nor  is  the 
patient  thereby  put  in  jeopardy,  present  or  future^  nor  are  his  ehaneej? 
for  ultimate  permanent  enre  in  any  way  impaired.  On  the  other  hand, 
syphilis  will  be  more  orderly  and  eon.>}nenously  more  amenable  to 
treatment,  and  his  physician  will  not  grope  in  the  dark,  and  will,  if  he 
promptly  attacks  the  disease  in  the  eoTiservative  biit  vigorons  manner 
suon  to  be  detailed,  \w  s[>ared  the  doiiht  and  uncertainty  oi"  mind 
which  are  the  inevitable  lot  of  those  who  treat  the  disease  prematurely. 
Then,  ag:iin,  when  a  patient  sees  eonvint^ing  proof  that  he  is  syphilitic 
he  usually  persists  in  following  treatment  until  he  is  pronounced  cured. 

The  date,  therefore  (as  a  general  rule),  at  w^hich  the  treatment  of 
sypiiilis  shonld  be  begun  is  that  at  wtjich  the  disease  gives  evidence  of 
the  general  infection  of  the  economy — namely,  as  soon  as  the  generalix^'d 
rash  appears,  together  with  the  other  manifold  symptoms  of  the  second- 
ary jK^riod.  Exeeptions  to  this  rule  sonieti rut's  present  tliemselves  t» 
cases  where  ehaaeres  interfere  with  the  function  of  iiajjortant  organs; 
wlien  their  continued  preserice  renders  oilier  persons  liable  to  infection; 
when  marital  relations  and  exigencies  render  the  removal  of  the  initial 
lesi(m  imperative;  or  when  syphilis  is  contracted  !n  the  early  weeks  of 
j>regnancy. 

If  the  patient  is  under  observation  during  the  course  of  the  chancre, 
much  can  be  done  for  him  in  advance  by  the  surgeon.  At  this  time 
he  c^n  be  prepared,  if  necessary,  for  the  coming  ordeal  by  a  prepara- 
tory' tonic  course ;  or,  if  there  are  indications  of  gnstro-intestinal  impair^ 
nient  or  debility,  measures  to  remedy  them  maybe  institnti^l.  Thc^n. 
again,  in  this  period,  if  there  are  very  much  swollen  lymphatics  or 
ganglia  (anil  they  will  be  found  in  association  with  the  chancre),  a  well- 
directed  external  regional  treatment  may  be  followed.  To  this  end 
plasters  of  mercurial  ointment  spread  upon  lint  may  be  used.  This 
regional  treatment  will  have  no  perceptible  effect  uixm  the  general 
development  of  the  infection.  At  this  time  also  the  condition  of  the 
970 
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mouth,  gums,  teeth,  and  pharynx  should  be  inquired  into,  and  these 
parts  should  be  put  as  nearly  as  possible  into  a  condition  of  health. 

Before  putting  a  patient  upon  general  antisyphilitic  treatment  it  is 
well  for  the  physician  to  place  before  him  certain  facts  as  to  his  condi- 
tion and  his  duties,  and  to  forecast  for  him,  as  far  as  possible  or  prudent, 
his  future  pathological  balance-sheet,  so  that  he  may  know  clearly  what 
he  has  to  do,  what  he  has  to  fear,  and  what  he  may  expect.  With  the 
onset  of  secondary  syphilis  a  most  important  and  eventful  epoch  in  the 
life  of  the  patient  begins,  and  much  can  be  done  for  him  by  a  little 
kindliness  and  common  sense.  The  physician  should  impress  upon 
the  patient  the  gravity  of  his  disease  and  prepare  him  for  the  ordeal 
which  is  in  store  for  him.  He  must  be  made  to  understand,  in  a 
gentle,  kindly  manner,  that  the  ensuing  two  years  at  least  are  the  most 
critically  momentous  ones  in  his  whole  life,  and  that  his  future  health 
and  happiness,  and  those  of  his  family,  depend  upon  his  care  of  himself 
during  this  trying  epoch.  It  is  cruel  and  unnecessary  to  paint  a  dismal 
and  lugubrious  picture  to  these  patients,  or  by  word  or  manner  to 
depress  or  discourage  them.  We  are  in  the  position,  as  a  result  of 
advanced  therapeutics,  to  speak  encouragingly  and  even  brightly  of 
their  future,  and  to  hold  out  to  them  the  assurance  that  the  ordeal  of 
treatment  will  not  be  irksome  or  painful,  and  that  a  cure  is  in  store 
for  them.  We  can  tell  our  patients  truthfully  that  two  or  two  and  a 
half  years  of  careful,  methodical,  watchful  treatment  will  be,  if  they  but 
conform  to  its  regulations,  sufiBciont  to  cure  them  of  their  disease.  As 
a  result  of  treatment  they  will  see  the  syphilitic  lesions  disappear  and 
fail  to  return,  they  will  enter  into  a  period  of  health  in  which  there  are 
no  signs  whatever  of  syphilis  about  them,  and  they  will  thus  remain 
and  will  possess  the  power  of  procreating  healthy  children.  The 
requirements  for  this  gratifying  state  and  for  this  future  immunity  are  a 
fairly  good  state  of  health  previous  to  infection,  docility  and  loyalty 
of  the  patient  to  his  physician,  and  a  treatment  begun  sufficiently  early 
and  carried  out  in  a  watchful,  thorough  manner.  This  is  the  tripod  upon 
which  his  future  happiness  rests.  In  the  treatment  of  syphilis  the  duties 
of  the  physician  and  patient  are  reciprocal.  While,  therefore,  in  the 
majority  of  cases,  particularly  those  of  the  intelligent  and  well-to-do 
classes,  we  are  warranted  in  giving  a  hopeful  and  satisfactory  prognosis, 
there  are  cases  in  which,  under  most  favorable  circumstances,  the 
progress  toward  cure  is  slow,  often  disappointing  and  halting,  and  at- 
tended with  much  discomfort,  debility,  and  illness.  But  even  in  these 
cases,  trying  and  often  discouraging  alike  to  the  patient  and  the  physi- 
cian, there  is  usually  no  necessity  for  doubt  or  despair,  since  with  the 
rich  therapeutic  armamentarium  at  our  command  we  are  enabled  to 
adapt  ourselves  to  urgent  necessities,  exigencies,  and  emergencies,  and 
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even  to  cope  with  formidable  cri.ses.  In  his  early  interviews  with  a 
syphilitic  patient  it  is  the  duty  of  the  physician  to  make  a  careful  study 

of  the  man,  to  acquaint  himself  with  his  temperament,  his  standard  of 
lieahh  ami  vilaUty^  his  power  of  resistance  to  disease  and  btxlily  strain 
— in  fact,  his  mental  and  physical  stamina,  modes  of  life,  tendencies, 
liahits,  and  snrroimdin||;s,  and  his  duties,  obligations,  cares,  and  respon- 
sibilities— since  from  snch  a  study  much  valuable  knowledge  is  gained. 

It  must  always  be  remembered  that  weakly,  cachectic  persons  of  poor 
fibre  ;  flabby  subjects  ;  those  who  may  be  classed  generally  as  under- 
weight individuals;  persons  with  very  liglit  and  sandy  complexion  ;  those 
stiflering  from  rheumatic,  gouty,  tuberculous,  neurotic,  malarious,  or 
other  adynamic  conditions  or  influences ;  those  having  visceral  disease 
of  any  kind  or  any  iJiherited  or  acquired  morbid  tendency  ;  and  particu- 
larly persons  aildicted  to  alcoholic  indulgences — are  liable  to  suffer 
more  or  less  severely  from  syphilis,  and  that  in  such  cases  the  prognosis 
is  less  favoral>le  and  a  longer  time  for  cure  may  be  required. 

Besides  its  s|>ecific  iK>isou,  syphilis  tends  in  many  cases  to  produce 
in  the  economy  antemia,  cachexia,  and  even  a  condition  of  marasmus. 
Though  there  are  some  patients  in  whom  it  does  not  produce  debility, 
ami  who  seem  as  well  as  they  ever  were,  we  must  always  he  on  the 
lookout  for  its  depressing  effects  upon  the  system.  Therefore  the 
first  rule  to  he  laid  down  in  the  treatment  of  syphilis  is  that  the 
hygiene,  regimen,  and  surroundings  of  the  patient  shall  be  made 
as  nearly  as  |>ossiblc  perfect.  Tlie  diet  must  be  simple,  ample,  and 
nourishing,  and  the  patient's  habits  as  to  eating,  drinking,  and 
sleeping  should  be  regular  and  systematic,  All  health-giving  sources 
of  recreation  and  exercise  slionld  lie  made  use  of,  iind  every  attention 
should  be  given  to  maintaining  the  health  and  vitality  of  the  patient  at 
as  high  a  plane  as  possible.  Therefore  patients  must  be  warned 
against  overtaxing  themselves  physically  or  mentally,  or  in  any  way 
putting  themselves  on  a  strain.  The  physician  should  always  be  watch- 
ful, particularly  in  the  troatmeut  of  patients  of  the  higher  classes,  about 
the  mental  wear  and  tear  to  which  so  many  are  liable.  In  such  cases 
syphilis  is  very  prone  to  produce  cerebral  and  mental  disturbances. 

While,  in  general,  abstinence  from  alcoholic  drinks  is  to  be  recom- 
mended for  syphilitic  patients,  it  is  always  well  to  exercise  wholesome 
cftmmon  sense  in  dealing  with  this  question.  Many  authors  go  to  an 
extrenu^  in  claiming  tliat  syphilitics  should  become  total  abstainers. 
The  ordeal  of  the  svpbilitie  is  not  as  a  rule  a  very  happy  one,  and  the  less 
we  surrounti  him  with  irritating  restrictions  the  more  d<:H2ilewiIl  he  be  in 
the  long  run  in  following  treatment.  Therefore  I  think  that  a  man 
v:\ui  by  habit  partakes  moderately  of  claret  or  burgundy  or  other  mild 
stimulant  at  his  chief  meal,  and  who  enjoys  it  and  is  seemingly  none 
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the  worse  fur  it,  should  not  generally  be  deprived  of  it.  Then,  again, 
there  are  patients  who  part^ike  in  moderation  of  ale  and  beer,  and  who 
are  to  their  thinking  benefited  thereby.  Provided  the&e  gtimulants  do 
not  disorder  the  stomach,  they  can  hardly  be  called  deleterious ;  there- 
fore their  use  should  not  be  abruptly  interdicted.  On  the  other  hand, 
indulgence  in  strong  alcoholic  drinks  and  champagnes  must  be  per- 
emptorily stopped.  Nothing  is  more  galling  to  patients,  according  to 
my  experience,  than  a  treadmill  treatment  which  surrounds  them  with 
all  sort^  of  restrictions  and  imposes  upon  them  blue-law  abstinence. 
The  plan  which  works  best  in  the  long  run  in  handling  syphilitics  is 
that  which,  compatible  with  their  well-being,  gives  them  most  latitude 
and  revolutionizes  their  hal)its  and  modes  of  life  as  little  as  possible* 
To  sum  up,  alcohol  should  only  be  used  by  syphilitic  patients  in  great 
moderation  and  under  conditions  which  tend  to  improve  their  strength 
and  digestion. 

It  is  almost  unnecessary  to  say  that  excessive  sexual  indulgence  are 
depressing  and  exhausting  and  that  they  are  to  be  avoided.  Very 
many  cases  of  cerebral  and  nervous  syphilis  have  their  origin  in  sex- 
ual excess,  and  many  men  have  become  infirm  or  have  perished  from 
such  overindulgence  while  sufFering  from  syphilis.  As  to  tobacoo^ 
we  can  hardly  speak  with  the  same  latitude  and  tolerance  as  we  can  of 
alcohol  in  syphiliR.  Smoking  and  chewing,  even  in  mild  indulgence, 
are  so  prone  to  induce  irritation  and  inflammation  of  the  mouth  and 
thnjat,  which  it  is  so  vitally  necessary  tu  keep  in  a  high  state  of  health, 
that  we  are  forced,  as  a  rule,  absolutely  to  prohibit  them.  It  requires, 
very  often,  considerable  moral  courage  to  deny  the  touching  appeal  of 
a  patient  to  be  allowed  one  or  two  cigars  a  day,  but  we  must  in  genera] 
stand  firm.  Still,  there  are  cases,  happily  for  them,  in  which,  despite 
syphilis  and  its  treatment,  irritation  of  the  mouth  and  throat  h  not 
proiluced,  and  such  patients  may  perhaps,  under  observation »  indulge 
their  favorite  habit.  Wherever  the  use  of  tobacco  produces  even  mild 
hypersemia  of  the  mouth  and  throat  it  should  be  strictly  forbidden. 

All  functional  derangements  or  affections  of  internal  organs — stom- 
ach, intestines,  liver,  spleen,  kidneys,  etc. — should  be  carefully  attended 
to.  Patients  prone  to  pulmonarj*  affections,  and  those  having  a  ten- 
dency to  rheumatism  and  gout,  should  be  warned  in  advance  to  observe 
great  care  in  the  avoidance  of  the  causes  which  are  liable  to  light 
up  or  develop  these  dormant  tendencies.  In  like  manner,  neuropathic 
subjects,  and  those  suffering  from  any  hereditary  or  acquired  cerebral 
or  nervous  trouble,  should  l>e  made  carefully  but  impressively  to  under- 
stand that  the  nervous  system  is  their  weak  part,  and  that  while  they 
are  in  the  grip  of  syphilis  they  must  be  more  than  ordinarily  careiUl 
not  to  overtax  it  nor  to  abuse  it. 
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It  is  very  important  that  the  changes  of  the  seasons  and  weather 
should  be  met  with  appropriate  clothing,  and  that  the  utmost  precau- 
tion should  be  taken  against  catching  cold. 

While  the  physician  should  thus  impress  the  patient  with  the  gravity 
of  his  condition,  he  should  also  constantly  hold  out  to  him  that 
most  consoling  hope,  that  he  will,  in  all  probability,  be  free  from 
his  disease.  While  some  patients  are  c^lm  and  sensible,  and  others 
light- hearted  and  indi  fie  rent  to  their  physical  condition,  others,  again — 
happily  not  many — show  a  tendency  to  worry,  fret,  and  solicitude,  or 
even  to  a  depression  of  spirits  and  melancholy  which  is  termed  syphilo- 
phobia — a  most  distressing  state  of  mind  both  for  the  patient  and  his 
physician.  Such  cases  should  be  treated  with  constant  eneouragenient 
and  kindness  mingled  with  firmness;  their  doubts  should  be  dispelled, 
their  fears  should  be  allayed,  and  bright  hopes  should  be  held  out  to 
them.  By  such  a  course  many  a  rough  spot  will  be  made  smooth,  and 
many  a  man  will  be  auspiciously  brought  through  his  syphilis  who 
otherwise  would  have  faltered  or  have  fallen  by  the  wayside. 

With  the  onset  of  the  generalized  manifestations  of  syphilis  at  the 
beginning  of  the  secondary  period  the  regular  methodical  treatment 
should  be  commenced.  At  this  time  and  at  short  intervals  thereafter  the 
patient  should  be  carefully  examined  as  to  the  condition  of  his  skin  and 
its  appendageSj  of  his  mouth  and  throat,  and  lymphatic  system  gener- 
ally. Taking  for  an  example  a  case  of  roseola  with  its  usual  concom- 
itants of  slight  fevefj  malaise,  and  perhaps  nocturnal  headaches  or 
rheumatoid  pains,  we  should  immediately  put  the  patient  upon  treat- 
ment by  the  mouth,  Later  on  the  inunction  method  may  be  em- 
ployed, but  as  a  rule  pills  are  quite  efiective,  particularly  in  the  very 
early  secondary  stage*  While  intelligent  patients  will  usually  submit 
willingly  to  inunction  treatment  later  on,  its  adoption  at  the  very 
outset  is  liable  to  be  irksome,  and  to  give  them  the  idea  that  they 
have  a  very  trying  and  unpleasant  ordeal  before  them.  Though  many 
preparations  of  mercury  are  employed,  my  preference  is  for  the  proto- 
iodide,  thymoloacetate,  and  tannate  when  the  drug  is  given  in  pill- 
form.  Calomel  and  blue  pill  are  usually  not  satisfactory  agents*  Cal- 
omel is  very  liable  to  salivate  promptly,  and  its  action  is  far  from  cer- 
tain ;  and  as  tij  blue  pill,  it  may  l>e  said  that  when  given  in  small  doses 
its  antisyphilitic  effect  is  very  feeble,  though  it  may  act  upon  the  liver, 
and  when  it  is  given  in  sufiicient  quantity  one  never  knows  how  eooQ 
severe  salivation  may  be  induced.  Bichloride  of  mercury  very  com- 
monly produces  pain  in  the  chest  and  bowels  and  gastro-intestinal  irri- 
tation. Then,  again,  its  action  cannot  be  relied  upon,  for  in  small  doses 
by  the  stomach  it  does  little  if  any  good,  and  in  large  doses  it  is  very 
irritating.     Its   action  when  used   hypodemjically    is,    however,    very 
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efiBcieiit  and  satisfactory,  and  its  local  action  in  the  form  of  lotions  and 
ointments  is  very  prompt  and  beneficial.  Within  recent  years  the  car- 
bolate,  salicylate,  alanilate,  and  other  preparations  of  mercury  have 
been  vaunted  as  possessing  marked  potentiality,  but  when  put  to  the 
test  they  are  found  to  possess  no  advantage  over  the  drugs  I  have 
named. 

Since  every  case  of  syphilis  is  a  law  unto  itself  as  to  the  amount 
of  mercury  which  will  be  required  for  its  cure,  we  can  only  state  the 
doses  approximately.  For  an  adult,  male  or  female,  a  quarter  or  a 
third  of  a  grain  of  the  protoiodide  may  be  given  at  a  dose,  of  which 
three  a  day  will  be  sufficient  Very  large  and  robust  persons  may 
require  one-half  of  a  grain  at  a  dose.  These  are  always  suitable  doses  to 
begin  with,  and  by  them  the  tolerance  of  the  drug  may  be  gauged  and 
its  remedial  action  estimated. 

In  the  early  secondary  stage  there  are  certain  conditions  favorable  to 
an  active  treatment — namely,  a  system  virgin  to  mercurial  action  and  a 
greater  susceptibility  of  the  lesions  to  the  action  of  mercury.  This^ 
then,  is  the  most  favorable  time  for  efficient  treatment,  and  it  is  the 
most  critical  (me  in  the  life  of  the  syphilitic,  for  if  the  disease  is 
actively  attacked  then  its  backbone  may  be  broken.  It  is  very  prob- 
able that  much  of  the  late  rebelliousness  and  malignity  of  syphilis  is^ 
due  to  the  fact  that  the  newly  formed  infecting  granulation-cells  and 
the  concomitant  subacute  inflammation  induce  in  organs  and  tissues^ 
particularly  delicate  ones,  structural  and  nutritive  changes  which  pre- 
dispose them  to  subsequent  low  grades  of  inflammation  and  cell- 
increase;  besides,  to  a  repetition  of  the  essential  syphilitic  process. 
Therefore  every  effi)rt  should  be  made  to  destroy  these  young  infectious 
cells,  and  to  remove  them  as  quickly  as  possible  from  the  parenchyma 
of  organs  and  tissues,  before  they  shall  have  had  time  to  induce  these 
subtle  and  dangerous  structural  changes.  In  proportion  as  a  system- 
atic and  vigorous  mercurial  course  is  entered  upon  late,  so  it  is  less 
effectual  in  its  action.  There  is  no  doubt  whatever  in  my  mind  that  a 
mercurial  treatment  covering  the  first  six  months  of  the  disease  is 
far  more  salutary  and  effective  than  a  course  extending  over  a  year  or 
more  instituted  later  on. 

It  is  important,  therefore,  that  the  initial  course  should  be  active 
and  prolonged,  and  in  attaining  this  end  the  case  must  be  carefully 
handled  and  watched.  As  a  rule,  the  physician  can  form  a  correct 
estimate  as  to  the  probable  effect  of  mercury  upon  his  patient  within  a 
week  or  ten  days.  In  most  cases  the  dose  of  the  protoiodide  may  be 
increased  within  a  few  days  to  one  grain  or  one  grain  and  a  half,  aP'* 
even  to  a  larger  quantity.  It  is  rarely  necessary  to  give  more 
three  grains  of  the  potoiodide  in  a  day,  and  most  cases  wiJl  '' 
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about  two  gniins,  or  even  IcsSp  The  taiinatc  of  mercury  is  a  very 
active  tlni^,  whii-h,  from  a  large  experieuce,  I  have  come  to  place  much 
confidence  rn.  It  it?  not  as  mild  as  has  been  claimed,  and  cannot  {as 
has  been  implied)  bn  used  with  impunity.  In  some  cases  it  causes 
gastro-intestinal  irritaticju  and  severe  salivation.  Its  initial  dose  is  half 
a  grain  taken  three  times  a  day. 

Iti  condiination  with  the  mercurial  prejKiratioji  we  may  employ  a 
ferruginous  or  hitter  toriie,  and  as  an  adjuvant  we  may  add  a  sedative 
agent  to  calm  the  intestinal  canal.  I  think  a  note  of  warning  shotild 
he  raist^I  against  tlie  combination  of  prejjarations  of  oj)ium  in  antisyph- 
iiitic  remedies.  There  is  really  no  need  tor  them,  and  much  harm  may 
l>e  done  by  their  continued  use  in  producing  an  habituation  to  the  drug, 
with  all  its  deleterious  effects  upon  the  nervous  system,  the  digestive 
organs,  and  the  tissiuss  generally.  We  can  never  determine  the  exact 
condition  of  a  patient  under  mercurial  treatment  who  is  also  under  tlie 
inHueuee  of  opium,  Asa  general  rule,  in  stomach  ingestion  mercury, 
if  cjirefully  given,  causes  little  trouble.  It  may  prmluee  diarrhcea  and 
colicky  ijains  f*>r  a  day  or  two,  which  a  little  essence  of  ginger  or  l>ej>- 
permint  will  relieve,  or  it  may  be  necessary  to  omit  one  or  two  more 
doses.  In  general,  if  patients  are  careful  about  their  fiHid  and  do  not 
take  too  much  fluid  into  their  stomachs,  the  mercurial  wil!  after  the  first 
disturbance  cause  no  irritation. 

Citrate  of  iron  and  quinine  as  a  tonic,  and  extract  of  liyoscyamus  a^ 
a  sedative,  nuiy  be  usetl  in  combination  witli  tlie  prutoiodide  in  pill- 
form.  In  a  genend  way  the  indi<*ations  for  the  treatment  of  the  sec- 
ondary stage  of  sypliilis,  in  the  first  six  nionths,  are  as  follows :  to 
administer  mercury  by  the  mouth  at  once,  and  thus  continue  for  three 
or  fiHir  weeks;  then  either  gradually  or  abrujitly  to  substitute  the 
inunction  method.  Having  found  that  inunctions  produce  a  gf>oil  eflect, 
they  should  1k^  continued  accord inij  to  tlie  indications  of  the  case.  Some 
jiatients  can  receive  with  benefit  and  no  discomfort  twenty  or  thirty  con- 
secutive daily  inunctions;  others  can  stand  only  one  such  rubbing  everj* 
second  or  third  day.  Tn  the  event  of  the  necessity  of  using  inunctions 
less  frequently  than  evtTy  day  or  every  second  day,  it  is  well  to  admin- 
ister mercury  by  the  mouth  in  the  intervals.  In  many  cases^  even  in 
early  syphilis,  it  is  often  wise  to  discontinue  either  the  pills  or  the 
inunctions  f(Kr  one  or  more  weeks,  during  wliich  time  the  combinatiana 
of  a  mercurial  salt  and  iodide  of  pt»tassium  kntiwn  as  the  mixed  treat- 
ment may  be  administered.     (See  page  680.) 

The  iodide  of  potassium  is  cerhiinly  very  eflieient  in  ridding  the 
system  of  the  toxins  produced  by  syphilis  ;  hence  its  use  in  alternation 
with  active  internal  mercuriahzation  in  the  first  six  months  of  syphilM 
is  urgently  called  fur. 
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In  some  cases  iodide  of  potassium  becomes  the  mainstay  of  treatment 
in  early  syphilis.  These  cases  are  those  in  which  there  is  early  develop- 
ment of  cerebral  symptoms — severe  headaches^  epilepsy,  hemiplegia, 
aphasia,  and  dementia.  The  early  supervention  of  osseous  and  articular 
lesions,  the  occurrence  of  epididymitis  or  orchitis,  precocious  affections 
of  the  ear  and  eye,  and  swelling  of  the  spleen  and  liver  should  all  be 
combated  with  a  combined  iodide  and  mercurial  treatment.  In  like 
manner,  the  precocious  development  of  cutaneous  gummata  and  gum- 
matous infiltration  into  mucous  membranes  (particularly  of  the  mouth 
and  pharynx)  indicates  the  necessity  of  local  mercurialization  when  prac- 
ticable and  the  internal  use  of  the  iodide  of  potassium.  In  some  cases 
of  rheumatoid  pains  and  early  rheumatism  it  may  be  necessary  to  use 
the  iodide  quite  early. 

The  criteria  which  indicate  that  treatment  is  efiBcient  should  be 
carefully  studied.  If  the  patient  looks  and  feels  well,  sleeps  soundly, 
eats  heartily,  holds  his  accustomed  weight,  and  is  mentally  and  phys- 
ically in  a  satisfactory  condition,  there  is  strong  evidence  that  he  is 
being  benefited.  But  we  must  further  assure  ourselves  that  the  lesions 
are  being  acted  upon.  The  indurated  nodule  must  have  wholly  disap- 
peared, the  lymphatic  engorgement  must  show  evident  signs  of  involu- 
tion, and  the  rash  must  have  faded.  The  throat  and  mouth  must  be 
inspected  very  often,  and  any  red  patches  or  ulcerative  lesions  should  be 
actively  treated.  In  like  manner  papular  and  pustular  lesions  in  hairy 
parts  should  be  treated  locally.  Painful  spots  and  swellings  upon  bones 
or  near  or  at  joints,  thickening  of  the  fasciae  and  subcutaneous  connective 
tissues,  should  receive  regional  treatment.  In  like  manner,  in  cases 
of  headaches,  neuralgias,  rheumatoid  pains  of  muscles,  eye  and  ear  affec- 
tions, affections  of  the  hairs  and  nails,  the  mercurial  medication  should 
be  brought  as  near  as  possible  to  the  morbid  area.  It  is  also  advisable 
to  watch  for  and  act  promptly  upon  red  scaling  patches  and  papules 
seated  upon  the  palms  and  the  soles,  since  they  are  very  persistent. 
Any  swellings  and  hyperplasise  about  the  mouth  or  face,  vulva,  anus, 
and  scrotum  should  receive  suitable  local  treatment. 

While  in  general  the  initial  course  of  treatment,  occupying  six 
months  if  possible,  should  consist  mainly  of  medication  by  the  mouth 
or  by  inunction,  the  physician  should  be  watchful  of  all  complications 
and  developments,  should  be  on  the  lookout  for  all  drawbacks  and 
dangers,  and  should  be  ever  prompt  and  ready  with  such  modifications 
of  treatment,  such  expedients,  and  such  reserve  measures  of  aid  as  the 
case  may  demand. 

In  most  cases  a  continuous  mercurial  course  of  six  months  may  be 
pursued  without  experiencing  any  serious  drawbacks  if  the  patient  be 
properly  watched.     There  may  be  periods  of  a  few  days  in  which  it 
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IS  necessary  to  siis]>end  medicine  and  either  leave  tlie  stomach  at  rest 
or  give  tonics.  But,  as  a  rule,  tliis  early  period  offers  a  golden 
opportunity.  It  h  our  duty  to  avail  ourselves  of  the  then  existing 
favorahle  condition  of  the  system  to  assimilate  niereury.  In  rare 
erases  mercury  taken  l>y  tlie  stomach  acts  as  a  general  depressant  and 
the  patient's  nutrition  is  imj>aired.  These  grave  drawbacks  and 
seeming  eontrain<lieations  may  \>e  promptly  dispelled  by  the  employ- 
ment id'  liyiMxhTmic  iujeetious  of  the  bichloride  of  mercury.  In  such 
cases  it  is  well  tti  begin  with  a  moderate  do&e,  and  then  work  upwartl 
as  fast  as  we  can. 

While  a  i>atient  is  undergoing  this  mercurial  course  he  should  have 
one  or  two  baths  each  week  on  going  to  bed,  in  order  to  produce 
dia[»horesis.  When  jiractieable  he  should  take  Turkisli  baths,  without 
the  cohi  plunge,  and  after  them  should  be  made  to  sweat  freely.  At 
the  seaside  cold  salt-water  baths  are  very  beneficial  and  an  oce4i«ional 
hot  sea- water  bath,  followed  by  packing  and  a  sw^eat,  is  a  valuable 
adjuvant  to  mercurial  treatment, 

lu  cases,  particularly  uncomplicated  ones,  well  treated  from  the 
beginning  there  are  usually  no  perceptible  secondary  or  tertiary  stages. 
The  secondary  stage  is  entered  upon,  the  disease  is  systematically  at- 
tacked, and,  excepting,  perhaps,  a  few  epbemenil  and  triHing  manifei^tn^ 
tions  u|>im  the  skin  or  mucnus  membrane  (and  they  are  largely  pro- 
duced by  extraneous  irritation,  friction,  coa}vtation  of  ]iarts,  w*ant  of 
cleanliness,  smoking,  etc),  he  or  she  sees  no  further  development  Still, 
some  cases  are  rebellious,  and  tax  our  resources  and  patience,  and  some 
— happily  few — <ro  Ijadly  from  the  start. 

Having  administered  etbcient  medication,  with  few  and  sliort  in- 
terrupt ions,  for  about  six  months,  it  is  safe  to  say  that  in  most  C4ise8, 
jjarticularly  uncomplicated  ones^  the  patient  will  be  well  on  his  way  to 
recovery. 

If  tlie  condition  of  the  patient  is  satisfactor}%  as  shown  by  the 
absence  of  all  lesions,  by  almost  entire  subsidence  of  the  lymphatic 
ganglia,  by  a  good  condition  of  his  nutrition  and  strength,  and  by  the 
absence  of  symptoms  pointing  to  nervous  depression  and  debility,  at  the 
end  of  six  months  he  may  have  a  rest,  the  moral  effect  of  which  will  be 
very  salutary.  Patients  veryiiftcn  weary  of  the  long-continued  dosing, 
and  in  the  interval  ttf  repose  tht^y  cease  to  consider  themselves  sick,  and 
have  an  opportunity  to  judge  of  their  condition  when  they  are  free  from 
the  effect  of  drugs.  Therefore,  a  month^s  cessation  of  medication  should 
be  granted,  and,  if  possible,  the  patient  should  go  to  the  seaside  or  the 
mountains  and  have  an  entirii  change  of  air  and  scene.  It  i?  not 
tjncommon,  however,  to  see  patients  who  do  not  desire  a  period  of 
freiKlom  from  niedieation,  but  persist  in  carrying  on  the  treatment. 
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On  resuming  the  treatment  my  preference  is  to  begin  a  systematic 
inunction  course.  In  cases  in  which  this  is  impracticable  or  for  any 
reason  contraindicated,  I  have  come  to  look  with  much  favor  upon 
a  combination  of  a  full  dose  of  mercury  with  a  small  dose  of  the 
iodide  of  potassium.  The  following  prescription  will  illustrate  my 
meaning : 

!^».  Hydrarg.  biniodidi,  gr.  ij  to  iv ; 

Potassii  iodidi,  3ss ; 

Tr.  cinchonae  comp.,  giiiss ; 

Aquae,  gss. — M. 

Sig.  One  teaspoonful  three  times  a  day,  an  hour  after  eating,  in  a 
wine-glassful  of  water. 

In  this  prescription  the  mercurial  is  the  efficient  agent,  and  the 
iodide  simply  serves  the  purpose  of  rendering  it  soluble.  When 
there  is  debility  the  fluid  extract  of  coca  may  be  added.  From  a 
wide  experience  I  have  convinced  myself  that  this  mixture  of  mercury 
and  iodide  of  potassium  is  remarkably  efficient  and  beneficial  after 
the  sixth  or  eighth  month  of  the  secondary  period,  particularly  in 
cases  which  have  been  previously  subjected  to  treatment.  This  combi- 
nation is  usually  well  borne  by  the  stomach  even  when  the  maximum 
quantity  of  the  biniodide  is  ordered.  But  great  care  must  be  observed 
in  its  administration,  and  if  gastro-intestinal  irritation  is  produced  the 
dose  must  be  made  smaller ;  and  if  a  depressing  effect  upon  the  general 
nutrition  or  upon  the  nervous  system  is  observed,  the  remedy  must  for 
a  time  be  suspended.  In  these  cases  rest  and  change  of  air  and  scene 
are  very  beneficial. 

The  second  course  of  treatment  may  be  kept  up,  with  or  without 
slight  interruptions,  for  three  or  four  months,  or  even  longer  if  the 
patient  shows  no  signs  of  deterioration  of  health  referable  to  the  treat- 
ment. During  tliis  second  course  inunctions  also  may  be  used,  with 
proper  intervals  of  rest,  or  fumigations  may  be  employed,  according 
to  the  indications  of  the  case.  There  may  be  reasons  which  render 
a  course  of  liypodermic  injections  of  sublimate  preferable.  In  this 
way  the  first  y(nir  passes,  during  which  the  j>atient  will  have  been 
"under  dosage  treatment  nine  or  ten  months. 

Toward  the  end  of  the  first  year,  if  not  before,  combinations  of 
mercury  with  iodide  of  potassium  in  quite  large  doses  are  very  often 
beneficial.  The  use  of  these  combinations  is  generally  known  as 
the  "mixed    treatment."      The  folio*  *re  of  much 

value  : 
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^.  Ilydrarg.  binioJidi^ 
Potass ii  iodkli, 

Syr.  aurantii  cort., 
Aqii0E",  sj, — M. 

Sig.  One  teaspoon ful  three  times  a  day,  an  hour  after  eating,  in  a 
wine-glassful  of  water* 


s^^  j-y ; 


^.  Hydrarg.  biehloridi, 
Potassiii  iodidi, 
Tn  cinchonae  com  p., 
Aquse, 


3S8. M. 


To  be  taken  in  the  same  manner  as  the  foregoing. 


The  combination  of  the  inunction-treatment  with  iodidp  of  potassium 
taken  internally  is  often  very  beneficial  indeed,  and  should  be  employed 
in  late  secondary  and  tertiary  lesions,  particularly  when  localized  to 
certain  regions^  Mhicli  should  be  acted  upon  directly  by  the  mercurial 
ointment.  The  sininltaneous  employment  of  hypodermic  injections  of 
a  niercurial  salt  with  the  ingestion  of  iodide  of  potassium  is  sometimes 
productive  of  prompt  and  marked  benefit.  As  a  rule,  the  foregoing 
combinations  are  very  useful  toward  the  end  of  the  first  year  of  syph- 
ilis, but  in  many  cases  having  an  unusual  course,  and  chiefly  those 
in  which  late  lesions  apjiear  precociously »  it  may  be  necessary  to  resort 
to  them  at  an  earlier  date.  It  is  always  necessary  to  watch  the  con- 
dition of  the  stomach  when  the  mixed  treatment  is  being  employed  or 
when  large  doses  of  tlie  iodide  are  administered.  As  soon  as  signs  c*f 
gastric  irritation  show  themselves  the  remedy  must  be  suspended,  and, 
if  necessary,  ^symptomatic  treatment  should  be  adopted.  The  icxJide 
alone  or  in  combination  may  act  as  a  depressant  ufKin  nutrition  and  ujxin 
the  nervous  system,  In  these  cases  it  may  be  necessary  to  reduce  the 
dose  or  to  intermit  the  treatment. 

In  the  carrying  out  of  the  methodical  general  treatment  of  syphilis 
in  the  second  year  of  the  disease  the  periotls  of  dosage  may,  on  an 
average,  be  stated  at  two  to  three  months,  with  intervals  of  rest  of  a 
month  or  six  weeks.  In  this  way  about  eight  months  are  required  for 
actual  medication.  In  most  cases  at  the  end  of  the  second  year  of 
thorough  treatment  patients  may  be  prctnounced  cured,  provided  they 
have  not  for  many  months  shown  evidence  of  the  disease,  that  their 
lynipbatic  system  a|>pears  healthy,  and  their  general  health  and  nutri- 
tion are  good.  Though  there  is  a  disposition  on  the  part  of  those  who 
Oily  chiefly  on  mouth-medication  to  extend  the  treatment  of  syphilis 
indefinitely,  I  see  no  reason  whatever  for  altering  the  opinion  tliat  I 
have  many  time  stated,  that  if  an  energetic  and  thorough   treatment 
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(such  as  I  have  sketched)  be  fo!l(»wcd  f(#r  two  years  or  two  years  and  a 
half,  the  patient  will  be  cured,  ah  shown  by  the  enjoyment  of  good 
health,  by  freedom  from  syphilitic  manifestations,  and  by  his  or  her 
ability  to  procreate  healthy  children*  In  some  cases  this  auspicious 
result  may  be  the  outcome  of  treatment  by  pills,  but  in  most  it  will  only 
be  attained  by  the  zealous  and  intelligent  cmploy^ment  of  inunctions^ 
fiupj>leniented  by  other  methods  and  by  the  use  of  the  iodide. 

For  S(*me  ca**es  of  late  secimdary  and  early  tertiary  lesions  of  the 
skin,  particularly  when  atlenfled  witli  scaling,  Donovan's  solution — 
liquor  arsenii  ct  hydrargyri  iodidi — is  sometimes  beneficial.  The  dose 
k  6  to  10  drops,  given  in  a  bitter  tincture  and  well  diluted  with  water, 
ao  honr  after  eating. 

Decoctions  and  infusions  of  such  vegetables  as  sarsapartlla,  yellow 
d<>ck,  saponaria,  stillingia,  and  otliers  have  long  been  held  in  high  esteem 
by  the  laity  for  the  treatment  of  syphilis.  They  have  absolutely  no 
antisyphilitic  intiuence,  and  if  they  are  l>eueficial  at  all,  the  effect  is  due 
to  their  influence  as  tonics,  stomaehics,  diuretics,  or  dia|)horetics.  They 
Diay  Ik?  iK-ueiieial  as  adjuvants  to  naercury  and  iodide  of  jmtassiuni. 

In  Germany  and  in  America  Zittmau's  decoction  is  used  in  old^ 
obstinate  cases  of  syphilis  when  the  usual  remedies  are  Ijadly  if  at 
all  borne,  and  when  the  ]ihysieian  is  at  Ids  wits'  en<l  to  know  what  to 
di».  In  many  very  unpronii?^ing  cases  I  have  seen  beuefieml,  and  even 
Btriking,  results ;  hence  this  remedy  should  he  kept  in  mind. 

As  an  adjuvant  in  the  treatment  of  syphilis  the  fluid  extnict  of  coca 
is  a  very  valuable  agent.  It  is  in  no  sense  a  &[)ecific,  and  its  iieneficini 
action  consists  in  its  marked  tonic  effect  upon  the  heart,  capillaries,  and 
nervous  system,  and  upon  nutrition  in  general.  In  amemia  and  cachexia 
and  in  the  adynamic  condition  occasionally  induced  by  mercury  and 
iodide  of  pc^tassium  it  sonictinies  works  wontlers.  In  some  aises  I  have 
seen  it  induce  a  condition  of  receptivity  by  which  mercury,  which  at  first 
was  badly  borne,  became  tolerated  and  cunitive.  In  malignant  preco- 
cious syphilis  it  acts  well  by  improving  the  general  nutrition.  It  is 
very  often  bcfneGcial  to  patients  addicted  to  alcoholics,  and  it  may 
then  take  the  plac^e  of  those  stimulants. 

Pre[ianitions  of  injn,  quinine,  and  strychnine  are  also  very  beneficial 
adjuvants. 

Tliyroid  extract  in  full  doses  has  been  reported  as  being  very  bene- 
ficial in  a  number  of  cat^es  of  tertiary  syphilis  in  which  there  was  great 
cachexia.  Hypodermic  injections  of  the  blood^serum  of  animals  and 
of  the  serum  of  syphilitics  have  been  used  in  the  treatment  of  secondary 
and  tertiary  syphilis,  but  in  all  instances  they  utterly  failed* 

It  may  l>e  stated  as  a  broad  genenil  rule  that  when  oaaes  come  under 
treatment  after  the  disease  has  existed  for  several  months,  they  should 
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\\v  placed  at  oiioo  upon  tiio  inuiu*tit)n  inetIi(Ml.  This  irourse  is  partic 
larly  i<>  Im*  tnll<»\viMl  \\\w\\  the  patient  j»rt»s<'nts  a  more  or  less  genei 
oriiption.  In  thcsr  raH»s  wr  vorv  often  cannot  bring  sufficient  niercu 
to  act  upon  the  surface  of  the  skin  through  the  medium  of  the  bhxi 
(*ircuhition,  and  it  i>  a  waste  of  time  and  cllbrt  to  make  the  {latie 
swallow  |ulls.  In  all  c*iises  in  wliich  treatment  is  begun  rather  la 
till'  phvsieian  sIhmiIiI  be  jKirticularly  careful  to  try,  as  far  as  possible^ 
exert  a  ]>rompt  antl  ciTicMent  influence  u]H)n  the  disease,  and  to  keep  \ 
the  treatUKMit  for  (as  a  rule)  six  months  without  much  interruption. 
this  way  he  may  lie  able  to  make  up  for  lost  time,  which  is  so  essenti: 
In  these  untreateil  eases  mercurial  fumigations,  hypodermic  injectiot 
and  thr  combineil  use  of  mercurials  with  iinlide  of  potassium  are  oft< 
j)ri>ductive  of  marked  benefit. 

I^ite  secondary  and  tertiary  lesions  of  the  skin  and  mucous  mer 
brane,  atfections  of  the  bones,  i)eriosteum,  and  joints,  late-appearii 
atVei'tions  of  tin*  eye,  ear,  and  cerebrospinal  system,  of  the  vise^ra,  ai 
of  tin*  t4'stes  and  penis,  re<juirc  a  condnnation  or  mixed  treatment.  ] 
many  ca>(\s  it  is  necessary  to  increase  the  dos(»  of  the  iodi<le  far  beyoi 
those  mention^  il,  >onM'tiiu<'S  to  the  extent  of  one  or  two  ounces  a  day. 

It  must  be  rememlMi-fd  that  the  arbitniry  rule  lai<l  down  by  son 
authors,  that  early  in  syphilis  mercury  is  indicateil,  and  that  later  c 
the  iodiile  alone  should  be  given,  is  not,  in  general,  a  good  one.  Mar 
cases  of  tertiary  syphilis  have  remained  unaffected  by  the  use  of  tl 
iodid*'  alone,  and  hav<'  promjitly  improved  and  soon  recovered  after  me 
eiiry  :d>o  was  given.  The  use  of  mercury,  therefore,  should  not  I 
Iiiuit(Ml  to  the  si"<M)ndary  stage,  but  should  also  be  em]>loved  in  tertiai 
sypliilis,  either  by  inniietion  or  hypcMlermic  injwtion  or  fumigation 
combined  with  the  iodid**  given  internally. 

It  will  Im-  L:rn(M*ally  found  that  i)atients  who  have  followed  a  sy^ 
trniatie  and  tiiorough  course  of  treatment  during  the  first  year  rarel 
jirescnt  tertiary  lesion-.  The  eases  which  present  these  graver  di; 
onh'r-  are  usually  those  which  have  been  the  subject  of  coniplicj 
tion>  in  tlu»  >eeondary  stage,  or  thos«»  in  which  an  early  efficient  trea 
uient  has  not  been  followed  or  has  been  indifTerently  followed.  Patien 
]>reseiiting  tertiary  lesions  should  be  actively  treated,  but  at  the  san 
time  el()s<'  att<'nti<ni  must  be  paid  to  their  general  condition,  for 
many  of  tin  in  nutrition  is  impaired  and  a  condition  of  cachexia  exisi 

It  is  nee<'ssary  now  to  consider  tlie  facts  concerning  the  mercuri 
inunction  riirthod,  inerenrial  fumigations,  hypodermic  mercurial  i 
jections,  and  thermal  baths. 


THE  INUNCTION  METHOD.  683 


THE  mUNCTION  hethod. 


Most  patients  will  submit  to  this  method  when  its  great  advantages 
are  clearly  presented  to  them.  During  this  treatment  the  patient  must 
observe  good  hygienic  r^ime ;  he  should  avoid  taking  cold  and  exer- 
cise care  as  to  his  diet. 

The  most  reliable  and  efficient  preparation  of  mercury  for  the  inunc- 
tion-cure is  the  officinal  mercurial  or  blue  ointment — unguentum  hydrar- 
gyri — of  a  strength  of  50  per  cent.,  as  a  rule.  It  is  most  important 
that  this  preparation  shall  be  well  made  and  perfectly  fresh.  It  is 
not  sufficient  simply  to  order  the  blue  ointment,  but  the  patient  should 
be  impressed  with  the  necessity  of  obtaining  a  perfectly  pure  prepara- 
tion, and  should  be  particularly  instructed  to  purchase  it  of  only  re- 
liable apothecaries  who  frequently  renew  their  stock.  Many  instances 
of  irritation  of  the  skin  are  due  solely  to  the  rancidity  of  the  ointment 
rubbed  in.  The  matter  of  the  dose  should  be  carefully  looked  after,  so 
that  absolute  precision  is  obtained. 

For  general  practice  the  average  dose  of  blue  ointment  may  be  stated 
at  from  45  to  60  grains,  a  larger  dose  being  used  upon  robust  and  well- 
developed  patients,  and  a  smaller  one  upon  those  of  thin  and  flabby 
structure.  The  early  rubbings  are  largely  tentative,  with  a  view  of 
gauging  the  patient  and  the  dose.  The  inunction-treatment  should 
never  be  begun  in  a  careless  manner.  The  case  being  a  suitable  one, 
two  or  three  frictions  of  30  grains  each  may  be  tried  and  the  effect 
watched.  Some  patients  bear  these  inunctions  when  of  generous  quantity 
with  remarkable  tolerance  for  very  long  periods ;  others,  again,  show 
evidence  contraindicating  their  use  after  three  to  six  rubbings.  There- 
fore, the  physician  should  have  his  patient  well  in  hand,  and  watch 
him  very  carefully  every  day  or  two  until  he  has  been  under  the 
treatment  for  at  least  two  or  three  weeks.  As  the  frictions  are  given 
and  benefit  is  evident,  the  dose  may  be  increased  to  60  or  90  grains 
of  the  ointment ;  and  in  general,  for  regular  routine  treatment  this 
quantity  will  be  found  ample,  but  in  emergencies  and  exigencies  a 
larger  quantity  will  be  required.  AVhile  the  patient  is  under  this  treat- 
ment (the  general  and  special  condition  being  favorable)  the  physician 
must  watch  and  question  him,  to  learn  that  he  feels  stronger  and  even 
gains  weight,  which  is  very  common  when  this  treatment  is  beneficial, 
and  is  really  one  of  the  first  signs  of  improvement ;  that  his  strength  is 
satisfactory ;  that  his  appetite  is  good  and  digestion  perfect ;  that  he 
lias  no  elevations  or  oscillations  of  temperature ;  that  he  sleeps  well 
at  night  and  awakes  refreshed  ;  and  that  he  is  not  troubled  with 
isyen  slight,  nervous  symptoms.  If,  in  short,  a  man  shows  signs  of 
Vnng  well,  and  has  no  mouth,  stomach,  or  intestinal  troubles,  and  it  U 
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evident  that  his  general  condition  is  being  improved,  the  physicia 
may  know  that  he  is  on  the  right  track,  and  should  go  ahead,  bi 
should  always  l>e  on  the  lookout  for  the  mouth  and  the  gastn 
intestinal  tract.  When  mercur}'  is  thus  introduced  through  the  skii 
it  is  thought  that  it  enters  not  by  the  lungs,  but  by  way  of  the  swea 
hair,  and  trehaceous  follicles,  into  the  lymph-t^paces,  and  then  becom< 
albuminized  and  ready  for  absorption.  We  then  have  the  stomach  frc 
for  AkkI,  tonics,  or  the  iodide  of  potassium,  if  it  is  indicated.  Thus  w 
may  improve  digestion  and  nutrition  by  agents,  such  as  iron,  quinin< 
strychnine,  coca,  hypophosphites,  etc.  This  coincident  tonic  course  i 
often  very  beneficial  in  improving  the  condition  of  the  syphiliticall 
affected  tissues,  and  in  rendering  them  more  amenable  to  the  specifi 
action  of  the  mercury.  In  this  connection  it  is  to  be  prominently  r\ 
membered  that  a  decide<i  tonic  action  is  produced  by  generous,  nutrition 
diet,  which  does  so  much  to  engraft  upon  the  tissues  the  power  of  n 
sistance  to  the  syphilitic  poison. 

When  the  (latient  undergoes  the  frictions  at  home  he  must  first  hav 
a  local  or  general  bath.  Asa  rule  in  city  life,  the  inunctions  are  of  necet 
sity  taken  in  the  evening,  whereas  at  health  resorts  it  is  well  that  the 
should  be  taken  in  the  morning.  The  home  patient  may  take  a  bat 
at  a  temprature  of  96°  to  98°  F.,  after  which  he  should  be  well  rubbe 
with  a  towel.  When  possible,  in  warm  weather  one  or  two  Turkis 
baths  a  week  may  be  taken  in  alternation  with  the  regular  baths.  Bi: 
of  these  l)aths  the  physician  must  be  very  watchful,  and  if  they  in  an 
way  ten<l  to  debilitate  the  patient,  who  under  the  circumstances  sleep 
poorly  and  awakes  unrefreshed,  stiff,  and  weak,  they  should  be  discoi: 
tinned.  lJn<ler  these  circumstances,  and  when  it  is  impossible  to  hav 
bathing  facilities,  the  part  to  be  anointed  should  be  carefully  washed  wit 
warm  water  and  soap,  and  then  sponged  with  a  2  or  3  per  cent,  solt 
tion  of  carbolic  acid.  This  latter  application  should  also  always  h 
used  after  the  general  hath.  By  strict  attention  to  the  aseptic  conditio 
of  the  skin  we  can  almost  always  avoid  dermal  inflammatory  compli 
cations.  When  it  is  urgently  necessary  to  treat  parts  covered  wuth  hail 
thty  may  ho  clip{KMl,  or  even  shaved,  and  then  thoroughly  washed  wit 
the  carbolic  solution.  Upon  parts  sparsely  supplied  with  hairs  grea 
care  should  be  taken  that  an  aseptic  condition  be  produced.  B 
the  observance  of  care  many  unpleasant  complications  may  b 
avoide<l. 

It  is  always  best  that  the  inunctions  should  be  made  by  a  profef 
sional  rubber  or  a  trained  nurse,  if  possible.  If,  owing  to  circun 
st;inees,  the  patient  must  be  his  own  rubber,  he  should  be  made  clear! 
to  understand  the  technic  In  the  first  place,  the  physician  must  s< 
that  the  dose  is  made  precise,  and  if  the  ointment  is  put  up  in  packei 
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of  oiled  pajier  allowance  must  be  made  for  the  loss  occasioned  hy  the 
adherence  of  some  of  tlie  ointment. 

The  ointment  should  l>e  divi<led  into  several  portions,  and  each  one 
should  be  firmly  nibbed  into  the  Bkin,  employing  the  two  palms  when 
the  anatomical  arrangement  of  the  parts  will  admit  of  it.  Combined 
with  the  friction,  a  mmlerate  amount  of  massage  may  be  practised.  In 
this  way  all  the  ointment  must  be  rubbed  in,  so  that  no  lumps  are  left ; 
the  surface  of  the  f^kin  will  then  look  as  if  it  had  been  liglitly  j>ot- 
leaded.  As  a  general  rule,  from  twenty  to  thirty  minutes  are  necessary 
for  an  inunction.  After  this  oi)enitioii  suitable  night-clothes  should  be 
put  on  to  protect  the  bed-linen,  and  tlie  patient  should  retire.  When 
the  preliminary  general  bath  cannot  be  taken,  it  is  well  to  let  the  patient 
drink  directly  after  the  rubbing  a  pint  or  more  of  fresh  hot  milk, 
and  then  cover  himself  well  with  blankets  in  order  to  induce  perspira- 
tion. According  to  his  case  and  to  the  whim  of  the  i>atient,  hot  lemon- 
ade or  hot  tea  (and  in  some  cases  a  little  brandy,  whiskey,  or  gin  may 
be  added)  may  be  taken  to  produce  diaphoresis   after  the    inunction. 

It  is  well  to  divide  the  body  into  eleven  subdivisions,  each  of  which 
is  to  be  submitted  to  its  own  mercurial  friction.     They  are  as  follows  : 

1.  The  neck  and  head. 

2  and  3,  The  arms,  palms,  and  axill«e. 

4  ancl  5.  The  legs  and  soles. 

6  and  7.  The  thighs,  with  groins  and  Scarpa's  triangle. 

8  and  9.  The  breast  and  abdomen. 

10  and  1  L  The  back  from  the  root  of  the  neck  to  lower  part  of  the 
gluteal  region. 

In  non-hairy  persons  there  is  little  trouble  in  anointing  the  neck. 
Iti  those  whose  n»>cks  are  densely  covered  with  hair  we  may  be  forced 
to  confine  the  iimnetions  to  the  parts  not  covered.  In  urgent  cases  and 
where  the  lesions  are  copious  it  is  necessary  to  have  the  hair  clipped  or 
shaved.  If  there  are  scalp  lesions  or  any  in  the  beanl,  an  ointment 
compose*!  of  white  precipitate  (30  grains)  and  vaseline  (1  ounce)  may  be 
used  freely.  In  this  case  it  may  be  well  to  make  the  regular  dose  of 
mercurial  ointment  used  elsewhere  on  the  neck  smaller*  Prit)r  to  rnt>- 
btng  the  ointment  into  the  scalp  and  beard  shamiK)os  and  antiseptic 
lotions  should  be  used. 

It  is  important  that  the  whole  surface  of  the  anns  should  be  acted 
upon  in  a  vigorous  manner.  If  there  are  any  lesions  of  the  palms, 
these  parts  should  receive  careful  attention,  and  in  any  case  it  is  well 
to  anoint  them  several  times  during  the  treatment.  It  is  most  impor- 
tant to  bring  the  ointment  into  contact  with  the  contents  of  the  axillee ; 
and  this  can  be  done  with  impunity,  provided  care  is  taken  that  the 
parts  are  rendered  aseptic. 
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The  legs  and  the  solvs^  tsliould  he  well  rubljed  with  both  hand?^,  and 
any  let^ions  y[j<iii  the  hitter  jmrts  sihouhl  receive  espeeiul  attention.  In 
like  ninniier  the  thighs  shonld  l»e  treated,  and  the  groins  and  the  sur- 
face over  ScaqmV  triangle  should  l*e  firmly  riihhi'd  for  a  sutJicient  time. 
If  the  ganglia  in  the  groins  are  nuich  swollen,  it  may  be  riecessarv 
to  apply  a  layer  of  niereurial  ointment  on  lint  or  one  of  the  mercurial 
plasters.     Care  need  not  he  taken  to  keep  tht^  ointment  from  the  scrotum. 

Sometimes  the  innnetions  produce  irritation  upon  the  breast  and 
abdomen,  and  the  inethcKl  is  pursued  with  diffieidty.  Under  the^  cir- 
enmstanees  all  means  toward  the  avoidunee  of  dermatitis  and  follicular 
inflannnatjon  shotild  be  adopted. 

Patients  rarely  have  any  diflieidty  in  adminiistering  to  themt*elv«^ 
inunctions  upon  the  buttocks*,  but  it  is  impossible  for  them  to  reach 
their  backs.  Therefore  it  is  necessary  to  get  outside  aid,  wliieh  \n  most 
cases  1  have  fouml  jK^ssible.  By  this  meth*Ml  the  whole  bcKly  is  tn-ated 
in  eleven  seances.  In  many  cases,  when  we  use  i'rrvni  45  to  60  grains 
of  the  ointment  for  eaeli  rubbing,  we  can  give  the  whole  series  of  eleven 
on  successive  days.  But,  as  1  have  said  before,  we  can  never  be  p<m* 
tive  that  we  can  do  so;  therefore  the  patient  must  l>e  watch«_»d  and 
questioned  each  day  as  to  his  eenditiou»  In  this  way  we  feel  our  wav, 
and  continue  or  suspeiul  the  inunctions  as  the  indications  of  the  caise 
teach  us. 

In  giving  a  regular  treatment  by  inunctions  it  is  well  to  omit  thera 
for  a  few  days  a<;oording  to  the  indications,  and  then  to  go  over  tlte 
same  groiuid  agidn.  In  a  systematic  treat Jiient  we  may  give  fiftv  to 
eighty,  or  even  a  hundred^  inunctions  with  pro|)er  intermissions,  and 
then  it  is  well  to  desist  for  a  short  or  long  time.  In  onliuary  ea^es, 
where  the  inunction  method  is  used  as  a  regular  mcHle  of  treatment,  it 
may  or  nu^y  not  be  necessary  to  administer  the  iodide  of  ixitsi^ium  nt 
the  same  time.  In  nnist  cases  it  will  not  be  necessary  to  eniplov  a 
large  dose  of  tliis  salt.  But  in  ohl  and  untreated  cases  it  will  be  neces- 
sary to  use  stronger  doses  of  the  ointment,  perhaps  employ  tliem  more 
frequently,  and  combine  them  with  large  doses  of  the  iodide,  riven 
internally. 

It  sometimes  hapiwns  that  w^e  desire  to  keep  up  a  mild  mercurial 
action,  and  the  circumstances  of  the  patient  will  not  admit  of  the  em- 
ploy meut  of  frictions.  In  these  cases  the  oiutment  may  be  spread  U}kiii 
a  canton-Hanuel  belt,  which  may  he  worn  arouud  the  bmly.  In  casi^ 
of  enlargement  of  the  spleen,  teuderness  over  the  liver,  with  or  without 
jaundice,  pain  iu  the  chest  (pleuritic  or  resend>lJng  angina  {Mi'ctoris),  and 
iu  swollen  and  painful  joints,  these  mercurial  baurlages  nmv  he  emplf»ved 
with  much  benefit*  This  method  is  also  useful  in  the  treatment  of 
syphilitic  infants  and  ehihlren. 
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Though  the  inunction  treatment  is  uniformly  potent  and  beneficial, 
it  has  its  drawbacks  and  complications.  These  are — 1,  dermatitis  and 
follicular  inflammation ;  2,  stomatitis  and  salivation  ;  3,  digestive  dis- 
turbances and  intestinal  complications ;  4,  sleeplessness ;  5,  inanition 
and  exhaustion ;  6,  tendency  to  congestion  of  the  head,  heart,  and 
lungs ;  7,  tendency  to  fever  and  perspiration ;  8,  pain  in  bones  and 
joints.  Though  this  list  looks  rather  formidable,  in  actual  practice 
the  cases  are  few  in  which  it  is  necessary  to  abandon  the  treatment  or  in 
which  modifications  and  expedients  fail  to  smooth  matters  over.  In 
some  cases  a  short  suspension  of  the  treatment  may  set  matters  right, 
while  in  others  a  temporary  diminution  of  the  quantity  of  the  ointment 
effects  the  same  purpose. 

It  sometimes  happens  that  a  patient  is  unable  to  employ  a  profes- 
sional rubber,  and  is  indisposed  to  the  physical  exertion  incident  to  the 
inunction-method.  In  these  circumstances  the  ointment  may  be  quite 
freely  spread  over  the  chest  and  shoulders  and  arms  and  there  left.  It 
is  claimed  that  the  heat  of  the  body  volatilizes  the  mercury,  and  that  it 
enters  the  system  through  the  lungs. 

hercurial  fxtmigation. 

The  mercurial  vapor-bath  is  a  method  of  treating  syphilis  which  is 
useful  in  very  many  cases  and  in  many  conditions  of  syphilis — not  as 
a  routine  treatment,  but  as  one  of  reserve  and  exigency. 

Mercurial  baths  are  useful  during  the  whole  secondary  stage  of  syph- 
ilis, and  also  in  the  tertiary  |)eriod.  They  may  be  employed  to  remove 
some  obstinate  local  lesion  or  to  expedite  the  disappearance  of  a  general 
rash.  Late  secondary  rashes  rebellious  to  other  methods  are  frequently 
dispelled  by  this  with  promptitude.  Neuralgias,  rheumatoid  pains, 
cephalalgias,  pains  in  joints  and  fasciae  are  often  promptly  relieved  by 
mercurial  baths.  In  cases  in  which  for  any  reason  other  methods  of 
treatment  are  contraindicated  we  may  resort  to  mercurial  fumigations 
with  marked  benefit. 

Many  preparations  of  mercury  have  been  used  in  this  form  of  treat- 
ment, but  calomel  and  cinnabar  are  the  agents  upon  which  experience 
has  shown  that  most  reliance  may  be  placed.  To  obtain  good  and  satis- 
factory results  these  drugs  must  be  pure  and  free  from  admixture. 

AVhen  calomel  is  used,  from  40  to  60  grains  may  be  placed  upon 
the  lamp,  but  in  some  cases  even  90  grains  may  be  required.  The 
large  doses  of  calomel  administered  with  moist  vapor  are  generally  used 
in  cases  of  severity  and  of  exigency,  and  are  not  to  be  frequently  re- 
peated. Cinnabar  may  be  used  in  somewhat  larger  quantity  than 
calomel,  but  in  general  my  practice  is  to  combine  the  two  salts  in  one 
bath.     As  an  average  dose  I  have  found  that  20  grains  of  calomel  and 
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V  40  of  cinnnlmr  fused  sinuiltaiieoiisly  in  connection  with  moist  heat  | 
duct*  pnimpt  iind  siifc»  rosnlts.  ThiH  dose  may  be  increased  or  diminis 
according  to  the  condition  of  the  €;ase.  In  large  cities  there  arc  nsiu 
one  or  more  ostublishmentK  in  which  these  haths  are  given  under 
advice  of  physicians.  In  tiiat  ease  the  physician  need  only  presci 
the  dose  and  the  number  of  battis  which  tie  desires  the  patient  to  tfl 
and  the  bath  attendants  will  carry  out  his  wishes. 

When  the  baths  are  unobtainable  or  when  the  patients  object 
visit  the  bath  establishment,  this  method  may  be  pursued  at  hoi 
For  this  purpose  it  is  necessary  to  use  either  Ixye's  or  Maury's  lai 
by  means  of  which  the  mercurial  salt  is  volatilized  and  steam  genera 
at  the  smx;  time.  The  {Kitient  is  strip]>ed  and  enveloped  in  one 
more  blankets  or  in  coverings  made  for  the  jmqwse  of  mackintosh 
India-rublK»r  lintnl  with  flannel,  and  the  flame  started.  In  a  i 
minutes  |H'rspiration  is  induced,  and  the  eva|K)rated  calomel  is  deposi 
u|)on  the  body.  Usually  the  protective  garments  fit  closely  at  the  ne 
but  in  some  then»  is  a  slight  opening,  through  which  some  of  the  fui 
may  e?icape  and  may  Ik?  absorbed  in  respiration.  When  deemed  nee 
sary  by  the  physician,  the  patient  may  inhale  some  of  the  fumes,  but  i 
always  well  to  allow  some  air.  Twenty  to  thirty  minutes  are  suffici* 
for  a  bath,  after  which  the  patient  is  allowed  to  cool  off  slowly.  Wl 
practicable  the  {)atient  should  retire  at  once  to  bed,  preferably  en veloj 
in  the  garment  worn  during  the  bath.  It  is  well,  if  the  patient  has 
dress  and  go  home,  that  as  little  friction  of  the  skin  as  {X)S8ibIe  shoi 
be  pract'sed,  in  onler  not  to  rub  off  the  minute  particles  of  mercu 
In  cold  weather  care  should  be  taken  that  the  patient  is  properly  p 
tected  when  he  goes  out  after  the  bath. 

These  baths  should  never  be  taken  directly  after  meals.  It  is  l>et 
that  they  should,  if  possible,  be  taken  just  before  going  to  bed  or 
the  evening  ;  but  in  any  case  fully  two  hours  should  ela])se  after  a  mc 
As  a  rule,  patients  should  be  in  good  condition  as  to  their  stomachs  a 
bowels  when  they  are  subjected  to  this  treatment,  and  they  mnst 
rigidly  proliibited  from  using  alcoholics.  While  undergoing  merciii 
vaj)or  treatment  the  patient  should  be  carefully  watched  in  order  that 
drawbacks  may  be  encountered.  Thus  if  he  complains  of  feeling  tii 
and  debilitated  aft<T  a  bath,  it  will  be  necessary  to  reduce  the  quant 
of  nuTcury  and  also  the  amount  of  water  to  be  evaporated.  In  ma 
cases  harm  is  <lone  by  using  too  much  steam  vapor.  Some  })atients  co 
j)Iain  nf  headache,  and  it  is  tlien  necessary  to  administer  a  purge  or 
de('rea>e  tlie  amount  of  food  ingested. 

It  is  well  to  begin  by  giving  one  bath  every  other  day,  and  then 
increase  to  a  bath  daily  if  the  necessity  of  the  case  demands  it.  So; 
patients  bear  these  daily  baths  well,  while  others  experience  unpleasi 
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symptoms  from  them.  As  a  rule,  after  one  or  two  baths  improvement 
is  observed,  but  in  some  cases  a  beneficial  effect  is  delayed  for  a  week  or 
two.  The  number  of  baths  to  be  taken  can  only  be  determined  by  the 
condition  of  the  case.  In  general  it  may  be  said  that  a  course  of  baths 
extending  over  one  or  two  months  will  be  sufficient.  This  period,  how- 
ever, may  be  lengthened.  In  many  cases  only  a  few  baths  are  neces- 
sary, they  being  employed  for  some  temporary  condition  or  as  an  adju- 
vant to  other  methods  of  treatment. 

While  a  patient  is  thus  being  treated  the  physician  should  carefully 
watch  the  state  of  his  gums  and  of  the  gastro-intestinal  tract,  and 
remedy  any  disturbance.  It  is  not  uncommon  to  observe  a  mild  form  of 
mouth  lesions  in  patients  taking  a  course  of  mercurial  baths.  This 
condition  may  be  cured  by  local  means  and  by  the  temporary  suspen- 
sion of  the  baths  or  by  diminishing  the  quantity  of  the  mercurial  em- 
ployed. Sometimes,  when  large  doses  have  been  frequently  used,  a 
sudden  and  violent  colitis  is  developed.  This  condition,  painful  and 
sometimes  alarming,  is  readily  cured  by  rest,  cessation  of  treatment,  and 
the  use  of  opiates. 

HYPODERMIC  INJECTIONS  OF  MERCURY. 

Although  all  the  i)reparations  of  mercury,  both  soluble  and  insoluble, 
have  been  used  hypodermically  in  the  treatment  of  syphilis,  but  one  of 
them,  the  bichloride,  has  stood  the  test  of  time.  Whereas  in  earlier 
days  the  claim  was  made  that  this  treatment  was  applicable  to  all  forms 
and  stages  of  syphilis,  the  conviction  has  gained  ground  that  it  is  a 
method  (valuable  in  very  many  instances)  of  reserve,  emergency,  utility, 
or  expediency.  Thus  in  cases  in  which  mercury  is  badly  borne  by  the 
stomach,  and  acts  as  a  depressant  and  impairs  nutrition,  it  is  common  to 
observe  that  these  injections  are  well  borne,  and  that  an  era  of  improve- 
ment is  inaugurated.  Again,  in  cases  of  intestinal  disorder,  in  which 
pain  and  diarrhoea  always  follow  the  stomach-dose,  subcutaneous  injec- 
tions are  beneficial.  In  many  cases  when  by  stomach  ingestion  a  mild 
or  severe  stomatitis  or  salivation  is  j)roduced,  or  when  local  medication 
is  without  effect,  the  substitution  of  hypodermic  injections  will  often  be 
followiMl  l)y  toleration  of  the  drug.  The  injections  are  often  of  much 
value  in  local  and  regional  therapy,  as,  for  instance,  in  cases  of  localized 
syphilitic  neoplasms,  resisting  internal  treatment,  in  eye,  ear,  and  cere- 
bral affretions,  and  in  hyperplasia  of  the  lymphatics  and  the  ganglia. 
In  the  past  few  years  T  have  observed  much  benefit  from  the  hypoder- 
mic injection  of  corrosive  sublimate  in  patients  who  were  suffering  from 
la  grippe,  and  in  whom  the  secondary  manifestations  of  syphilis  were 
coincidontly  present.  In  many  of  these  cases  mercury  by  the  stomach 
was  badly  borne  and  produced  debility  and  great  nervousness  ;  in  others 
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the  stomach  was  fully  taxed  by  the  aiitigrip  remedies  ;  and  in  still  others 
it  seemed  to  have  no  effect  In  these  conditions  I  resorted  to  the  subti- 
TTiate  injections,  with  a  promptly  beneficial  effect  and  ultimate  good  results 
upon  the  syphilitic  diathesis.  It  is  well  to  bear  these  facts  in  mind,  for 
they  will  be  the  means  of  helping  many  a  sorely  tried  patient. 

In  many  cases  of  secondary  syphilis  it  will  happen  that  by  reason 
of  cctldi^,  of  intercurrent  acute  affections  of  the  throat,  lungs,  liver,  and 
intestines,  and  of  gastric  derangements,  mercury  by  the  mouth  is  tempo- 
rarily contraindicatet] ;  and  in  these  exigencies  resort  may  be  had  to 
hyp*HJermie  medication.  Patients  sometimes  become  tired  and  complain 
of  I  lie  dosing  by  pills,  and  circumstances  do  not  favor  the  use  of  in- 
uncthms  or  fumigations ;  in  these  crises  very  often  quiet  and  content- 
nwnt  may  be  j»  rod  need  by  using  mercury  subcutaneously.  In  some 
cases — bajipily  rare — the  evolution  of  the  secondary  stage  of  syphilis 
IS  ushered  in  with  fever  and  marked  debility  and  malaise;  in  fact,  a 
pseudfjlyplioid  state  is  produced.  In  such  cases  there  is  very  often 
stomaeli  intolerance  of  mercury,  and  the  patient  is  too  weak  to  stand 
mercurial  iaunedons.  In  this  emergency  we  can  use  hypodermic  injec* 
tions  of  sublimate  with  confidence^  and  employ  the  stomach  for  symp- 
tomatic renR'dies. 

Within  tlie  limits  of  expediency,  emergency,  and  utility  these  injec- 
tions possess  tlie  advantages  of  smallness  and  precision  of  dose  and  ease 
of  administratifmj  a  jiromptly  satisfactory  therapeutic  action,  and  the 
absence  of  systemic  disturbance. 

Extended  experience  has  convinced  me  that  the  most  efficient  dose 
of  the  luehlnridc  when  usck:!  hypodermieally  is  J  of  a  grain,  and  it  may 
in  some  eases  be  increased  in  even  ^  or  |  of  a  grain.  It  is  usuallv 
well  to  begin  with  the  injection  of  ^  of  a  grain,  and  to  increase  carefully 
up  to  \  of  a  grain,  and,  if  necessary,  even  higher.  In  average  well- 
developed  men  these  doses  are  well  borne,  and  will  exert  a  favorable 
influence  upon  the  disease  ami  proiluee  no  bad  results.  In  fi^rmer  years 
these  doses  would  have  l>een  considered  toxic,  but  I  hjrve  given, so  many 
tlinusantls  of  them  with  much  benefit  tn  patients,  that  I  liave  reached 
the  cniu»hision  that  it  is  only  within  the  past  few  years  that  we  havi* 
realized  the  full  curative  effect  by  this  method. 

Tiie  liirhhiride  scilutlon  should  be  freshly  made  and  so  adjusted 
that  10  dn^ps  of  distilled  water  will  contain  |  of  a  grain  of  the  salt. 
This  solution  shouhl  be  kept  in  a  dark  place, 

Mtihiff  of  [hjfr(ion,—Thv  syringe  should  be  made  of  India^rubWr, 
and  should  hold  10  or  *iO  drops.  The  needles  should  be  of  very  fine 
calibre,  of  steel,  and  fully  an  inch  and  one*eight!i  or  one-quarter  long. 
The  greatest  care  should  be  taken  to  keep  the  syringe  and  neiHlle«  (for 
it  is  well  to  have  rpiite  a  number)  in  a  state  of  perfect  cleanliness  and 
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removed  from  dust  contamination.  When  the  syringe  is  charged  with  the 
sublimate  solution  and  the  needle  is  affixed,  the  instrument  should  be 
placed  in  a  saucer  or  tray  containing  a  5  per  cent,  carbolic  acid  solution. 
In  the  operation  complete  asepsis  should  be  aimed  at :  the  injected  part 
should  be  carefully  washed  with  soap  and  water,  mopped  with  carbolic 
acid  solution  (5  per  cent.),  and  dried.  The  skin  being  pinched  up  in  a 
fold,  the  needle  is  to  be  pushed  gently  but  firmly  deep  into  the  sub- 
cutaneous connective  tissues,  and  the  fluid  expelled  slowly  and  with 
care,  in  order  that  the  tissues  may  not  be  bruised  more  than  necessary. 
Slight  massage  over  the  site  of  injection  will  aid  in  its  diffusion  into 
the  tissues.  It  must  always  be  borne  in  mind  that  the  fluid  should  not 
be  thrown  into  the  deep  jmrts  of  the  derma  proper,  for  the  reason  that 
if  there  dei>osited  it  is  very  prone  to  produce  an  eschar,  which  will  result 
in  destruction  of  the  whole  thickness  of  the  skin.  Then,  again,  great 
care  must  be  exercised  that  the  point  of  the  needle  is  not  in  a  vein,  in 
which  case  dizziness,  syncope,  a  feeling  of  suffocation,  pain  in  the  heart 
and  lungs,  and  other  alarming  symptoms  will  be  observed.  To  avoid 
this  accident  the  surgeon  must  watch  the  piston  of  the  syringe  while 
he  is  injecting.  If  there  is  a  moderate  resistance  to  the  injected  fluid, 
as  will  be  the  case  if  the  tip  is  in  the  subcutaneous  tissues,  he  may  know 
that  all  is  well.  If,  however,  the  injection  seems  to  pass  out  of  the 
syringe  without  any  or  with  very  little  resistance,  there  is  danger  that 
the  tip  is  in  a  vein.  Under  these  circumstances  it  is  well  to  push  down 
farther  or  withdraw  the  needle  a  little  until  normal  resistance  is  felt, 
and  no  untoward  symptoms  threaten.  A  very  moderate  amount  of 
practice  in  the  use  of  hypodermic  injections  will  teach  the  surgeon  to 
know  when  he  is  in  danger  of  doing  harm. 

The  depressions  just  behind  the  great  trochanters  are  eligible  sites 
for  injections.  Injections  made  here,  as  a  rule,  cause  little  if  any  pain, 
and  but  small  and  ephemeral  nodosities.  In  this  region  quite  a  number 
of  injections  may  be  given,  and  in  most  instances  sufficient  surface  is 
offered  for  the  requisite  injection-treatment.  We  can  resort  also  to  the 
hypogastric  regions  and  to  the  parts  near  the  inguinal  lymphatics,  above 
and  below ;  but  whenever  the  upper  parts  of  the  thighs  are  used  great 
care  must  be  exercised,  in  order  that  we  can  continue  the  treatment. 
As  it  is  very  often  important  to  act  locally  upon  lesions  of  the  penis 
and  of  the  lym])luitics  arising  therefrom,  we  may  have  to  utilize  the 
tissues  in  their  vicinity.  It  should  always  be  remembered  that  injections 
should  not  be  made  into  the  mons  veneris  or  under  the  skin  of  the 
penis.  The  region  of  the  neck,  particularly  its  back  portions,  may  be 
used  in  extreme  cases  requiring  local  or  regional  therapy.  Care  must 
be  exercised  that  vessels  and  nerves  are  not  ])unctured  or  injure<V- 
Whenever  mercurial  injections  are  employed  for  localized  deposits  o^ 
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new  jrrowtlis  tin*  iinatomk^l  i>eciiHaritii*s()f  the  parts  must  be  taken  in 
<*onsi(I(*r.itioii. 

As  a  nil<',  tlic  injwtion  of  ^  or  \  of  a  ^rain  of  sublimate  evei 
HcrniKl  (lay  will  not  bo  attomlcfl  with  annoying  results,  and  even  a  daii 
inject  inn  may  be  well  borne  and  may  priKlnee  good  results.  > 
absohite  rule  ran  b(^  ji^iven  as  to  tiie  dose  or  its  frequency.  As  I» 
been  said,  each  ease  is  a  problem,  and  when  treated  with  inje< 
tions,  as  with  all  methcKls  of  antisyphilitic  th<Tapy,  it  must  Ix?  careful! 
wateheil.  \\*  tlie  g<'neral  e<mdition  of  the  jKitient  is  improve^!,  if  h 
lesions  >how  sijrn?*  of  yielding  to  treatment,  and  if  the  annoyance 
and  diseom torts  of  his  dis(>as(;  are  ameliorateil,  the  physician  ma 
Ik>  assured  that  he  is  on  the  right  track,  and  he  can  increase  t^ 
dose  (»r  the  fn^jnency  (»f  the  injecti<ms  acconling  to  tiie  indicatioi 
presented.  It  i-^  astonishing  how  sehhtm  stomatitis  or  intestine 
tnMildes  an'  pHMluced  ev(?n  when  massive  doses  of  the  sublimate  ai 
inj<M-te«l. 

The  unplcasjuit  l<»cal  effects  are  as  ftdlows:  |)ain  at  the  point  o 
puncture  ;  jKiin  at  the  site  of  the  injection  ;  an  erythematous  conditio 
of  the  skin,  with  heat  and  itching  or  burning;  infiltration  of  tli 
subcutaneons  tissues,  and  l<»calized  firm  niMlosities. 

Th«'  pain  at  the  poiut  of  puncture  is  usually  trifling,  and  abscess  i 
seldom  caused  in  this  4'ra  of  as<»psis. 

The  j>aiii  at  the  site  of  injection  may  be  si»vere,  but  as  a  rule  it  cease 
in  a  few  hours.  It  may  last  one  <»r  more  days,  and  leave  a  sensatio 
of  t«'nderness  and  soren(»ss  of  varying  degrees.  In  many  cases  it  Avii 
be  observed  that  paiu  is  ii-lt  after  thi*  lirst  few  injections,  and  ths 
thenafter  it  is  not  complaineil  of.  The  temjK^niment  of  the  patient  i 
this  ordeal,  as  in  dis«'a>e  in  general,  has  much  to  do  with  the  presenc 
or  ab-ene«'  of  pain   following  inj«'etions. 

An  erytiieiiiatoiis  halo  may  often  be  observed  even  when  the  utmo:: 
care  has  been  taken  with  the  injection.  As  a  rule,  this  hyi>eneniia  i 
slight  and  epheniernl,  and  cansc-s  little  annoyance.  In  some  cases  th 
redness  i-  deep,  and  the  bin-ning  anil  itching  are  severe.  It  is  a  eon 
dition   nadily  relieved  by  rest  and  cooling  lotions. 

Intiltration  into  the  subcutaneous  tissues  may  be  of  various  grade 
of  s«verity.  In  e.vec'ptional  cases  it  |)resents  many  of  the  objeetivi 
feature^  oferythema  nodosum.  We  may  also  find  extensive  induratioi 
of  a  brawny  character,  which  may  or  may  not  be  painfid.  In  Sf>nv 
in>tancr-  prompt  involution  oc<'urs,  but  in  others  the  thickened  eonditioi 
i<  ])«'r>i-i«'nt.  in  some  cases  each  injection  give<  rise  toa  localized  mar 
ginated  -ul)euiane<)us  tumor  which  presents  a  feeling  of  firm  structure 
'^riiese  n«>do<ities  remain  in  an  indolent  couilition  for  a  time,  and  thei 
disappear. 
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Abscesses,  such  as  follow  calomel  injections,  are  not  observed  follow- 
ing sublimate  injections. 

Injection  of  mercurial  salts  into  veins  (a  procedure  recently  ex- 
ploited) is  a  very  dangerous  method,  and  should  not  be  used.  If  the 
surgeon  likes  to  wander  into  the  field  of  experimentation,  he  may  use 
other  soluble  mercurial  salts — /.  c,  the  salicylate ;  but  he  will  find  in 
the  end  that  none  of  them  is  better  than  the  bichloride. 

Calomel  and  other  insoluble  salts  of  mercury  have  been  used  hypo- 
dermically  in  the  treatment  of  syphilis,  but  their  use  is  attended  by 
many  dangers,  local  and  constitutional.  Calomel  injections  will  some- 
times produce  excellent  results,  but  such  can  also  be  obtained  from  the 
use  of  bichloride  injections  and  by  inunctions. 

Calomel  and  other  insoluble  preparations  of  mercury  when  injected 
under  the  skin  may  produce  intractable  salivation,  severe  enteritis  and 
colitis,  intestinal  ulceration,  infarction  of  the  lungs  and  parenchymatous 
nephritis,  and  anuria. 

THERMAL  SPRXNGS  AND  BATHS. 

The  various  hot  springs  of  this  and  other  countries  do  not  possess- 
any  specific  action  whatever  upon  syphilis  or  upon  syphilitic  lesions. 
When  patients  go  to  these  places  they  are,  so  to  si>eak,  on  their  good 
behavior,  and  they  follow  treatment  regularly  and  lead  a  temperate  and 
wholesome  life.  The  warm  and  hot  baths  are  beneficial  in  promoting 
metabolism,  and  the  air  and  exercise  alternating  with  rest  and  quiet 
have  a  decidedly  beneficial  effect.  But  all  these  conditions  and  benefits 
can  be  obtained  in  most  country  places  and  pleasure-resorts.  In  any 
country  place  and  at  the  seaside  patients  can  take  more  antisyphilitic 
medication  than  when  at  home,  and  this  is  the  main  feature  insisted 
upon  by  those  who  advocate  the  various  hot  springs.  In  most  cases  the 
syphilitic  who  makes  this  long  and  tiresome  pilgrimage  has  not  been 
well  treated  at  home  ;  hence  has  not  done  well.  So  he  seeks  the  relief 
which  he  thinks  he  can  derive  in  some  mysterious  manner  from  thermal 
baths. 

Take  away  mercurial  ointment  and  iodide  of  potassium  from  any 
thermal  spring,  and  its  business  will  soon  close  up  for  want  of  patronage. 

DRAWBACKS  SOMETIMES  EXPERIENCED  DURINa  THE 
TREATMENT  OP  SYPHILIS. 

Mouth  and  Nasopharjmx. 

During  the  administration  of  mercury,  particularly  when  long  con- 
tinued and  in  large  doses,  salivation  is  liable  to  occur.  This  accident 
may  be  prevented  by  guardedly  prescribing  the  dose  and  by  coatvxvvsakVs^ 
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walrliiii^^  the  jKitinit.  Willi  tlu?  onsot  <»f  .salivation  lucrtMirial  tn»atnu»n 
should  Ik-  ahnijaly  st(»pjMMl,an<l  hn-al  ai)tis('}>tic  and  a.stringont  roiiie<Iie] 
i*nij»li>yi'«l  at  (nu*t*. 

Tlir  ni«)si  romiiion  symptom  of  milil  salivation  producod  l.iy  nier 
iMirv  is  a  si'ii.-ali«»n  of  soivncss  in  the  gnni>,  ft'lt  cliiefly  when  donning 
tlio  tfi'tli,  and  also  in  mastication,  or  from  e4»ntart  with  vinogjir  or  othei 
acitl  llnids.  Many  patients  lirst  exi>erit»ntv  nnwisiness  and  ]Kiiii  arotiii<] 
<»nf'  or  hoth  wis4l«>m  teeth.  In  cithcT  of  these  instani*cs  of  gingivitiA 
we  tind  the  pnns  red,  swollen,  and  exnleerated,  and  jHTJiaps  at  their 
teeth-niar«i:in  covered  with  a  film  of  neiTOtic  tissne  or  menibraiic  whieli 
consists  (»f  microbes  and  dtrgenerated  epithelial  cells.  In  some  caRsesi 
this  coinlition  is  coiitine<l  to  the  interdental  prominences  of  the  mucous 
membrane  ;  in  others  the  entire  gums  are  swollen,  softeneil,  and  tender. 
I'nder  the.-e  circumstances  the  teeth  often  feel  tender, and  even  (lainful ; 
they  bcrome  l(M)se,  and  th<»  patient  feels  that  they  are  huiger  than  usual. 
In  very  severe  cases  I  hey  drop  out.  As  concomitants  of  this  state  tlien^ 
is  a  metallic  tastt;  in  the  m«)Uth  and  the  breath  is  more  or  less  fetid. 
Other  patients  lirst  cnmi>lain  of  a  metallic  taste  in  the  month,  and  it 
will  be  noticed  th«'n  that  the  breath  is  ott'cnsive,  or  before  the  super- 
ventiou  <»f  tlicsc  synjptoms  they  may  ob.*ierve  that  the  quantity  of  sjdiva 
is  increased,  and  is  more  or  less  viscid.  InsjK»ction  of  the  mouth  then 
siiows  a  <r<MH'ral  «*ondition  of  o'dematous  hypenemia.  The  gums  and 
the  mucnus  membrane  (»f  the  checks,  at  the  root  of  the  tongue,  and  (»f 
the  pharynx  an'of  a  dccp-rcd  or  a  whiti.*ih-red  color.  The  submaxillary 
jrlands  mwy  be  swollen  ami  painful,  and  the  j>arotid  may  likewise  be 
aiVr«ic«i.  Cnh'ss  tlir  process  erases,  either  spontaneously  or  as  a  result 
«)f  tnatiiicnt,  the  swcllinir  of  the  ])arts  increases  ;  the  tongue  swells;  the 
month  r:in  with  ditliculiy  be  opened,  and  then  not  to  its  full  extent; 
<Iu>  treih  iii:ikc  (lerp  intlmtatinus  in  the  mucous  membrane  of  the 
<'lic«'k<,  and  ulcerations  may  occur.  In  these  severe  eases  the  suffering 
of  the  juilicnt  is  wvy  (li^tps-iutr,  and  deirlutition  is  more  or  less  im- 
]):npM].  Tln'  p:iti«Mit  c:ninot  chew  or  partake  of  solid  Ibod,  and  has  to 
ivly  upon  milk  and  nutritious  li(juids  for  sustenance.  To  add  to  bis 
trouble,  1h'  biM'onies  weal;,  m-rvous,  n-.-tles.-,  and  apj)rehensive ;  he  sleeps 
little,  anil  lia>  no  romlort  anywhere.  His  palliil,  anxious  faeies,  his 
immobile  and  ]>erhap-  swollen  mouth  and  lips,  together  with  the  con- 
stant How  of  vi-cid  saliva  and  the  ietid  breath,  jiresent  a  truly  pitiable 
speeta«le.  Luckily,  w<'  now-a-days  seldom  see  these  formidable  cases 
of  salivation. 

The  nu)Uth-lesion>  j»roduced  by  the  u-e  <»f  mercury  are  cortainlv 
less  conuuon  now  than  years  ago.  As  a  rule,  most  patients  bearniercurv 
well  ;  others  are  at  first  moderately  alliM'ted  by  it  :  while  in  u  few  eases: 
its  use  in  a  short  time  produces  toxic  cHci'ts  of  greater  or  less  severity. 
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There  is  no  point  deserving  of  greater  emphasis  in  the  treatment  of 
syphilis  than  that  it  is  most  essential  to  keep  the  mouth  and  nasopharynx 
in  a  healthy  condition.  These  cavities  should  be  examined  from  time 
to  time,  and  any  inflammatory  or  otherwise  abnormal  condition  should 
be  treated  at  once. 

Treatment  of  Gingivitis,  Stomatitis,  and  Salivation. — A  patient 
under  mercurial  treatment  should  be,  as  before  stated,  carefully  watched 
as  to  the  condition  of  his  mouth,  throat,  and  nose.  When  there  is  any 
tendency  to  hypersemia  of  the  mouth  and  throat,  free  rinsing  three  or 
four  times  a  day  with  solutions  of  chlorate  of  potassium  and  alum,  of 
common  salt,  or  of  borax  should  be  employed.  When  patients  are  under- 
going an  inunction  cure,  particularly,  it  is  well  to  wash  the  mouth  three 
or  four  times  a  day  with  strong  alum-water  or  with  a  solution  of  alum 
and  acetate  of  lead. 

The  first  signs  of  irritation  of  the  gums  indicate  the  necessity  for  a 
diminution  of  the  dose  or  a  suspension  of  treatment  and  the  adoption 
of  local  therapeutics.  In  all  cases  of  mercurial  action  upon  the  mouth 
the  physician  should  be  very  conservative  in  the  use  of  caustic  applica- 
tions. For  mild  cases  of  gingivitis  the  application  with  a  brush  of  equal 
parts  of  tincture  of  myrrh  and  tincture  of  iodine  once  a  day,  followed 
by  some  mild  mouth-wash,  will  usually  be  all-sufficient.  When  the 
case  is  severe,  and  the  tissues  of  the  mouth  and  throat  are  much 
inflamed  and  swollen,  frequent  rinsing  with  very  warm  solutions  of 
borax  and  alum,  to  which  listerine  and  glycerin  are  added,  are  very 
soothing.  Once  or  twice  a  day  it  may  be  necessary  to  use  as  a  mouth- 
wash and  gargle  a  solution  of  the  nitrate  of  silver  (4  to  8  grains  to  the 
ounce).  Much  benefit  often  follows  rinsing  the  mouth  with  a  solution 
of  bichloride  of  mercury.  For  this  i)urposc  Von  Swieten's  solution, 
either  of  full  strength  or  diluted,  will  prove  very  efficacious.  Patients 
thus  suffijring  should  be  well  nourished  by  means  of  nutritious  broths 
and  sarco-pcptones,  and  should  take  quinine  freely.  They  should  be 
kept  in  the  fresh  air  as  much  as  possible.  Much  benefit  and  comfort 
may  be  derived  from  the  application  of  a  solution  of  cocaine  to  ulcer- 
ated surfaces.  The  judicious  use  of  hot  baths  will  aid  in  the  elimina- 
tion of  the  mercury  from  the  system. 

Intestinal  Canal. 

Many  patients  who  have  taken  mercur}',  even  in  comparatively 
small  quantities,  for  a  long  or  even  short  period,  begin  to  complain  of 
symptoms  referable  to  the  stomach.  They  say  that  they  have  flatulence 
and  sour  stomach,  and  that  their  digestion  is  weak.  In  its  early  days 
this  condition  may  not  be  accompanied  by  bodily  weakness,  but  its  coi\- 
tinuance  is  complicated  by  general  debility,  pallor  of  countenance,  indV^e*" 
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{x>siti<>ii  to  oxiTtion,  and  i»von  a  dopressinii  of  the  nervous  system  of 
sueh  niarke<l  intensity  that  we  may  eall  it  neunisthenia.  This  condition 
is  also  prtwhieed  hy  etmibinations  of  menniry  and  i(Mlidc  of  ]Mitassiiini. 

Ttie  most  eommon  form  of  distnrbanee  of  the  intestinal  canal  due  to 
the  inp'stion  of  merenry  is  a  mild  form  of  enteritis,  which  is  attended 
with  coli(*ky  {Kiins,  lM>rlM)r}-pnns,  and  diarrhava.  In  many  cases  this 
condition  is  very  ephemend  and  i»!iss<*s  away  in  a  few  days,  during 
Avhich  the  system  is  U'comin^  aiHMistomed  to  the  action  of  the  dnip. 
The  pain  and  disturlmnee  an'  felt  shortly  after  taking  the  dose,  and  last 
for  an  hour  or  mon»,  and  then  jkiss  otf,  to  foHow  in  like  manner  the  next 
dose.  In  other  eases  the  (jffect  is  mort»  severe  and  lasting,  and  the 
{uitient  becomes  weak.  To  prc»vent  this  untoward  action  of  niercurj-, 
the  utmost  care  must  Iw  exercise<l  in  the  matter  of  diet,  which  should 
he  l)land  and  easily  digestible,  and  in  the  avoidance  of  large  quantities 
of  flui<Is  and  of  alcoholic  and  malt  liquors. 

in  some  cases  in  which  pills  an*  taken,  but  chiefly  in  those  in  which 
inunctions,  fumigations,  and  hy|M>dermic  injections  are  actively  given, 
colitis  of  dilVerent  digrees  is  pnMluced.  This  condition  is  attendi*d 
with  much  {win  ami  <liscomfort,  and  with  a  diarrlupa  M'hich  may  be  so 
severe  as  to  be  bhMKlv.  Under  these  circumstances  the  sjK^cific  treat- 
ment must  Ix*  temj»orarily  suspemled  and  the  bowel  affection  treated 
sympt()mati(*jdly. 

Mercurial  Cachexia. 

A  general  depression  and  im|>airment  t»f  the  nutrition  of  the  body 
sometimes  occur  quite  early  after  the  ingestion  or  absoqition  of 
mercury.  Hut  those  cases  in  which  it  may  be  siiid  that  there  is  an 
iuto]<'ranc<'  to  mercury  are  happily  rare.  In  most  of  them  it  will  be 
found  that  if  the  mercurial  by  the  mouth  be  stoj)i>cd,  and  its  guarded 
use  by  iiuinetinn  or  hypodermic  injecti<»n  be  substituted,  the  intolerance 
will  v{K\<i\  and  that  the  drug  will  work  satisfactorily. 

As  a  result  of  greatly  ])roIonge(l  mercurialization,  general  debility 
and  iiiij)aire(I  nutrition  (»f  the  bo<ly  are  frequently  prcKluceil.  In  many 
of  these  eases  the  syphilitic  diathesis  is  still  active,  new  lesions  ap|K»ar, 
while  old  ones  persist,  and  coincideutly  the  patient  begins  to  hH)k 
pallid  Mild  siekly,  to  be  weak  and  apathetic,  and  to  suffer  more  oi 
less  iVoMi  uervon>  de])re>.<i»»n.  This  condition  is  a  frequent  oiitconu 
of  the  eontinnoii.-  inerenrial  treatment,  and  is  sometimes  si'cn  in  ]K}r- 
son-  who,  fearful  of  the  4li>ease,  have  an  in>eiisate  and  irrosistihU 
desire  eoiilinually  to  dose  themselves  with  mercury.  It  is  attondrd 
with  dilatation  of  the  stomach,  gastro-enteritis  of  a  mild  and  clironic 
tvpe,  perhaps  colitis,  and  a  general  iinpainnent  of  the  nervous  system 
and   ol"  the   nulritional   powers   of  the  IxkIv.     Under  an   enlightened 
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system  of  antisyphilitic  therapeutics  in  its  broadest  sense  such  conditions 
as  these  can  be  readily  avoided. 

Toxic  Effects  of  the  Iodides. 

Considering  the  large  number  of  people,  old  and  young,  who  for 
longer  or  shorter  periods  take  iodide  of  potassium,  it  must  be  admitted 
that,  in  general,  the  remedy  is  well  borne  by  the  human  system.  There 
are,  however,  many  with  whom  the  drug  disagrees  more  or  less 
actively.  These  persons  are  said  to  have  the  iodide-of-potassium  idio- 
syncrasy; that  is,  that  in  one  way  or  another  the  drug  produces  un- 
pleasant and  even  toxic  effects  in  them,  which  are  grouped  under  the 
general  term  iodism.  We  also  read  of  iodide-of-potassium  intolerance; 
but  the  truth  is  that  the  cases  are  exceptional  in  which  the  drug  is  so 
badly  borne  that  its  use  has  to  be  permanently  suspended.  While  there 
are  many  persons  who  have  a  greater  or  less  idiosyncrasy  against  the 
iodide,  there  are  few  who  are  whollv  intolerant  of  its  use. 

There  are  many  peculiar  facts  connected  with  the  iodide  idiosyncrasy. 
In  some  cases  a  small  dose  (a  fractional  part  of  a  grain)  will  produce 
severe  and  even  alarming  effects,  and  we  may  be  unable  even  by  means 
of  many  expedients  to  overcome  the  intolerance.  In  other  cases  a  very 
small  dose  will  produce  unpleasant  and  even  severe  effects,  whereas  a 
large  one  will  be  well  borne,  either  at  first  or  after  several  trials.  In 
some  cases  I  think  that  we  (to  use  an  apt  expression)  "  weaken  "  too 
quickly,  and  give  up  the  drug  after  a  little  rebuff;  whereas  with  proper 
moral  courage  (the  urgent  necessity  existing)  we  can  increase  the  dose 
and,  by  persisting,  establish  toleration. 

Tlie  toxic  effects  of  iodide  of  potassium  and  of  the  other  iodides  may 
be  mild  or  severe. 

Slight  or  severe  nausea  and  griping  pains  in  the  bowels  may  follow 
the  ingestion  of  iodide  of  potassium.  These  can  hardly  be  called  toxic 
effects,  however,  for  they  are  usually  readily  prevented  by  the  addition 
of  a  little  tincture  of  ginger  or  capsicum  to  the  mixture,  or  of  a  small 
quantity  of  tannin. 

The  most  common  early  symptom  of  iodism  is  a  metallic  taste  in  the 
mouth  and  throat,  with  sometimes  fetor  of  the  breath.  Corj^za,  mild 
and  severe,  is  also  frequently  complained  of,  and  is  often  regarded  by 
patients  as  cold  in  the  head.  There  may  be  mild  conjunctivitis  and 
lachrymation  combined  with  the  coryza,  which  may  be  accompanied  by 
much  sneezing  and  irritation  of  the  nose  and  eyes,  and  very  often  severe 
pain  in  the  frontal  sinuses.  In  some  cases  what  is  called  iodide  grip  is 
observed.  In  these  rare  instances  the  upj)er  air-passages,  the  eyes, 
and  lachrymal  ducts  are  much  swollen  and  red.  Tlie  face  becomes 
swollen,  and  a  red  blush  resembling  erysipelas  may  be  present.     Hh^ 


698     THE  GENERAL  METHODICAL   TREATMENT  OF  SYPHILIS. 

pharynx  l>ecuiiies  red  and  gwolltn^  and  tlie  cedema  may  extend  to  tb 
i^ljigltjiti.-H  and  glottis.     The  patient  snuffers  mueh  from  burning  sensa* 
tiuDfe  and  pain,  from  dyspmra,  hoarfvciies^,  and  dyj^phagia.     Togetln 
with  thi8  formidable  eofiditi(»n  there  are   lever,  weakne.Sv^,  \ysL\i\  in   tJii 
head,  extreme  rei^tloRsness,  and  in  rare  eases  a*dema  of  the  glottis. 

In  dome  cases  salivation  oceur^,  whieli,  however,  is  not  usually  a 
severe  as  that  due  to  mercury.  In  most  ea^es  it  is  of  a  mild  an^ 
ephemeral  character. 

Neuralgic  pains  in  the  head  or  jaws  are  very  frequently  eomplainedi 
of,  and  some   patients  suffer  from  severe  totithache  while  taking  thi«? 
drug.     In  other  easels  there  is  swelling  of  the  parotid,  submaxillary,  _ 
and  suhlingual  glands,  which  gives  rise  to  very  uncomfortable  sympJ 
toms  in  the  neck.  I 

It  is  not  uncommon  to  see  anlematous  hyperplasia  of  the  soft  palate,* 
of  the  tissues  around   the  root  c>f  the  tijugue,  of  tlie  tongue  itself,  and 
of  the  pliaryux  in  ca.*^?s  of  acute  or  chronic  iodisni.     This  condition  ij 
very  distressing  and  perniHtent,  and  demands  prompt  and  efficient  I 
treatment. 

The  toxic  effects  of  the  iodides,  chiefly  of  potass^inm,  upon  the  s-kin 
are  very  numerous  and  niultif^irm  in  character.  They  may  all  be 
classed  under  the  general  head  of  iUTmatitis,  of  whicli  we  find  a  jxipu* 
Inr  and  pnpulopustnhir  form  (urticarial),  Inbercular,  tuberous,  nodular, 
hnllous,  and  tihrrattve.  Besides  the  essmtinl  inflanrmntory  dertnal 
lesions,  the  iodi*lcs  may  pradu<-e  purpura,  probably  friun  their  defibrin^ 
i/Jng  effects  upon  the  likxxl.  In  some  cases  iodide  of  {mtas^ium  pro* 
duces  such  rapid  and  feeble  action  of  the  heart  tliat  its  use  must  be 
given  up.  It  is  very  imi>ortant  that  thcst*  iodine  iiishes  shall  not  be 
diagnosticated  as  svpliili*les  with  acute  exacerbation, 

Thougli  last  to  lie  mentioned,  jKirticular  attention  should  be  cailc*4 
to  the  gastro-iutestinal  effects  and  intolcmnee  of  the  iodides,  chiefly  of 
the  ioflide  of  j>otassiuni.  In  most  cases  the  stomach  iTceives  the  drug 
kindly  ;  in  others  it  prtRlnces  a  feeling  of  discomfort  and  impairs  dig^s* 
tion.  Tliis  conditifin  may  soon  pass  off",  either  spontaneously  or  as  tb 
result  of  proper  me*licatton  and  alimentation.  In  other  instances  il  is 
a  very  serious  dmwluick,  necessitating  the  suspension  or  even  the  abatn^ 
ilonment  t^f  the  drug.  It  is  always  well  (the  necessity  existing)  to  um 
every  possible  means  to  overcome  this  troublesome  complication.  After 
the  long  use  of  full  doses  of  the  drug  patienti^  very  often  cttmplain  ol 
distressing  dyspeptic  symptoms  and  of  w^eakness,  and  i^how  eviden< 
of  emaciation.  Their  heart-action  may  be  weak  and  their  nervous 
system  profoundly  affected.  Indeed,  a  condition  of  cachexia,  or  even 
of  neurasthenia,  may  thus  be  inducc<b  In  such  crises  we  must  stop 
the  use  of  the  drug  at  once,  put  the  patients  upon  a  careful  regimeiij 
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isce  that  their  hygiene  is  made  satisfactory,  build  them  up  with  tonics, 
and  bring  to  their  aid  all  fortifying  influences. 

It  is  said  that  long-continued  use  of  the  iodides  may  produce  struct- 
ural lesions  of  the  kidney. 

Iodide  of  rubidium  has  proved  an  inert  remedy  in  the  treatment  of 
syphilis. 

A  number  of  new  remedies,  mostly  patented  and  all  widely  adver- 
tised, have  been  vaunte<l  as  ideal  substitutes  for  the  classical  mercurials 
and  for  iodide  of  potassium ;  but  none  of  them  has  shown  any  reliable 
therapeutic  effects. 


I . 


CHAPTER  XLIX. 

HKUKDITARY  SYPHILIS. 

The  wonls  "conp^nital  "  ami  "  infantile"  are  used  to  designate  th 
variety  of  syphilis  ;  the  former  laeks  pnn'ision,  and  the  lattor  may  I 
applied  with  equal  propriety  to  the  hereditary  and  the  acquired  fomn 
The  term  hrrfditarjf  sffpliiils,  therefore,  strms  preferable. 

In  earlier  years  when  the  tn'atment  of  syphilis  was  less  efficien 
than  it  is  now,  the  nu)rtality  of  hereditarily  syphilitic  children  wa 
very  <rreat ;  hut  «»f  late  y<»jirs  the  deaths  of  these  children  have  bee 
much  less  numerous  and  the  course  of  this  disease  much  less  severe  an< 
prolonjrid.  With  the  in<  reased  effectivonc»S8  of  the  treatment  of  th 
syphilis  of  the  parents  it  is  s<^i'n  nowadays  that  in  many  cases  the  ofl 
>prin^  escapes  the  infection  or  the  disease*  is  less  severe  than  formerlj 
It  follows  from  thesi*  statements  that  the  old-time  frightful  statistic 
cfMieerninj^  hereditary  syphilis  are  now  out  of  date  and  ]x)ssi'ss  n 
seieutifK'  value. 

Tlie  symptoms  of  hereditary  syphilis  show  themselves  in  most  ease 
between  the  third  and  twelfth  week  after  birth.  In  case  of  the  infe( 
lion  of  l)oth  parents  havini!^  occurred  just  prior  to  concepticm,  nnle: 
encr^t'tic  iiH?atment  is  adojjted  the  foetus  may  be  j)rofoundly  affeete 
and  die.  Jn  the  event  of  only  one  parent  being  recently  diseased, 
may  be  po-sible  by  j)rompt  and  energetic  treatment  of  the  moth< 
to  save  the  child  from  infect i(ni  or  at  least  to  modify  favoniblv  i 
intensity. 

'^riuH'  are  iew  exceptions  to  the  rule  that  the  severity  of  the  disea 
(leerenses  with  each  succeeding  <-lii]<l.  Thv  dang(*r  of  the  death  of  i 
infected  cjiild  dimini^ln*-  a<  it  grows  older,  and  freed(»m  from  syni 
loins  until  al'ter  the  sixth  numtli  justities  a  i'avtM'able  prognosis.  Dea 
re-uli-  mo-t  frecniently  in  cnchecti(?  children  and  from  gtistro-intc 
tinal  :in'e<tinn-.  which  are  to  a  great  extent  dependent  on  viscer 
k'si(Mi-. 

Sy|)liilis  i<  transmittcil  only  in  the  sccofkI  generation;  and  nlthom 
scvci'mI  :intli(»rs  have  clainieil  trMn^nIi^si^m  to  the  third  generation,  tj 
cases  i-e|)()rted  as  showing  the  eonditi(>n  have  i'ailed  utterly  in  earrvii 
conviction   iu  one's  mind. 

The  conise  i}\'  hereditary  syphilis  ditiers  in  many  respects  from  th 
of  the  acquired  disease*.      The  latter  jdway>  begins,  as  we  have  seen,  1 
TOO 
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the  development  of  a  local  lesion,  which  is  followed  by  a  definite 
secondary  period  of  incubation,  at  the  expiration  of  which  constitutional 
manifestations  appear,  while  the  hereditary  disease  presents  no  initial 
lesion  and  cannot  be  divided  into  stages.  Moreover,  while  many  of  the 
lesions  of  each  are  similar,  being  undoubtedly  caused  by  the  syphilitic 
poison,  on  the  other  hand,  a  large  number  of  those  in  the  hereditary 
form  are  merely  the  result  of  perverted  nutrition,  and  may  occur  in  any 
adynamic  disease.  Among  such  lesions  may  be  classed  certain  affections 
of  the  eyes,  peculiar  osseous  malformations,  hydrocephalus,  impaired 
growth  of  the  hair,  as  well  as  deafness  and  deaf-mutism,  the  ultimate 
cause  of  which  is  unknown. 

The  lesions  of  hereditary  syphilis  are  more  hypersemic  and  active 
than  those  of  the  acquired  form,  and  tend  to  involve  larger  surfaces. 
As  a  rule,  the  early  lesions  are  more  generally  distributed  and  are  more 
symmetrical  than  those  which  are  developed  later. 

Vesicular  and  bullous  syphilides,  so  rare  in  acquired  syphilis,  are 
quite  common  in  the  hereditary  form,  while  rupia  is  almost  unknown  in 
the  latter.  Affections  of  the  nasal  mucous  membrane,  which  are  infre- 
quent and  appear  late  in  the  former,  are  among  the  earliest  and  most 
reliable  diagnostic  symptoms  of  the  hereditary  disease.  Visceral  affec- 
tions are  much  more  common  in  the  latter  than  in  the  former,  frequently 
being  multiple,  and  coexisting  with  lesions  similar  to  those  of  the 
secondary  stage  of  the  acquired  disease.  Gummatous  and  connective- 
tissue  infiltrations  are  often  developed  before  birth,  and  are  more  diffuse 
and  symmetrical  when  they  appear  before  the  end  of  the  first  year  of 
life ;  when  seen  after  that  period  they  may  present  the  characteristics 
of  the  acquired  form.  A  peculiar  and  constant  lesion  of  the  ossifying 
ends  of  the  long  bones  has  been  observed  during  the  early  months  of 
hereditary  syphilis.  Certain  bone-lesions  may  be  developed  at  a  later 
period  which  resemble  those  of  the  acquired  disease.  Affections  of  the 
nervous  system,  although  more  common  than  has  been  supposed,  are 
comparatively  rare  in  hereditary  syphilis. 

Evidences  of  hereditary  taint  usually  disappear  before  puberty, 
although  syphilitic  lesions  undoubtedly  hereditary  have  been  observed 
at  later  periods,  and  in  some  instances  after  years  of  apparent  latency. 
The  extent  to  which  inherited  syphilis  furnishes  immunity  to  the  acquired 
form  is  still  undetermined,  but  it  is  very  probable  that  a  child  heredi- 
tarily syphilitic  at  birth  may  suffer  a  mild  attack  if  he  should  be  infected 
by  syphilis  acquired  at  puberty  or  later. 

In  hereditary  syphilis,  as  in  the  acquired  disease,  the  same  tendency 
exists  to  the  development  of  tuberculosis,  and  this  dangerous  symbiosis 
is  always  to  be  feared  in  infected  children,  old  and  young. 
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OUTLINE  OF  THE  COURSE  OF  HEREDITAEY  SYPHILIS, 

Tlie  duration  of  hererlitary  syphilis  ilfpontls  altogether  upon  two 
condition^ — the  intensity  of  the  iliatliesis  and  the  treatment.  It  is  mit 
uneoinmon  fnr  ehildren  to  present  mi  Id  and  siiperHeial  symptoms  for  a 
few  months  or  a  year,  and  then  become  blooming  and  healthy,  never 
again  tobeutiected  with  syphilitic  legions.  Again,  severe  and  extensive 
lesions  may  bt;  exhibited  during  the  early  months,  which  relaji^e  at 
irregular  intervals  in  an  equally  intense  but  more  limited  form  for  a 
few  yell  rs  ;  or  sypliilitie  lesions  maybe  deve!i»jH'd  tVom  time  to  time 
until  the  lenth  or  twelfth  year,  perfect  health  being  establislied  after 
that  time.  In  very  chronic  easses  symptoms  may  recur  more  or  less  fre- 
queutly  until  [uiberty.  My  observations  lead  me  to  the  conclusion  that 
they  do  not  ai>pear  after  that  date.  In  general,  the  severity  of  heredi- 
tary syphilis  is  expended  witliin  the  first  few  years,  and  subsequent 
lesions,  although  possibly  extensive  and  deep,  do  not  show  the  malig- 
nancy of  early  ones. 

The  course  of  hereditary  syphilis  is  equally  as  chronic  as  that  of  the 
acquired  disease,  and  is  mtu'e  invgnlar  and  uncertain,  es{>ecially  when 
the  treatment  luis  not  been  atlequate  and  effieient.  For  this  rea.sou 
the  lesions  cannot  be  arranged  in  elu^onologic^d  onler,  and  a  precise 
division  of  the  disease  into  stages  is  likew  ise  inipmcticalde*  Visceral  and 
superficial  lesions  frequently  coexist ;  the  interval  between  early  and 
late  lesions  may  be  but  a  few  months  or  even  many  years. 

As  in  the  acquired  form,  so  in  hereditary  syphilis,  the  extensive 
superficial  exanthcms  are  peculiar  to  the  first  months  of  the  disease. 
With  these  may  coexist  lesions  of  the  mucous  membranes,  of  the  bones^ 
or  of  the  viscera.  Rehqjsing  sypliilides  are  usually  less  extensive  than 
the  first  eruption,  and  their  lesions  are  less  numerous.  They  may  be 
composed  of  either  papules,  pustules,  or  vesicles,  the  eruption  being 
polyniijrpluius  or  made  up  of  one  variety  of  lesion.  The  course  of 
these  relapsing  sy|>hilides  may  be  even  more  chronic  than  that  of  the 
first  ertqvtinUt  and  the  interval  between  the  two  may  be  a  few  weeks  or 
several  nu^nths*  Sometimes  the  second  rash  appears  before  the  complete 
disappearance  of  the  first.  It  may  be  said  that  these  relapses  of  general 
eruptions  are,  as  a  rule,  jieeuliar  to  tlie  first  two  or  three  years  of  the 
disease.  Subsequent  eruptions  are  of  another  order,  more  profijuiid, 
more  localized,  and  less  likely  to  relapse.  These  later  orders  of  demial 
lesions  may  be  [uipulotubercnlar  or  perhaps  pustular,  but  in  general  they 
are  tubercular,  tubcreulo-uleerons,  and  gummatous. 

These  cases  of  late  devehipmcnt  are  nither  rare,  although  I  hnve 
seen  fully  six  dozen  in  which  such  lesions  have  appearctl  at  the  tliird» 
Bixth,  eiglith,  twelfth,  fifteenth,  and  twentieth  years.     In  (My  one-Ualf 
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they  oceurreii  iK-twet'ii  the  lourtfi  and  twflft!}  yoarr=,  la  tlin^r-iuglahs 
between  the  lliird  and  tit'tli,  and  in  the  roinain(Jer  between  tlie  twelfth 
and  twentieth  years.  It  h  very  rare  to  see  dermal  lesions  extensive  and 
superfieial  afttr  the  second  or  tliird  year,  ihey  heiiitr  nsuully  profound 
and  liniiled,  and  in  ihi^  rei^pect  differing  troni  thu^e  of  the  acquired 
disease*  Under  the  lieading  of  syphilid*  here<iitaria  tarrla  many  inter- 
esting eases  of  dermal,  osseous,  vij^cei'al,  antl  ren'ljro,<?i>inal  k'sions  have 
been  reported.  In  many  eases,  however,  tlie  history  of  syphilis  is  very 
vague.     (See  Fig.  101.) 

Fig.  IGl. 


Typfeal  Ikdes  of  &  child  suflbrlnfr  from  hefedltAry  RypbtlU,  «tiowlng  opnrltj'  of  tlie  comr»,  Ihll  of 
Doact.  witb  fiWnoMfl  aud  the  Bmitielir  of  ulct^ra  uf  muiuh. 

In  the  majority  of  cases  the  development  of  visceral  lesions  takes 
place  in  intra-uterine  life,  and  iheir  course  after  birth  is  retrogressive* 
The  principal  organs  attacked  are  the  liver,  the  lungs,  the  brain,  and 
the  kidneys.  Our  knowdedge  of  the  frequency  and  extent  of  tireir 
development  after  birth  is  incomplete.  Besides  the  cutaneous  and  vii*- 
ccral  lesions  of  the  first  year  or  two,  other  syphilitic  affections  are  fre- 
quently observed.  In  many  cases  the  diaphyso-epiphyseal  lesions  of  the 
bones  appear  during  intni-uterine  life  and  nin  their  course  in  the  early 
months  of  the  disease,  possibly  relapsing  at  a  later  period  ;  or  they  may 
apjiear  for  the  firsst  time  during  the  first  year  of  life.  From  the  fourth 
up  to  the  twentieth  year  the  shafts  of  the  iKmes  may  he  aiTectefl  by 
periostitis,  and  joint-aflWtions  often  oceiir^ 


704  11  En  EDIT  A  RY  SYPHILIS. 

Tlio  Irsioiis  of  the  mii<*t>i]s  membrane  arc»,  like  those  of  the  s 
su|K'rfirial  aii<l  often  extensive  in  the  first  years  of  life  ;  at  later  per 
\\\v\  an'  eirenmserilKMl,  profound,  and  destnietive.  Occasionally  ir 
choroiditis,  or  retinitis  mviirs,  generally  Iwtween  the  third  anil  si 
years,  while  we  observe  that  keratitis  may  apjwar  at  any  time  up  to 
fiftei-nlh  or  even  twentieth  ywir. 

In  the  somewhat  rare  eases  of  hereditary  syphilis  presenting  oerel 
ami  niM'vons  symptoms,  it  has  been  noted  that  such  symptoms  and  nii 
tional  atlretions  of  the  enininm,  te<?th,  etc.,  begin  in  the  early  years 
life  and  leave  more  or  Irss  marked  traces. 

Tiie  s(! verity  of  henMlitarv  syphilis  exhausts  itself  within  the  i 
three  yrars  of  lift' ;  whatever  symptoms  are  manifested  after  that  t 
are  devclopetl  in  the  most  chronic  and  irregular  manner.  Therefore 
any  division  of  the  disease  into  stages  were  to  be  made,  the  first  ( 
years  might  br  eonsi^lered  the  first  stage,  or  the  j)eri<Hl  of  the  dist 
proper,  the  second  stage  extending  from  that  time  indefinitely,  but 
beyond  the  tw(?ntieth  y«;ar. 

In  considering  tlu*se  persistently  recurring  attacks  of  the  van 
ftirms  I  if  lesions  one  must  always  rememln'r  that  with  the  ad  van 
now  madr*  in  onr  therapeutics  in  many  cases  the  syphilitic  diatheses  n 
be  extinguished. 

SOXTRCE  OF  THE  INFECTION. 

Inft'ction  of  the  child  may  l)e  derived  from  the  father  alone  or 
mother,  or  from  both. 

Influence  of  the  Father. 

So  many  un<loubtc<l  instances  of  the  transmission  of  syphilis  fr 
fatlier  t()  chihl  liave  been  n'iK>rtc4l  that  further  evidence  is  scarc< 
nee«le<l.  'J  lie  ri>k  of  contagion  from  the  father  is  in  i)roportion  to  1 
activity  oi'  his  sym])tom>.  If  procrt^ation  tak(^^  place  while  he  is  in  1 
\\v>{  j)erind  of  incubation,  the  child  will  escape,  and  may  do  so  c\ 
(luring  the  secc)ndary  period,  but  infection  is  more  probable  as  the  lat 
stMge  advance-.  Probably  the  malign  influence  begins  with  the  evo 
tiou  ot'  (M)n>titiiti<)nal  mnnit'estations. 

There  is  abundant  eviden<'e  that  if  the  disease  is  not  treated  1 
sperni-cel]<  will  retain  the  sy])liilitic  virus  through  the  first  year,  sii 
teniponiry  iind  sjxniiaucous  latency  of  the  disease  is  observed  only  a 
later  period.  On  iluj  other  hand,  mercurial  treatment  may  so  modify! 
di.-ease  thai  the?  child  will  escaju'  even  within  the  first  year.  We  i 
frecjUcMit  e.\amj>les  of  thi>  when  men  recently  syphilitic  and  com|>ell 
to  marry  are  put   un<ler  an  active   mercurial  course,  and  within  a  y^ 
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become  fathers  of  children  who  never  show  the  slightest  evidence  of 
syphilis. 

This  paternal  transmission  is  called  germinative  or  spermatic  infec- 
tion ;  and  if  syphilis  is  really  a  disease  due  to  a  bacterium,  we,  guided  by 
analogical  evidence,  can  readily  understand  the  nature  of  the  process. 
As  pointed  out  by  von  During,  Pasteur's  discovery  that  "  the  germs 
of  the  disease  of  silkworms,  called  pebrin,  pass  into  the  ovulum  and 
into  the  spermatic  cells  of  the  infected  worm,  which  retains  its  power 
of  fecundation  and  germination,  and  transmits  the  infection  to  its  off- 
spring, throws  a  flood  of  light  upon  the  pathology  of  the  transmission 
of  syphilis  by  heredity.  When  to  this  evidence  we  add  the  results  of 
the  experiments  of  Maffuci  and  Baumgarten,  who  succeeded  in  infecting 
eggs  with  tuberculosis  and  in  detecting  that  disease  in  the  resulting 
chicken,  it  almost  seems  that  the  question  is  settled." 

Influence  of  the  Mother. 

In  order  that  syphilis  may  be  conveyed  by  the  mother  her  disease 
must  be  constitutional.  It  is  very  probable  that  the  ovule  of  the  female 
is  infected  in  the  same  way  as  are  the  spermatozoa  of  the  male. 

When  impregnation  occurs  later  than  within  two  weeks  of  the  evolu- 
tion of  general  manifestations  the  fcetus  is  almost  inevitably  affected, 
and  the  activity  of  the  disease  in  the  child  will  be  in  proportion  to  that 
of  its  early  stage  in  the  mother,  unless  the  disease  has  already  been 
modified  by  active  mercurial  treatment. 

Statistics  show  that  such  embryos  rarely  reach  maturity,  abortion 
occurring  usually  in  from  the  fifth  to  the  seventh  month,  sometimes  as 
■early  as  the  third. 

In  such  cases,  in  addition  to  the  disease  of  the  ovule  itself,  the  nutri- 
tion and  growth  of  the  foetus,  which  depend  upon  the  richness  and  purity 
of  the  mother's  blood,  are  impaired  in  proportion  to  the  severity  of  the 
disease  in  the  mother. 

The  frequent  observation  that  the  product  of  conception  occurring 
ivhile  either  parent  is  in  the  early  and  active  stage  of  the  disease  is 
intensely  syphilitic  or  fails  to  reach  maturity,  and  that  healthier  children 
are  produced  as  the  disease  in  the  parent  becomes  less  severe,  is  ground 
for  the  assertion  that  the  severity  of  the  syphilis  in  offspring  is  in  pro- 
portion to  its  activity  in  either  parent  at  the  time  of  conception.  Thus, 
if  a  syphilitic  woman  becomes  pregnant,  or  if  the  disease  is  derived 
from  a  man  in  whom  it  is  active,  the  first  foetus  may  live  only  to  the 
third  month.  Without  treatment  the  next  pregnancy  may  have  a 
similar  result,  gestation  possibly  continuing  a  little  longer.  As  the  dis- 
ease becomes  modified  by  time  or  treatment  a  living  but  syphilitic  child 
45 
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niMv  Im-  Imh-11  ;  in  siurrc4iin<;  |>n*^iiaiifi<-s  tlu*  tnu'is  of  tlu»  4lis«*a.si-  Ihi-" 
li'ss,  until   tinallv  hraliliy  childifn  may  Iw  hrjjrotten. 

Tlu*  pnwrr<»t'  hirrtliiary  tnni>nii>Mnn  jwriiliarto  the  motlic^r  ilrju'i 
a*"  in  the  cax'  of  tli(>  fatluT,  upon  tlii>  condition  of  the  syphilis  in 
or^aiii>n),  >iniilar  {mtIimIs  (»f  latency,  hotii  >|H»ntaiieons  and  iliie  to  n 
on  rial-,  IwinLr  i»ct  with  in  the  f«'inale.  If  her  system  at  the  timt 
eoiUMj»ii<ni  is  K'inporarily  fre<*  from  syphilitie  iiiHiieiiei*,  lier  ovules 
(•apal)le  of  pnMlnein^  ln-ahliy  ehildreii. 

The  nnmlM-r  of  syphilitic  rhildn'n  wln\*li  a  woman  may  imnl 
varies.  In  S4»me  eases  of  a  mild  ehanu'ter  healthy  children  may  fol 
the  hirtli  of  one  or  Xwu  infect4*d  ones.  In  other  cases,  jvirtienlarlj 
tlios*'  partially  or  entirely  nntreated,  there  may  bo  six  or  more. 

As  a  rnle,  aft«T  the  lapse  of  six  years  the  influence  of  the  dis€ 
hecomes  so  feeble  that  the  risk  of  transmission  is  extremely  slight. 

Infection  of  the  Mother  and  Child  Through  the  Utero-placen 

Circulation. 

There  can  be  no  donbt  that  owin^  to  the  loss  of  the  normal  filtrat 
|K)\ver  of  the  placi'nta  a  fietus  which  inherits  its  disease*  from  a  sypliil 
father  may,  in  a  greater  or  h'>s  dcirree,  infi'ct  its  mother,  and  ths 
mother  inf4'cted  with  syphilis  after  the  conivption  of  a  healthy  el 
may  transmit  that  disease  to  her  ollsprinir. 

In  >np|H>rt  of  these  well-known  facts  we  can  oifer  only  hyiK^the: 
which,  however,  arc?  based  on  strong  analopcal  evidence.  It  is  the  r 
that  the  placenta  acts  as  a  very  i>erfe4-t  filler,  and  wholly  prevents 
pa<>a^^4' of  solid  jiarticles  of  matter.  If  we  assume  that  the  piYKlii 
of  >yphiliti<*  inf4M-iion  are  ])iomaVns  or  toxins  which  are  soluble,  and 
tissiie-ileinents  which  arc  solid  particles,  the  deduction  may  Ik.*  um 
thai  in  the  pregnant  woman  there  is  a  (■(►ntinuous  interchange  of  kt 
between  her  and  her  otlspring.  >>'ow,  if  this  serum  contains  syphil 
toxins,  it  i<  reasonable  to  con<*lude  that  th(?  mother  receives  a  modif 
syphilitic  infection  or  intoxication  ;  she  is,  as  we  may  say,  vaccinat 
This  condition,  whih^  in  all  j)robability  not  rendering  her  syphilii 
conf4'rs  immunity  to  the  infection.  ]>nt  it  is  possible  for  micron^rgs 
isms  so  to  damage  the  placenta  by  causing  emlxdi,  hemorrhages,  Ji 
(rnilothclial  necr4)ses  that  its  fdtering  ])4)wer  is  in  a  metisure  lost,  a 
tiiat  thron^di  it  s(>lid  particles  may  permeate.  If  these  hypotheses  i 
true  in  osence,  the  conclusi4>n  is  warranted  that  in  exceptional  cases  i 
Iwallhy  mother  may  be  infected  by  her  syphilitic  f(etus. 

A>suniing  that  the  toxin  thecH-y  is  scientifically  true,  we  may  in 
that  the  pregnant  woman  who  is  infected  with  syj)hiHs  after  concept! 
nouri>hes  her  infant  with  a  serum  mon»  or  less  rich  in  toxins,  and  tl 
in  proportion  to  the  (piantlty  and  malignaTicy  of  the  circidating  \k>U 
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tlio  chWA  is  affectcrJ,  and  tlutt  wlieii  it  is  very  intense  death  is  |»r<j- 
dllwd. 

In  all  prolmbility,  thuretbre,  the  luxic  jirincipleH  of  t^yphilis  may  he 
CDnveyed  through  the  utei-opkeental  drcuhition  from  mother  to  la*tus, 
and  rice  rer^l,  and  fnll  infeotiim  may,  ia  mre  eases,  oeeur  wlien  the 
filtrative  |K>wer  of  the  plaeeata  has  been  impaired  by  morbid  changes. 

The  mothers  who  bt^ar  Bvphilitic  children  and  pre^^ent  no  evidence 
of  infection  may  b**  thin  and  pallid  or  healthy  and  robust.  Some 
aiitliors  think  that  they  are  the  Ix^arers  of  a  modified  s^yphilis,  while 
otiier.-s  claim  that  they  later  on  may,  and  often  do,  prci^ent  tertiary  mani- 
festations* In  all  probability  tlio.-^  atithors  who  claim  that  a  nioditied 
syjihilis  has  been  prodnetHl  are  eoriTct.  Tlioiigh  von  During  emphatic- 
ally says  that  these  women  are  in  a  latent  tertiary  condition,  and  that 
they  do  later  on  prei^ot  undoubted  evidence  of  tertiary  syphilis,  and 
mjiorts  tliree  cases^,  I  think  that  we  have  not  ns  yet  a  sufficiency  of 
iincoutrfivertible  facti*  to  allow  ns  to  make  magisterial  statement^?.  We 
8till  need  more  well- and  lon^* observed  eases. 

It  is  very  certain,  however,  that  these  women  aeqnire  an  immunity 
to  syphilitic  infectitm  from  others.  On  this  subject  CVilles  says:  **  I 
have  never  witnessed  nor  heard  of  an  instance  in  which  a  child  deriving 
the  infection  of  syphilis  fi*om  it^  parents  has  caused  an  ulceration  on 
the  breast  of  its  motlicr,"  Colles's  statement  <»f  what  ho  observe**!  has 
passed  ctirrent  as  IVilles's  law^  Von  ])urin<r  very  happily  fnmiulates 
it  as  folhnvs  :  "A  healthy  woman  who,  impri'gnated  by  a  syphilitic 
man,  has  borne  a  syphilitic  child,  may  be  free  of  all  symptoms  of 
syphilitic  infection,  and  may  at  the  same  time  be  refractory  against  any 
syphilitic  infection/' 

Abort iou  resulting  from  the  death  of  the  foetus  usually  occurs  about 
the  sixth  month,  w^iile  that  caused  by  infection  of  the  mother  during 
pregnancy  takes  place  somewhat  later.  An  aborte<l  fwtus  is  usually  in 
a  macerated  condition,  the  skin  being  easily  detached  and  the  surface 
having  a  livid  purple  color,  and  various  lesions  will  be  found  in  some 
»tf  the  viscrenu  The  integument  may  show  nothing  characteristic  or 
large  bnllfe  may  be  found  on  the  ^oles  and  palms. 

In  syphilitic  children  ^tillbi»rn  at  term  or  dying  soon  after  birth  fre- 
quently no  lesion  of  the  skin  is  foumh  The  greater  number  of  syphilitic 
children  l>orn  living  appear  well  nourished  and  perfectly  healthy,  but, 
generally  at  the  end  of  three  weeks,  evidences  of  disease  show  tbem- 
sclves. 
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LESIONS  OF  THE  PLACENTA. 

The  cliaraotoristic  lesions  of  the  plact^ita  an;  rhanges  in  volu 
weight,  aii<l  consist^'iiey,  ami,  niienirs^'opieally,  the  thiek,  plump  fomi 
the  l<etal  villosities,  whieh  is  due  to  the  filling-up  of  the  villous  spa 
with  an  abundant  proliferation  of  niwlenitely  sized  cells  prucec<ling  fi 
the  hlotxlvessels,  eomplicjiteil  with  a  pn»liferation  of  the  otdl-ooiitc 
of  the  villi.  Obliteration  of  the  bloodvt»s.sels,  and,  finally,  conipl 
destruction  of  the  villi,  ensue.  Tin's  aifeetion  may  appropriately 
called  **  Deforming  Proliferation  of  Granulation-cells  of  tlie  Placer 
Villi." 

DEVELOPMENT  OF  HEREDITARY  SYPHILIS. 

The  first  indication  of  disease  in  a  child  apparently  healthy  at  bi 
is  the  characteristic  ttmijftinf/,  which  is  the  <'ause  of  great  discomfort,  a 
in  some  cases  death  ensues  from  the  obstruction  to  brcjithing.  Eiuac 
tion  may  j)rogre.-s  to  such  an  extent  as  to  leave  the  skin  of  the  be 
l<K>sc  and  wrinkled.  The  integument  of  the  face  seems  to  bo  dra 
tight  over  the  bones  and  assumes  an  earthy  sjdlowness.  The  e; 
beconu?  proTuinent,  and  the  juvenile  expression  is  lost,  until  these  childi 
come  to  look  like  little  old  men  and  women.  In  some  eases,  howev 
even  of  chihlnn  intensely  diseased,  excessive  emaciation  is  notobsi»rv( 
so  that  tliere  se<'ms  to  be  no  special  relation  betwei»n  this  condition  a 
'^  the  activity  of  the  disease.     Simultaneous  with  these  changes  the  chil 

nutrition  suffers,  g:istro  intestinal  and  pulmonarj'  lesions  may  be  dev 
oped,  and  various  skin  eruptions  make  their  appearance. 

,  Eruptions  of  Hereditary  Sjrphilis. 

The  principal  eruptions  are — the  erythematous  syphilide,  or  roseol 
i  the  papular  syphilide  ;  the  vesicular,  the  pustular,  the  bullous,  and  t 

'   '    I  tubercular  syphilidcs ;  and  a  form  of  furuncle. 

With  certain  modifications  the  features  of  syphilitic  eruptions 
.,  _  I  infants  are  similar  to  those  in  adults.     In  both  cases  they  appear 

i  crops,  but  in  the  hereditary  disease  the  later  rashes  are  less  symmetric 

I     '  and  are  likelv  to  be  limited  to  i)articular  re<rioiis,  and  the  fever  accoi 

ill  .  1  c 
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panying  an  eruption  in  the  acquired  disease  is  frequently  absent. 
tlumgli  their  general  course  is  subacute,  yet  on  account  of  the  activi 
of  cell-growth  and  eireidation   in  the  integument  of  infants  the  eru 
tions  are  developed  rapidly  and  tend  to  involve  extensive  surfaces, 
may  also  be   noticed   that  such   lesions  as  jki pules  and  condyJoniata  ji 
less  firm  and  solid  than  .>imilar  ones  in  adults. 
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Tiip  (TytliemattHiH,  papular^  ttilw'n'iil.ir,  ami  ^iinimiitnu.s  eruptiona 
are  esijentially  the  Result  of  syphilitic  ijrocessrt^,  while  all  the  ulcerative 
rashes  arc  the  outcome  of  a  symbiot^i&  of  svphilis  and  pyo^euic  bacteria. 

The  Erythematous  Svphiube,  ou  Roseola. — This  is  the  most 
frequent  ainl  earliest  hereclitary  erni»tion,  ap|^>eariug  about  the  thin! 
week,  ami  often  prececled  or  aceoniipauied  by  coryza.  It  begins  on  the 
lower  jmrt  of  the  abchjmen  as  minute  round  or  oval  pink  spots,  which 
at  first  tlii«ii|>pear  on  presr^ure*  It  ntpidly  Invades  the  trnnk,  face,  and 
extremities,  and  is  geuenilly  fully  develn|KMl  within  a  week.  Tlie  spots 
then  vary  from  a  third  to  half  an  inch  in  diameter,  assume  a  dull-red 
cop|>ery  line,  and  no  lontjer  disappear  on  pressure,  owing  to  pigmenta- 
tiun  of  the  s^kin*  In  some  etises,  as  in  a<ltdts,  punctie  of  a  deeper  color 
are  seen  on  the  surface  of  the  roseolous  patches,  denoting  the  situation 
of  follich*s  around  which  the  hyi^envmia  is  more  intense. 

The  patches  are  not  usually  elevated,  and  desquamation  i»  generally 
absent,  except  in  severe  cases  about  the  hands,  feet,  and  nates,  wJiere  it 
may  be  limited  to  the  margins  of  the  patches,  or  it  may  l>e  so  extensive 
as  to  rosendde  psoria^^is.  Sometimes  the  s|n>ts  run  together  and  fissures 
form,  either  suj>erficial  or  of  sufficient  di^pth  to  cause  much  pain. 

The  early  change  of  color  to  a  coppery  hue,  seen  in  irregular  patches 
U}K>n  the  chin,  in  the  folds  of  the  neck,  and  on  the  nates,  where  other 
lesions  frequently  coexist,  is  an  Important  diagnostic  feature. 

The  tendency  to  a  circular  form,  so  common  in  acquired  syphilis,  is 
observed  in  later  here<litary  eruptions  more  frequently  than  in  roseola. 

The  eruption  is  sometimes  so  evanescent  and  its  color  so  faint  that  it 
passes  unoliserved.  Bv  attention  to  the  characteristics  mentioned  and 
to  the  history  of  the  patient  the  diagnosis  will  generally  be  sufficiently 
easy. 

The  Papular  Syphilide  and  Condylomata  Lata, — These 
lesions  will  be  described  together  on  accuunt  of  their  pathological 
similarity. 

The  papular  syphilide  may  be  the  first  eruption,  and  not  infre- 
quently it  id  intermingled  with  a  roseola,  or  three  or  four  ditTerent 
syp!  Ill  ides  may  Ix?  seen  at  the  same  time  on  one  child.  The  small 
acuminated  papule  of  acquired  syphilis  is  scarcely  ever  seen,  except  in 
a  relapse  or  late  in  the  course  of  the  disease.  Flat  papules,  small  and 
large,  scatterai  symmetrically  over  the  body  are  the  common  forma, 
Grescentic  grouping  is  seldom  seen  except  at  a  late  period,  and  then 
only  about  the  joints?  and  on  the  extremities.  The  jmpules,  at  firbt  dull 
red,  and  then  coppery,  may  have  a  smooth  surikce,  or  the  epidermia 
may  exfoliate,  especially  on  the  soles  and  palm^ 

In  tliis  connection  may  be  mentioned  certain  diffuse  infiltrations 
sometimes  observed  which  have  not  vet  been  carefollv  described,  Whm 
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papules  are  copiously  distributed  uj)on  the  palms  and  soles  it  may  1 
noted  that  they  increase  rapidly  in  size  and  number  and  fuse  togethe 
The  skin  is  of  a  dull-red  color,  much  thickened  and  scaly.  An  entii 
foot  or  hand,  or  the  gluteal  region  from  the  thighs  to  the  top  of  tl 
sacrum,  may  be  thus  involved. 

Irritation  from  active  movements  or  from  pressure  often  excit< 
fissures  and  ulceration,  which  are  the  cause  of  much  suffering.  Th 
condition  may  accompany  any  lesion  of  hereditary  syphilis ;  its  ooun 
is  chronic,  and  it  is  not,  as  a  rule,  affected  by  internal  medication.  Tl 
duration  of  the  hereditary  papular  syphilide  depends  upon  treatmen 
to  which  it  promptly  yields. 

Condylomata  lata  are  simply  modifications  of  the  papular  syphilide 
due  to  their  situation  between  the  folds  of  skin  or  at  its  junction  wit 
mucous  membranes  or  wherever  there  is  moisture.  The  change  in  tl 
papule  is  chiefly  hypertrophic,  there  l)eing  no  decided  histological  di: 
ference  between  the  two  forms  of  eruption.  In  size  condylomata  vary 
their  shape  is  governed  by  the  conformation  of  the  parts  upon  whie 
they  grow  ;  and  in  color  they  are  usually  grayish-pink  to  dark  browi 
Their  surface  is  generally  flat,  sometimes  fissured  and  ulcerated,  when 
scanty  offensive  secretion  exudes,  which  may  form  a  thin,  dirty-eolore< 
crust.  Particularly  in  cachectic  infants  a  false  membrane  may  foma 
which  is  slightly  adherent  and  leaves  a  raw,  bleeding  surface  oi 
removal. 

Condylomata  are  among  the  early  and  most  obstinate  of  hereditary 
lesions,  local  measures  apjx^aring  to  have  more  effect  upon  them  thai 
internal  medication.  They  vary  greatly  in  number,  and  in  infants  ar 
most  frecjiiently  seen  about  the  anus.  A  characteristic  symptom  is  ex 
hibited  whtMi  they  exist  at  each  angle  of  the  mouth,  associated  witl 
mucous  patches  in  the  buccal  cavity.  They  are  much  aggravated  bj 
neglect  and  want  of  cleanliness,  but  with  projwr  care  and  treatmem 
they  shrink  and  disap]>ear,  leaving  a  temporary  copper-colored  stain. 

The  Vksiculak  Syphilide. — This  rare  form  of  eruption  occurs 
among  the  early  symptoms  in  severe  eases  of  hereditary  syphilis.  It  i* 
never  general,  and  is  usually  associated  with  a  jnistular  or  bullous  erup- 
tion, and  appears  in  groups  of  vesicles,  closely  and  irregularly  packec 
together,  upon  the  chin  and  about  the  mouth,  upon  the  forearms,  the 
nates,  the  hypogastrium,  or  the  thighs.  It  rarely  shows  a  tendency  tc 
relapse. 

Thk  Pr.sTULAU  Syphilide. — This  eruption  usually  appears  before 
the  eighth  week  in  children  ])rofoundly  syj)hilitic,  but  is  not  infre- 
quently seen  in  those  whose  nutrition  is  iair.  The  later  it  appears  the 
more  likely  are  the  pustules  to  be  small,  few,  and  superficial.  It  nia> 
invade  the  entire  body,  but  is  usually  more  abundant  on  the  thighs,  but- 
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tocks,  and  face,  while  elsewhere  the  pustules  are  thinly  scattered  and 
irregular. 

The  pustules  vary  from  a  third  of  a  line  to  a  line  in  diameter  at 
their  bases,  and  from  a  third  to  half  of  a  line  in  elevation.  The  deep- 
red  color  of  their  thickened  bases  ends  abruptly  at  their  margins.  They 
may  remain  intact  for  many  days,  and  after  rupture  the  ulcerated  sur- 
face may  or  may  not  become  incrusted.  Especially  about  the  mouth 
there  is  a  tendency  to  grouping  and  the  formation  of  quite  extensive 
patches,  or  the  whole  head  and  face  may  be  thus  involved.  The  crusts 
are  generally  darker  than  those  of  eczema  and  contagious  impetigo, 
and  the  ulceration  beneath  is  deeper.  Itching  and  burning  are  usually 
slight,  but  much  uneasiness  and  even  suffering  may  be  caused  in  certain 
locations,  as  when  pustules  form  on  the  scrotum,  the  buttocks,  or  the 
face.  Groups  of  pustules,  attended  by  much  redness  and  thickening 
of  the  surrounding  skin,  may  form  on  the  palms  and  soles,  and  the 
nails  may  be  destroyed  by  pustules  developed  around  them  or  beneath 
their  free  extremities. 

This  eruption  usually  leaves  no  permanent  trace,  but  in  some  cases 
marked  loss  of  tissue  and  scarring  result,  which  become  less  noticeable 
as  the  child  grows  older.  Sometimes  alopecia  results  from  cicatrices  on 
the  scalp ;  the  free  border  of  the  lips  or  the  angles  of  the  mouth  may 
be  partially  destroyed. 

FuRUNCULAR  ERUPTIONS. — As  early  as  the  sixth  month  or  as  late 
as  the  third  year  crops  of  furuncles  may  appear,  constituting  the  sole 
symptom  of  hereditary  syphilis  or  associated  with  other  lesions.  If 
symmetrically  arranged,  as  they  usually  are,  they  are  quite  numerous ; 
if  irregularly  distributed,  they  are  few.  They  differ  in  some  respects 
from  ordinary  furuncles. 

Their  bases  are  usually  compact,  well  defined,  and  of  a  dull  coppery- 
red  color.  Their  formation  is  slow  and  without  signs  of  active  inflam- 
mation. They  begin  as  a  small  nodule  in  the  corium,  and  gradually  in- 
crease to  the  size  of  half  a  nutmeg.  A  superficial  ulcer  forms  at  the 
summit  of  the  nodule,  and  a  mass  of  slough  comes  away,  leaving  a  deep 
cavity  with  irregular,  unhealthy  walls  and  everted  discolored  margins, 
which  may  remain  in  a  sluggish  condition  for  many  weeks  or  may  in- 
crettse  in  dimensions.     The  discharge  is  scanty  and  offensive. 

The  Bullous  Syphilidk — Pemphigus. — This  eruption,  some- 
times seen  at  birth  and  sometimes  a  month  or  six  w'eeks  after  birth,  is 
always  indicative  of  a  severe  form  of  hereditary  syphilis,  and  is  fre- 
quently a  precursor  of  death.  As  regards  its  situation,  it  resembles  the 
pustular  syphilide,  but  the  palms  of  the  hands  and  the  soles  of  the  feet 
are  most  frequently  attacked,  the  lower  extremities  being  most  exten- 
sively involved,  while  upon  the  trunk  the  buUje  are  sparsely  scattered^ 
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Ditfiiso  infiltration,  iilrmitioii,  and  the  formation  of  fissures  ni 
atteiul  the  development  of  this  eniption  upon  the  thighs  and  buttoc 
and  upon  the  oxtroniities.  It  may  aocompany  pustules  and^  le$s  f 
quontly,  one  or  more  of  the  other  syphilides,  is  generally  copious,  a 
is  always  symmetrical.  The  bullie  are  <levelo|KHl  rapidly,  and  their  se: 
purulent  contents  soon  become  purulent.  They  are  surn^unded  by 
rim  of  thickened  intcjrnmcnt  of  a  copjxTy  color,  and,  unlike  other  fon 
of  pemphigus  in  childn^n,  lack  uniformity  of  shape,  some  being  conic 
others  roundwl,  and  still  others  flattene<l. 

The  Tubercular  Syphilide. — This  lesion,  much  rarer  in  here< 
tary  than  in  acquired  syphilis,  may  occur  as  early  as  the  sixth  moni 
or  a  second  attack  may  be  met  with  several  years  after  birth.  T 
tubercles  begin  as  deeply  seated  papules  or  as  small  movable  nodules, 
the  latter  case  greater  depth  of  tissue  being  involved.  The  skin  eoi 
becomes  implicated,  and  a  shaq>ly  defined  tumor,  from  a  quarter  of  i 
inch  to  an  inch  or  more  in  diameter,  results,  which  may  disappe 
leaving  no  trace,  or  it  may  hwixk  down  into  an  ulcer  which  is  very  pe 
sistcnt  and  demands  local  as  well  as  constitutional  treatment. 

Kep:ion3  where  the  connective  tissue  is  loose  and  abundant  are  tl 
favorite  seat  of  tuliercles  of  the  largest  size.  Their  surface  sometime 
becomes  scaly,  and  the  eruption  then  resembles  psoriasis. 

(JuMMATA  AND  GUMMATOUS  Ui.CERS. — These  lesious  sometime 
appear  as  early  as  the  third  year,  but  generally  later,  even  as  late  as  tt 
twentieth  year.  After  this  period  it  is  not  usual  for  ulcerations  to  hav 
the  features  of  hennlitarv  syphilis,  typical  gummata  having  been  ol 
served  by  me  in  only  one  instance. 

The  course  of  these  lesions  in  herwlitary  syphilis  is  similar  to  that  i 
acquired,  and  therefore  needs  no  additional  description. 

A  case  of  symmetrical  gtmgrene  of  the  extremities  and  ears  hs 
been  reported  occurring  in  a  syphilitic  infant,  which  was  cured  by  th 
local  use  of  mercurial  ointment  and  the  administration  of  iodide  of  jKitai 
sium. 


Affections  of  the  Mucous  Membranes. 

One  of  the  earliest  and  most  constant  symptoms  of  hereditar 
syphilis  is  coryza,  wiiich  is  due  to  structural  changes  in  the  mucou 
menihrane  of  the  na.^iil  ])assages.  A  few  days  before  the  appearance  o 
general  niaiiifostatious  there  may  appear  a  serous  discharge  from  th 
no.-trils,  sometimes  trifling,  sometimes  so  excessive  as  to  impede  respi 
ration,  especially  during  sleep  and  in  the  act  of  nursing.  This  discharg 
is  aeeompiinied  by  the  characteristic  **  snullling." 

Tlie  nasal  secretion  soon  becomes  ])urulent,  bloody,  and  very  oifec 
sive,  and  causes  swelling  and  excoriation  of  the  ala*  nasi  and  upper  li[ 
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Tenacious  crusts  composed  of  the  dried  secretions  form  on  the  inflamed 
surfaces,  causing  much  discomfort.  In  its  mildest  and  rarest  form  this 
affection  is  a  simple  erythema.  Generally,  ulceration  of  the  mucous 
membrane  ensues,  and  not  infrequently  the  disease  progresses  to  the 
bony  structures,  pro<lucing  necrosis,  with  perforation  or  even  entire 
destruction  of  the  septum,  followed  by  striking  deformity. 

The  intensity  and  chronicity  of  specific  coryza,  the  limitation  of  the 
disease  to  the  nasal  passages,  and  the  coexistence  of  other  syphilitic 
manifestations  are  sufficient  to  establish  the  differential  diagnosis. 

Mrcous  Patches  of  the  Mouth. — In  the  infant  these  lesions 
often  lose  their  characteristic  appearance  quite  early.  At  first  they  con- 
sist of  slightly  elevated  portions  of  mucous  membrane  with  whitish  sur- 
faces and  surrounded  by  erythematous  areola?.  The  pearly  epithelial 
covering  may  be  soon  cast  off,  leaving  a  smooth  red  surface,  slightly 
depressed,  which  may  ulcerate.  The  regular  outline  of  the  round  or 
oval  patches  may  be  lost  and  a  number  coalesce,  thus  involving  a  con- 
siderable extent  of  surface,  which  may  be  superficially  ulcerated,  and  in 
cachectic  subjects  is  often  partially  covered  by  an  extremely  adherent 
false  membnine  of  a  pale-brown  color.  The  patches  frequently  become 
hypertrophied  and  resemble  condylomata  lata. 

In  the  early  course  of  hereditary  syphilis  very  many  distinct  mucous 
patches  may  be  counted  ;  at  a  later  period  they  are  less  numerous,  but 
they  show  a  decided  tendency  to  relapse,  having  been  seen  by  me  as  late 
as  the  sixth  year. 

The  most  common  situations  of  this  lesion  are  the  angles  of  the 
mouth,  the  mucous  membrane  lining  the  cheeks,  the  pillars  of  the  fauces 
and  the  tonsils,  the  sides  and  frequently  the  dorsum  of  the  tongue,  and 
also  very  often  the  portions  of  the  gums  adjacent  to  the  teeth.  On 
account  of  the  difficulty  of  pharyngeal  examination  in  young  infants  we 
cannot  state  positively  the  frequency  of  the  invasion  of  this  region. 
There  is  certainly  less  tendency  to  extensive  ulceration  of  the  pharynx 
and  tonsils  in  infants  than  in  adults.  At  the  angles  of  the  mouth  the 
ulceration  is  often  extensive  and  painful. 

The  serous  secretion  of  mucous  patches  is  rather  free,  and  quite  as 
infectious  as  that  of  the  initial  lesion.  Hence  the  necessity  of  their 
early  recognition,  and  of  measures  to  prevent  contagion.  Nursing  at 
the  breast  of  any  one  but  the  mother,  kissing  and  fondling,  must  be 
prohibited,  and  great  care  and  cleanliness  must  be  observed  in  the  use 
of  bottles,  cups,  etc.  The  infection  of  the  nurse  by  a  child  having 
mucous  patches  of  the  mouth  is  particularly  liable  to  occur  in  hospitals 
and  in  lying-in  asylums. 

Only  when  ulceration  exists,  or  when  the  mucous  patches  are  compVx- 
cated  with  diphtheritic  membrane,  is  their  diagnosis  from  stomatV^^'^^ 
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simple  or  jKirasitic,  attondc»d  with  (lifficulty.  In  the  absence  of  distinctiv 
evidence  in  the  history  and  on  the  hcnly  of  the  child  our  decision  mus 
be  bascMl  on  tlu;  Iwal  ap|>earanceK.  In  niniple  stomatitis  the  inflamma 
tion  is  generally  more  diffuse,  the  whole  tongne  in  particular  beinj 
much  congi\^ted  and  often  covertnl  with  vesicles,  which  are  not  seei 
in  the  spwific  disease.  Tlie  tendency  of  mucous  patches  to  develoj 
at  the  angles  of  the  mouth  is  a  valuable  j)oint  in  diagnosis.  In  para 
sitic  stomatitis  the  inflammation  is  less  localizecl  than  in  the  specific  form 
the  general  hypc^ncmia  is  greater,  and  the  false  membrane  has  a  whitei 
color  and  a  more  patchy  ai>pearance.  In  both  forms  of  non-specifi< 
stomatitis  the  sulci  between  the  gums  and  cheeks  and  the  gums  them- 
selves are  often  involved  ;  rarely  in  the  specific. 

The  history  of  the  case,  therefore,  and  the  circumscribed  charactei 
and  limited  distribution  of  mucous  patches,  will  enable  us  to  make  a 
diagnosis. 

GrMMATors  Infiltrations. — These  lesions,  consisting  of  cellulai 
infiltration  of  the  mucous  membrane,  are  usually  developed  upon  the 
hard  palate  or  u|K)n  the  posterior  pharyngeal  wall,  when  they  may  be 
mistaken  for  retropharyngeal  abscess.  They  are  rarely  seen  before 
the  third  year  of  life,  and  generally  occur  from  the  sixth  to  the  twelfth. 
The  first  indication  of  their  formation  is  a  reddish  elevation  of  the 
mucous  membrane*,  forming  a  round  or  oval  jmtch  from  half  an  inch  to 
an  inch  and  a  half  in  diameter,  which  increases  in  size  and  in  promi- 
nence until  a  well-<lefined  tumor  results.  Necrotic  changes  almost  in- 
variably occur  in  the  tumor,  leaving  an  ulcer  with  sharply  cut,  under- 
mined edofes  and  tenacious  greenish  secretion,  involving  the  mucous 
membrane  even  to  the  subjacent  bone. 

Their  course  is  chronic,  with  slight  tendency  to  invade  surrounding 
parts.  Upon  the  hard  palate  they  give  little  trouble,  but  upon  the  wall 
of  the  pharynx  they  are  the  source  of  much  suffering  and  inconvenience 
in  swallowing.  The  health  may  be  further  impaired  by  the  copious 
secretions  and  the  noxious  gases  developed.  Rejxiir  of  the  ulceration 
is  followed  by  cicatricial  contractions,  which  on  the  hard  palate  may 
affect  phonation,  and  on  the  wall  of  the  pharynx  may  interfere  with 
deglutition.     The  diagnosis  is  generally  easy. 

In  tuberculous  ulceration  of  the  hard  palate  the  process  is  more 
active  and  Kss  sharply  limited,  while  other  evidences  of  phthisis  exist. 
lietropliaryngeal  abscess  is  much  more  acute  in  its  invasion  and  progress 
than  a  gnniniy  tumor,  and  in  the  latter  case  signs  of  pre-existing 
svphililic  lesions  may  be  found.  In  all  cases  the  previous  history  of 
the  patient  must  be  learned. 


AFFECTIONS  OF  THE  LUNO&  715 

Affections  of  the  Laxynx. 

In  the  early  periods  of  hereditary  syphilis  the  lar}mx  and  upper  air- 
passages  may  be  the  seat  of  simple  hypera>mia,  of  mucous  patches,  or 
of  ulceration  involving  the  mucous  membrane,  or  even  the  cartilages,  to 
such  an  extent  as  to  result  in  stenosis. 

Like  gummatous  affections  of  the  pharynx,  those  of  the  larynx 
belong  to  the  late  manifestations  of  the  disease.  Like  them,  also,  their 
course  is  quite  rapid,  and  unless  promptly  checked  they  produce  great 
deformity.  Their  symptoms  are  a  varying  degree  of  hoarseness  and 
even  total  loss  of  voice,  with  difficulty  of  respiration  in  the  more  severe 
cases.     Iodide  of  potassium  in  full  doses  should  be  given. 

Affections  of  the  Lungs. 

Interstitial  cell-proliferation,  complicated  in  some  instances  with 
gummatous  infiltration,  are  the  lesions  usually  found  in  hereditary 
syphilitic  infants. 

When  the  lesions  are  extensive  and  fully  developed  the  lung  is  re- 
duced in  size,  increased  in  consistency,  and  when  cut  is  found  to  be 
firmer  and  less  vascular  than  normal.  Scattered  upon  the  surface  of 
the  lung  and  through  its  substance,  on  the  smaller  vessels  and  bronchi, 
which  are  much  thickened  and  look  like  yellow  cords,  are  numerous 
nodules  of  various  sizes.  The  more  recent  are  small  and  of  a  grayish- 
pink  color ;  the  older  ones  may  be  the  size  of  a  filbert,  are  light  yellow, 
and  when  excised  exude  a  thin  milky  fluid,  while  serum  escapes 
from  the  lung-substance.  The  former  api>ear  to  be  homogeneous, 
while  the  latter  are  granular  and  may  contain  pus.  The  pulmonary 
pleura,  especially  in  the  vicinity  of  the  nodules,  is  thickened  and  opaque. 

The  entire  lung  is  usually  more  or  less  involved  in  the  morbid 
processes,  though  in  some  cases  the  nodules  may  be  few  and  confined  to 
a  portion  of  a  single  lobe. 

The  first  step  in  the  process  is  evidently  active  congestion,  followed 
by  cell-proliferation  around  the  bronchioles,  and  in  a  less  degree  in  the 
walls  of  the  capillaries,  resulting  in  partial  or  complete  obstruction  of 
their  lumen  and  consequent  destruction  of  the  function  of  the  lung- 
tissue. 

The  nodules,  which  represent  one  or  more  j)lugged  and  distended 
alveoli,  consist  of  a  mass  of  connective-tissue  cells,  fibrous  tissue,  granu- 
lar debris,  and  perhaps  some  gummatous  tissue.  Like  all  new  growths, 
they  are  liable  to  degeneration,  fatty  or  caseous,  and  may  contain  pus 
in  their  centres.  The  pleural  changes  are  due  to  hypersBmia  and  in- 
crease of  fibrous  tissue.     True  gummatous  nodules  have  been  found  l>^ 
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some  obsiTvers.  Whilo  two  forms  of  nodiiU^s,  the  gummatous  ami  tl 
connective  tissue,  may  exist,  their  ^to^a  anil  microscopical  appearance 
are  in  sonu?  cases  so  very  similar  that  it  is  impossible  to  distinguis 
them.  The  j^ray  hepatization  of  pneumonia  resembles  syphilitic  indt 
ration,  but  may  be  reci^nizcnl  by  the  greater  succulence  and  less  resist 
anee  of  the  lininjr  tissue  and  by  the  escai>e  of  true  pus  on  pressun 
Owinjr  to  the  nature  and  extent  of  these  pulmonary  lesions  life  is,  i 
most  eas(;s,  (h^stroyed.  They  may,  however,  exist  in  a  moderate  an 
l(K»alize(l  form  without  such  a  result. 

While  these  changes  usually  take  place  in  intra-uterine  life,  we  ma 
fin<l  them  at  any  time  when  the  syphilitic  diathesis  is  active,  but  ina« 
fre(|uently  within  the  first  eighteen  months  of  life.  They  are  not  al 
tended  by  much  systemic  reaction, and  maybe  developed  in  any  portio; 
of  the  lungs  either  symmetrically  or  unilaterally. 

Ree(Mit  investigjitions  have  clearly  shown  that  in  some  childrei 
affc^t(Kl  with  hereditiiry  syphilis  the  lungs  very  frequently  are  the  sea 
of  morbid  change  which  to  the  eye  seems  of  syphilitic  nature,  but  whicl 
under  the  microscope  is  found  to  be  tulwrculous. 

Affections  of  the  Liver. 

The  functional  activity  of  the  liver  in  infancy  renders  it  subject  fe 
profound  structural  changes,  which  consist  chiefly  of  connective-tissu< 
infiltration. 

The  primary  changes  are  vascular.  The  walls  of  the  vessels  an 
much  thickened,  and  around  the  tunica  adventitia  numerous  nuclei  anc 
cells,  with  an  abundance  of  fine  fibrillar  connective  tissue,  are  found 
The  calibre  <.>f  some  of  the  vessels  is  diminished,  and  that  of  others  h 
entirely  obliterated.  Moreover,  various  stages  of  fatty  degeneration  of 
the  hepatic  cells  are  found.  Increase  of  connective  tissue  is  observec 
in  the  parenchymatous  network  of  the  organ  and  in  the  capsule,  whicli 
may  be  thickened  either  in  its  entire  extent  or  esi>ecially  on  its  uppei 
surface.  Adhesions  may  form  between  the  convex  surface  and  the 
diaphragm  or  the  peritoneum  of  the  anterior  abdominal  wall. 

(luminous  hepatitis  in  hereditary  syphilis  is  admitted  by  several 
authors.  There  are  two  forms,  one  consisting  of  numerous  minute 
tumors  scattered  through  the  liver,  called  by  Wagner  miliary  syphiloma 
and  the  other  consisting  of  one  or  more  large  circumscrilKKl  tumors 
such  as  are  found  in  the  adult.  Either  of  these  lesions  may  be  accom- 
panied by  fibroplastic  infiltration. 

In  most  cases  of  liver  syphilis  in  infants  hereditarily  infected  tin 
diagnosis  may  be  made  from  the  following  symptoms:  a  deep  wine- 
colored  venous  stasis  and  cedema  of  the  lower  extremities,  often  accom- 
})anic(l    by  pemphigus;  ascites,  due   to   me<'hanical   obstruction   of  the 
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circulation,  as  in  cirrhosis:  a  more  or  less  pronounced  chloro-anaeraic 
appearance  of  the  face  ;  and  the  presence  in  the  urine  of  albumin  and 
hsematoglobulin.  Vomiting  may  occur,  and  constipation,  alternating 
with  diarrhoea,  has  been  observed.  Icterus,  symptomatic  of  this  affec- 
tion, has  not  been  noticed.  A  fatal  result  commonly  ensues  in  the 
early  weeks  of  the  child's  existence. 

A  case  of  fatal  tcterus  is  reported  in  a  newborn  child  whose  mother 
was  syphilitic.  At  the  autopsy  the  liver  was  found  to  be  hypertrophied 
and  the  seat  of  gummata.  Portions  of  tissue  taken  from  the  liver 
and  spleen,  and  some  blood  when  cultivated,  showed  clearly  the  presence 
of  the  proteus  vulgaris.  This  organism  had  infiltrated  the  intracellular 
spaces  of  the  liver. 

Affections  of  the  Spleen. 

In  cachectic  children  and  in  those  in  whom  the  disease  assumes  a 
severe  form  more  or  less  hypertrophy  of  the  si)leen  is  sometimes  ob- 
served, usually  during  the  early  stages  of  syphilis.  The  enlargement 
is  rapid,  the  size  of  the  organ  often  being  quadrupled  in  two  or  three 
weeks.  Mercurial  treatment  induces  the  rapid  subsidence  of  the 
condition. 

Although  we  are  ignorant  of  the  pathology,  the  acuteness  of  its  inva- 
sion and  its  rapid  involution  suggest  hypersemia  rather  than  permanent 
cell-growth.  Still,  it  is  quite  possible  that  cellular  hyperplasia  may  take 
place  in  the  spleen  as  it  does  in  the  liver.  The  peritoneum  may  be 
secondarily  attacked  when  the  liver  and  spleen  are  affected. 

Lesions  of  the  Pancreas. 

In  some  rare  cases  the  pancreas  has  been  found  to  be  affected  in 
hereditary  syphilis.  In  the  most  marked  cases  the  organ  was  much 
enlarged,  its  weight  was  doubled,  its  tissue  firm,  and  on  section  it  pre- 
sented a  glistening  white  appearance,  somewhat  like  that  of  scirrhus, 
the  granular  substance  being  ver^'  indistinct.  Under  the  microscope 
the  interstitial  connective  tissue,  esj)€cially  between  the  larger  lobules, 
was  found  greatly  increased.  Portions  of  lobules  were  compressed, 
and  their  epithelium  was  atrophied  and  in  a  state  of  fatty  degeneration. 
The  vessels  of  the  interstitial  tissues  were  few  and  their  walls  were 
thickened.  This  extreme  degree  of  the  process  was  observed  in  seven 
cases ;  in  six  the  changes  were  less  perceptible,  and  the  lobules  could 
be  distinctly  seen,  although  the  organ  was  enlarged  and  rather  denser 
than  normal.     The  head  of  the  organ  was  more  altered  than  the  tail. 

It  is  probable  that  this  degeneration  of  the  pancreas  is  one  of  the 
causes  of  gastro-intestinal  disturbances  in  hereditary  syphilis. 
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AffectioiiB  of  the  Kidney. 

Our  knowledji:o  of  the  condition  of  the  kidney  in  hereditary  syphili 
is  very  limited.  Ijancereaiix  states  that  he  has  found  connective-tissu 
proliferation  with  fatty  degeneration  of  the  epithelium  lining  the  tubul 
uriniferi.  The  organs  were  firm  and  of  a  yellow  color.  Bradlcj 
reports  the  case  of  a  syphilitic  child  four  months  old,  with  dropey  anc 
albuminuria,  who  was  cured  bv  mercurial  treatment. 

The  studies  on  the  pathological  anatomy  of  the  kidney  by  Parroi 
show  that  these  organs  were  studded  with  numerous  tumors  vary- 
ing in  size  from  a  pin's  head  to  a  cherry-stone.  The  smallest  wert 
white,  and  the  larger  were  yellow  at  their  periphery  and  reddish  iu 
their  centre.  In  some  spots  there  was  partial  destruction  of  the  renal 
tissue,  and  there  were  also  infarctions.  The  lesion  consists  of  a  cir- 
cumscribed or  diffuse  infiltration  of  round  embryonic  cells,  with  others 
of  fusiform  sha|>e,  into  the  connective-tissue  framework,  followed  by 
compression  or  destruction  of  the  tubules  and  colloid  degeneration  of 
their  epithelium.  In  the  early  stages  of  this  affection  the  organs  be- 
come much  enlarged,  and  MoUi^re  rejwrts  a  case  in  which  they  were 
twice  the  normal  size.  Gradual  atrophy  follows  degeneration  of  the 
new  cells,  and  the  organs  may  finally  become  much  reduced  in  size. 

Several  cases  of  paroxysmal  hsemoglobinuria  occurring  in  syphilitic 
children  have  been  reported  in  which  active  syphilitic  treatment  pro- 
duced beneficial  results. 

Affections  of  the  Suprarenal  Capsnles. 

Lance reaux  has  noted  enlargement  of  these  organs  in  a  large 
ninnher  of  cases.  Virchow  has  also  observed  it,  and  speaks  of  a  case 
in  which  complete  fatty  degeneration  was  found — ^a  condition  met  with 
also  by  Hulke.  According  to  Lancereaux,  proliferation  of  young  con- 
nective-tissue  cells  in  the  cortical  substance  has  been  found  by  Baren- 
sprnng.  In  a  case  in  which  the  left  suprarenal  capsule  was  enlarged 
and  adherent  to  the  diaphragm  Hennig  found  its  contents  gelatinous. 

Affections  of  the  Intestines. 

The  intestines  are  frequently  the  seat  of  microbic  invasion  early  in 
hereditary  syphilis,  and  from  this  cause  gastric  and  bowel  troubles  are 
developed.     The  intestines  may  be  the  seat  of  structural  change. 

Forster  has  described  a  fibroid  degeneration  of  Peyer's  patches  in  a 
syphilitic  infant  who  died  six  days  after  birth  with  lobular  pneumonia 
and  purulent  bronchitis.  The  glandular  structure  of  the  patches  had 
been  replaced  by  elevated  grayish-red  masses,  w  ith  smooth  surface  and 
yellowish  centre,  composed  of  nuclei,  cells,  and  fibres  of  connective 
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tissue.  Similar  obstTvatiniis  luive  been  iiiiule  by  Ebertb,  Rittlij  and 
Oser,  wliij  have  dcscribtHl  an  affeeticin  cotisistinj;^  of  multiple  eirenm- 
siTilwd  indiiralionSj  varying  in  size  and  generally  circular,  situated  on  a 
level  with  Peyers  jwttebes  and  the  solitary  glands,  tlie  r^nrmunding' 
nincous  membrane  being  smooth  and  slate-colored  or  more  or  lei^s  ulcer- 
ateiK 

AfiTections  of  the  Testicles  and  their  Appendages. 

The  must  ci«ninnin  aireetinn  is  orebitis,  and,  while  inflammation  of 
the  epididymis  is  ©ometimcs  observedj  it  is  but  almost  always  a£>  a  com- 
plictation  of  orchitis.  Involvement  of  the  vas  deferens  is  uncommon 
wit h  epiil idy nnjH)reh ilis» 

The  orchitis  begins  glowly  and  insidiously.  No  pain  is  felt  by  the 
child  J  and  attention  is  not  cidled  to  the  diseased  organ  until  its  dimen- 
sitHis  liave  I>ecome  so  marked  as  to  attract  the  notice  t>f  tlie  mother  or 
nurse.  As  nstially  seen  in  practice,  the  testis  is  of  the  size  of  a  pigeon^s 
^^,  There  h  no  tendency  to  tlie  development  of  large  tumors.  To 
the  touch  the  swelknl  testis  is  firm  (less  hard  and  ligneous  tijan  in  the 
adult),  imiolent,  jiainlcss,  and  d*^cidedly  heavy.  It  can  usually  be 
handled  without  causing  pain.  In  some  cases  there  is  concomitant 
hype  rami  ia  of  the  serotura.  In  rare  instances  the  surface  of  the  tunica 
albugiuea  is  uneven,  and  a  sensation  as  if  small  shot  or  sj»lit  jH*as  wetx* 
seated  in  its  su|>erficies  is  conveyed  to  the  touch. 

The  ejtididvmis  may  be  enlargi'd  in  jKirt  or  in  whrtle.  Tlie  swelling 
IS  smooth  and  firm,  and  pressure  u|K>n  it  sometinies  causes  jiain.  The 
enlargement  of  the  vas  is  similar  in  all  respects  to  that  of  the  epididymis. 

These  affeetions,  uninfluenced  by  treatment,  usually  rrm  an  uneventful 
course,  and  may  end  in  res<4ution  or  in  atro|ihy,  particularly  of  the 
gland-substance.  Fungous  testis,  abscess,  and  necrosis  are  rare  c«impli~ 
cations. 

Hydrocele  is  a  more  frequent  complicatifm  than  has  heretofore  been 
coneetled.  It  may  be  slight  or  well  markiKl.  Its  existence  in  the 
infant  should  always  excite  suspicion,  since  i\&  origin  in  syphilis  or 
tuberculor^js  is  usually  constant. 

Diagnosis. — As  a  rule,  intelligent  study  of  a  case  of  testicular 
lesion  in  a  yuiuig  child  will  lead  to  a  correct  diagnosis.  It  is  necessary 
to  obtain  the  history  of  bolli  iather  and  mother,  and  then  that  of  tlie 
chihL  In  the  c*arly  months  of  hereditary  syphilis  it  may  be  possible 
to  gain  a  knowledge  or  observe  a  vestige  or  seijucla  of  some  character- 
istic lej*ion  itself.  In  this  event  the  diagnosis  will  be  easy.  When, 
however,  we  can  obtain  no  information  concerning  the  father  or  mother, 
and  the  child  is  free  from  syphilitic  lesions  or  their  traces,  difilculty 
is  experienced.     Then  we  should  consider  the  cliaracter  of  tlie  tumor. 


•I 


720  HEREDITARY  SYPHILIS. 


and  M»o  wlu»tluT  it  conforms  to  the  dciscription  given.  Stress  has 
be<»n  lai<l  on  the  fact  that  in  syphilis  both  testes  are  usually  involved, 
whih?  in  tul)cixMilosi8  commonly  hut  one  is  affected.  This,  however, 
cannot  Ik?  a(!oepted  as  a  general  rule,  since  we  not  uncommonly  find  that 
the  syphilitic  affection  is  unilateral.  Then,  again,  too  much  stress  can- 
not be  laid  upon  the  condition  of  the  epididymis  and  vas.  In  syphilis 
these  a])pcndages  may  be  involve<l  in  whole  or  in  part ;  in  tuberculosis 

^1  it  is  common  to  iind  them  much  enlargiKi  and  sometimes  nodulated. 

i  AVlicn,  therefore,  we  see  a  case  in  which  there  is  a  unilateral  swelling, 

marke<l  <»nlar^»ment  of  the  epididymis,  and  j)erhaps  of  the  vas,  we  may 

I  suspinn  syphilis.     In  all  such  cases  it  is  al)solutely  necessary  to  examine 

the  prostate  and  seminal  vesicles  by  rectal  touch,  and  if  they  also  are 

j  foun<l  to  be  swollen  the  prc»sumption  will  be  warranted  that  the  case  is 

one  of  tuberculosis.  On  the  other  hand,  freedom  of  these  structures 
from  disease  |M)ints  in  a  measure  to  the  existence  of  syphilis. 

No  al)solute  conclusions  can  l)e  drawn  from  the  conditions  attending 
the  invasion  of  the  disease.     In  syphilis  the  enlargement  as  a  rule  takes 

I  place  slowly,  but  sometimes  rapidly.     In  tuberculosis  the  invasion  may 

be  slow  and  insidious  also.  J^ut  it  is  well  to  remember  that  the  most 
common  m(Ml(»  of  invasion  is  acute  and  rapid,  and  attended  with  marked 
inflammatory  symptoms.  This  condition  is  rarely,  if  ever,  seen  in 
syphilis. 

While,  therefore,  in  most  cases  a  clear  diagnosis  may  be  made, 
instances  will  occur  in  which  it  is  impossible  to  say  whether  the  lesion 
is  syphilitic  or  tuberculous.  Cases  will  Ik*  met  with  in  which  the  syph- 
ilitic history  is  clear  and  the  testicular  symptoms  jxiint  to  that  origin, 
yet  antisyphilitic  treatment  fails  to  prcKluce  resolution.  In  these  cases 
we  observe  what  is  so  common  in  adults — namely,  a  tubercular  infection 
in  a  syphilitic  subject.  This  is  common  in  many  organs  and  tissues, 
notably  the  Innp*,  bones,  joints,  meninj:^es,  and  testes.  It  is  always  well, 
therefore,  to  remember  this  frequently  occurring  mixed  infection.  A 
thickened,  indurated,  and  enlarged  vas  is  strongly  indicative  of  tubercu- 
losis. The  same  may  be  siiid  of  cases  in  which  there  are  multiple  ulcera- 
tions and  adhesions  of  the  scrotimi  to  the  testicles. 

It  is  well  to  remember  that  the  testes  of  young  children  are  some- 
tinu»s  the  seat  of  carcinoma,  encephaloid  cancer,  and  sarcoma.  These 
malignant  growths  are  usually  se<»n  in  the  first  year  of  life.  They  are, 
as  a  rule,  of  rapid  development,  of  large  size,  and  may  be  accompanied  by 
inguinal  adenopathv  and  usually  more  or  less  pain,  and  alwavs  terminate 
fatally. 

The  pathological  change  in  most  cases  of  syphilis  of  the  testicle  in 
infants  is  round-cell  infiltration.  In  rare  instances  gummatous  infiltra- 
tion may  be  present. 
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Treatment. — In  my  experience  the  mixed  treatment  in  full  and 
increasing  doses  is  the  most  efficient  remedy  in  these  testicular  lesions, 
as  it  is  in  the  bone-  and  joint-lesions  of  hereditary  syphilis.  I  have 
been  often  much  surprised  at  the  large  doses  which  infants  can  take 
with  impunity  and  marked  benefit.  This  treatment,  with  intermissions, 
should  be  kept  up  for  at  least  two  or  three  years. 

Locally  much  good  can  be  derived  from  mercurial  inunctions  to  the 
scrotum,  using,  with  great  care  as  to  the  avoidance  of  dermatitis,  white 
precipitate  or  blue  ointment. 

When  the  organ  is  much  destroyed  by  degenerative  processes  abla- 
tion may  be  necessary. 

Affections  of  the  Sjmovial  Sheaths. 

In  two  cases  of  hereditary  syphilis  under  my  observation  the  extensor 
tendons  of  the  hands  were  involved,  as  indicated  by  marked  fusiform 
swelling  over  the  metacarpal  bones,  of  doughy  consistence,  and  freely 
movable  under  the  skin,  which  was  slightly  distended  and  reddened. 
Its  development  was  rapid  and  associated  with  other  lesions,  particularly 
osseous,  its  subsequent  course  indolent  and  not  appreciably  affected  by 
mercurial  treatment.  In  one  case  cure  resulted  from  the  application  of 
a  compress  over  a  piece  of  mercurial  plaster  after  withdrawal  of  the  fluid 
with  the  hypodermic  needle.  Other  tendinous  sheaths  than  those  of  the 
hands  may  be  affected. 

Affections  of  the  Nails — Onychia. 

The  nails  are  not  so  frequently  involved  in  hereditar}'  as  in  acquired 
syphilis.  There  are  two  varieties  of  onychia  :  the  ulcerative,  which  is 
the  more  frequent,  and  the  non-ulcerative. 

Ulcerative  onychia  begins  at  the  side  or  base  of  the  nail  as  a  papule 
or  pustule,  which  soon  ulcerates,  the  process  extending  along  the  concave 
base  of  the  nail,  or  along  the  lateral  margins,  and  finally  involving  the 
matrix  of  the  nail,  which  is  soon  cast  off.  The  distal  phalanx  l)ecome8 
very  painful  and  enlarged,  the  finger  resembling  in  shape  an  Indian 
club.  The  thickened  everted  edges  of  the  ulcer,  its  sloughy  base,  and 
sanious  discharge,  and  the  coppery  hue  of  the  surrounding  skin  are 
characteristic. 

This  form  of  onychia  may  be  met  with  alone  or  associated  with 
general  papular  or  ulcerative  eruptions,  and  is  most  frequently  seen 
during  the  first  year  or  two  of  the  child's  life.  In  cases  improperly 
treated  it  may  be  developed  later,  and,  though  its  course  is  generally 
protracted,  it  may  be  shortened  by  appropriate  treatment.  The  nails  of 
the  hands  seem  to  be  more  often  affected  than  those  of  the  feet. 

The  growth  of  a  deformed  and  useless  nail  or.  cicatrization  witV^*^^ 
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a  new  nail  may  be  expt^ctitl  in  K»vore  and  pn>traot€<l  oases  not  subjected 
to  treatment.  In  siirh  oases  osteitis  of  the  phalanx  may  indicate  ampu- 
tation. The  second  form  of  onyohia  is  even  more  chronic  than  the  pre- 
ceilinp,  and  is  a  nnioh  later  manifestation  of  the  disease.  It  begins  a.s  a 
swelling  of  a  oopj)ery  hue  at  the  bjise  or  around  the  margins  of  the  naiL 
which  shades  off  into  the  surrounding  |>art3.  At  the  same  time  the  nail 
loses  its  smoothness  and  gloss,  and  becomes  thickened,  fissiired,  and 
brittle.  The  nail  has  a  dirty-white  color,  and  there  is  always  hypersBmia 
of  the  matrix  and  the  surrounding  parts,  with  much  deformity  of  the 
phalanx,  which  may  not  be  permanent.  The  nail  may  be  finally 
restored  in  a  perfectly  healthy  state,  and  the  bone  is  usually  not  in- 
volved. 

Affections  of  the  Hair. 

The  features  of  alopecia  in  hereditary  syphilis  are  similar  to  those 
of  the  shedding  form  in  the  acquired  disease.  It  occurs  also  in  connec- 
tion with  dermal  lesions  of  the  scalp,  particularly  pustular.  In  other 
cases  a  dry  condition  of  the  hair  seems  to  be  a  result  of  the  adynamic 
influence  of  syphilis,  rather  than  any  si)ecific  process. 

Affection  of  the  Thymus  Oland. 

Abscess  of  the  thymus  gland  is  of  very  rare  occurrence  in  hereditary 
syphilis.  We  know  nothing  of  the  clinical  history  of  this  affection, 
and  very  little  about  its  pathology. 

Lesions  of  the  Umbilical  Vein. 

Oedmasson  and  Winckol  found  stenosis  of  the  umbilical  vein  in  the 
cords  of  certain  macerated  fietuscs  whose  death  was  attributed  to  syph- 
ilis. The  former  was  of  the  opinion  that  it  was  caused  by  the  atheroma- 
tous process.  Birch-Hirschfeld,  who  has  also  observed  this  condition, 
believes  that  it  is  due  to  changes  similar  to  those  occurring  in  the  arteries 
of  the  brain,  as  described  by  Hcubner.  Should  future  investigation 
confirm  the  view  of  Ilirschfeld,  this  lesion  of  the  umbilical  vein  must  be 
considered  an  important  element  in  causing  the  death  of  the  sj^hilitic 
embryo. 

Microbic  invasion  of  the  umbilical  cord  may  occur,  and  as  a  result 
septictemia  may  be  produced. 

Hemorrhagic  Syphilis. 

Hemorrhagic  syphilis  in  infected  infants  is  sometimes  seen  in  the 
form  of  large  and  small  petechiae  and  ecchymoses.  It  may  occur  into 
the  skin  and  mucous  membranes,  and  also  into  the  viscera  and  from 
the  umbilical  vein. 
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BIicro*orgamsms  in  Hereditarily  Syphilitic  Children, 

Observations  iiiaile  Uy  Kassowitz  imrl  Hm^hsingor  show  that  the 
tissues  of  syphilitic  infants  contain  many  mien w)rgan isms.  In  several 
cases  of  infants  who  died  a  few  clays  after  l>irtli  the  last-named  oliserver 
found  streptococci  and  staphylococei  in  the  skin  above  the  Malpighian 
layer,  in  the  vessels,  and  lyniphatie^.  He  thinkij  that  these  mierolies 
penetrate  the  skin  and  mucous  membnines  tlirou^di  lesions  of  continuity 
pRxlnced  by  the  infeetion.  Kassowitz  and  IIiK'hsin^er  found  a  eliain- 
ctK'CUi*  in  the  blood,  bones,  ami  viscera  of  sypbilitie  infants,  but  not  in 
non-syphilities.  C'hotzen  concludes  that  in  some  ca^s  the  microl3e^ 
enter  the  system  throu|rh  the  nasal  ninciius  mendiraue,  which  is  in  an 
inflamed  conditi^UK  Tlirv  are  then  ciirried  by  the  circidation  to  all 
fjiarts  of  the  body.     In  this  manner  septicfcmia  may  be  protluced. 

Affections  of  the  Lymphatic  Ganglia. 

General  subacute  adenitis,  invariably  present  in  the  early  stages  of 
the  acquirefl,  is  always  absent  in  hereditary  syphilis,  and  is  an  impor- 
tant feature  in  the  differential  diagnosis.  Swelling  of  the  cervical 
ganglia,  which  often  accompanies  active  lesions  in  the  mouth  and 
throat  and  upon  the  scalp,  frequently  results  in  abscess,  particularly 
in  cachectic  children,  when  the  condition  can  be  distinguisbetl  from 
tuberculosis  only  by  the  history  of  the  ease  and  by  concomitant  symp- 
toms. 

Affections  of  the  Bones. 

The  bones  are  affected  in  various  ways  by  hereditary  syphilis.  In 
the  early  months  of  infamy  the  morbid  change  is  frequent  in  long  bones 
at  the  jimction  of  the  epiphysis  with  the  diaphysis.  In  the  first  yeara 
of  hereditary  syphilis  the  small  bones  of  the  fingers  and  toes  are  also 
frequently  alfected,  while  later  on  a  tendency  to  invasion  of  the  shafts 
of  long  bones  and  of  the  surfaces  of  flat  ones  is  noticed.  We  shall 
therefore  describe  the  diaphys*)-cpiphyseal  lesion  under  the  name  odt-o- 
choudrifU  sypltHiiiru,  and  the  atlcction  of  the  long  bones  under  pa*kn<fittif. 
The  lesions  of  the  bone^  of  the  fingers  and  toes  are  somewhat  peculiar 
and  require  a  separate  descriptiuti. 

(JsTi':*>riiMNi>RiTis. — This  affection  is  clainuHl  to  be  one  of  the  most 
constant  manifestations  of  hereditary  syphilis.  It  is  often  the  only  one, 
and  frequently  its  presence  decides  the  syphilitic  nature  of  coexisting 
lesions.  A  knowKxlge  of  the  fact  that  ibis  affection  is  exchtsively 
cansetl  by  syphilis  has  been  of  great  service  in  the  study  of  hereditary 
sypliilis. 

The  growth  of  a  bone  in  length  takes  place  at  the  extremity  of  the 
shaft,  whei^e  the  epiphysis  is  joined  to  it  by  a  layer  of  cartilage,  and 
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liere  syphilitic  changes  are  most  often  found,  which  interfere  with  the 
normal  development  of  the  bone. 

The  bones  most  commonly  attacked  are  thoi*e  of  the  forearm^  the 
leg,  the  arm,  and  the  thigh.  The  clavicle,  sternum,  and  ribs  are  also 
attacked,  as  well  as  the  metacarpal  and  metatarsal  bones.  The  num- 
ber of  bones  involveil  varies.  In  stillborn  infants  and  in  those  dying 
soon  after  birth  the  majority  or  even  all  of  the  long  bones  may  be 
aifectcMl.  It  is  exceptional  for  the  victims  of  multiple  lx)ne  lesions  to 
survive,  and  it  is  fair  to  assume  that  the  number  of  bones  attacked 
varies  with  the  intensity  of  the  syphilitic  diathesis. 

In  these  cases  of  osteochondritis  we  find  at  the  diaphyso-epiphyseal 
junction  a  swelling,  which  may  be  visible,  but  in  fat  children  is  often 
imjKTceptible.  On  palpation  the  bone  is  found  to  be  encircled  by  an 
abruptly  limited  collar  or  ring.  In  some  cases  the  entire  epiphysis  may 
be  expanded,  with  or  without  a  distinct  ring,  at  its  junction  with  the 
shaft.  The  surface  of  these  swellings  and  rings  is  generally  smooth  ;  it 
may  be  slightly  irregular,  but  is  seldom  very  much  ridged.  When  two 
contiguous  bones  are  affected  they  often  seem  to  be  fused.  In  living 
childn^n  the  distal  more  often  than  the  proximal  extremities  have  been 
found  affected,  and  the  affection  is  generally  symmetrical,  especially  in 
very  young  subjects.  In  some  cases,  particularly  at  the  lower  end  of 
the  huniorns  and  at  the  upper  end  of  the  tibia,  the  lesion  does  not  sur- 
round the  i)one,  but  is  limited  to  the  segment  of  the  diaphyso-epiphyseal 
junction. 

The  swellings  on  the  clavicle  are  usually  found  at  its  sternal  end, 
and  are  sonictinies  of  large  size.  Those  of  the  sternum  are  not  com- 
mon in  very  young  children  ;  lesions  of  the  ribs,  which  occur  at  their 
junction  with  the  costal  cartilages,  are  also  infrequent,  and  are  gen- 
erally not  so  nunuTous  nor  symmetrical  as  those  of  rickets. 

These  swellings  may  be  developed  slowly  or  rapidly.  They  usually 
remain  in  an  indolent  condition,  causing  little  if  any  pain,  and  inter- 
fering hut  slightly  with  the  motion  of  the  joint.  Under  appropriate 
treatment  they  i)roraptly  subside.  The  integument  undergoes  little  if 
any  change,  and  becomes  tense  and  thin  only  when  the  tumors  are 
exceptionally  large.  The  joints  may  be  secondarily  involved  and  l)ecome 
the  seat  of  subacute  synovitis,  the  effusion  being  slight  or  extreme. 
Those  most  commonly  attacked  are  the  elbow  and  knee ;  as  a  rule,  the 
joints  with  short  epiphyses  are  most  liable  to  hyjK»nemia  and  effusion. 
Pressure,  accompanied  by  internal  treatment,  speedily  disperses  the 
joint-swellings,  which  usually  give  rise  to  but  slight  inconvenience. 

Degenerative  changes  sometimes  take  ]>lace  in  these  osseous  lesions. 
In  their  mildest  form  they  consist  simply  of  a  superficial  breaking-down 
at  one  part  of  the  swelling.     We  first  observe  fluctuation,  soon  followed 
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by  ulceration  of  the  skin,  resembling  in  appearance  that  which  occurs 
in  gummy  tumors.  These  necrotic  changes,  however,  may  be  much 
more  active  and  extensive  in  the  bone  than  in  the  cutaneous  ulcer, 
which  shows  little  tendency  to  increase  in  size.  The  epiphysis  may  be 
entirely  separated  from  the  shaft,  and  if  the  superficial  ulcer  is  large  it 
may  be  extruded.  In  most  cases  where  the  destructive  process  is  exten- 
sive the  syphilitic  diathesis  is  intense,  and  a  fatal  termination  ensues. 
In  others,  however,  reparative  changes  of  an  interesting  and  peculiar 
character  occur. 

The  intervening  cartilage  having  been  destroyed,  the  diaphysis  is 
united  to  the  shaft  by  fibres  of  periosteum  only.  This  membrane  be- 
comes much  thickened  and  forms  a  more  or  less  complete  cylinder, 
uniting  the  two  fragments  with  considerable  firmness.  Bony  spicules 
shoot  from  its  inner  surface  between  the  two  osseous  surfaces,  and 
eventually  bony  union  is  formed.  The  periosteum  continues  thickened 
for  a  long  time,  but  gradually  resumes  its  normal  proportions  as  the 
union  between  the  bones  grows  firmer. 

Periostitis. — While  osteochondritis  occurs  in  early  infancy,  peri- 
ostitis is  a  later  affection,  attacking  the  bones  of  syphilitic  children 
who  have  begun  to  walk.  Whether  the  active  use  of  the  bones  has 
any  influence  in  developing  periosteal  inflammation  we  cannot  say 
positively,  although  its  occurrence  in  the  bones  of  the  leg  renders  this 
view  probable.  In  the  majority  of  cases  the  femur  and  tibia  are  first 
attacked,  sometimes  as  early  as  the  second  year,  but  generally  in  the 
fourth  or  fifth.  When  long  bones  are  involved  thus  early  the  greater 
part  of  the  shaft  usually  suffers.  The  bone  becomes  very  tender,  and 
soon  is  seen  to  be  enlarged  to  twice  or  thrice  its  normal  thickness. 
It  seems  bent  anteriorly,  producing  marked  deformity.  The  fibula  is 
also  sometimes  affected,  and  generally  both  legs  are  attacked.  The 
bones  of  the  forearm  arc,  next  to  the  tibia,  most  prone  to  this  lesion. 
The  earlier  it  appears  the  more  likely  is  it  to  involve  both  limbs  sym- 
metrically ;  at  later  periods  it  may  be  unilateral  and  more  localized, 
perhaps  forming  circumscribed  nodes.  The  skull-bones  are  sometimes 
the  seat  of  these  nodes,  which  are  apt  to  be  quite  large  and  multiple. 
In  very  severe  cases  they  sometimes  break  down  and  form  troublesome 
abscesses.  Although  periostitis  usually  occurs  before  the  twelfth  year, 
I  have  seen  it  as  late  as  the  nineteenth  year. 

Dactylitis  Syphilitica. — In  the  early  months  of  hereditary 
syphilis  children  are  often  attacked  by  swelling  of  the  phalanges  and 
of  the  metacarpal  and  metatarsal  bones.  These  lesions  are  of  the  same 
character  as  those  of  acquired  syphilis.  The  condition  is  well  shown 
in  Fig.  162. 
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ir  uniufliipneod  l>y  trmmuiil,  the  swellinp*  nin  a  very  chrcmic 
course,  but  when  treated  early  they  gnuhmlly  s^ubside. 

SwellinfT  <>f  the  metacarpal  and  metatar^td  Iwrnes  iiHiially  occurs  quite 
early  in  hereditary  syphilis,  lunl  may  coexist  with  dactylitic  enlarge- 
ments. 

Like  all  bone  lesions*  of  syphilid*,  these  of  the  l>ones  of  the  hand^ 
and  feet  may  be   coraplieated   with  tiibereulosis,  and    in  that    event  I 
andsyphilitie  medication  will  have  little  if  any  effect* 


Ductylitls  syphUUU'Ji  In  the  Itiluni 

The  treatment  of  all  bone  swellings  shoidd  combine  mercury  with 
iodide  of  potassium.  Mercurial  ointment  applied  locally  is  very  bene- 
ficial. 

Deformities  of  the  Teeth. 

The  teeth  sometimes  are  much  changetl  in  hei-editary  syphilis. 

Hutchinson^  wlio  first  described  this  affection,  says:  "As  diag- 
nostic of  hereditary  syphilis  variotis  iH^eiiliarities  are  often  pret=iented 
by  the  other  teeth,  especially  the  canines,  but  the  upper  c^^ntral  incisors 
are  the  test-teeih.  AVhen  first  cut  these  teeth  are  usually  short,  narrow 
from  side  to  eide  at  their  edges,  and  very  thin.  After  a  while  a  cres- 
centic  portion  from  their  edges  brc^aks  away,  leaving  a  broad,  shallow, 
vertical  notch  wliieh  is  pirnianent  for  sunie  years,  but  between  twenty 
and  thirty  usually  becomes  obliterated  by  the  pi*emature  wearing  down 
of  the  tooth.  The  two  teetl*  often  cfuivrrire,  and  sometimes  they  stand 
widely  apart.  (See  Fig»  1(33,)  In  certain  instances  in  which  the  notch- 
ing is  either  wdiolly  absent  or  but  slightly  markef!  there  is  still  a  jiceu- 
liar  color  ('a  dirty  brownish  hue  resembling  that  of  luid  size')  and  a 
narrow  squareness  of  form,  which  are  easily  reeogni/.ed  by  the  practised 
eye."     The  first  set  of  teeth  do  not  exhibit  this  malibrmation. 

Hutch i>\soN-s  Triad.— Hutchinson  further  insists  njinu  the  fol- 
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lowing  triatl  of  morbul  symptonis  as  Ixnn;!  al>?inluloly  tliagnostie  *if 
quite  well  advanced  heriMilitury  syphiliis :  cieular  infianinialiuDs,  chiefly 
intenstitial  keratitis;  disturbances  of  hearing;  anti  the  above  descrilKMl 
dental  mallbrmations.     The  a.ssociation  of  these  three  fbrniF;  of  mtjrbid 


Fio.  lea. 


Hutch  I II- 


change  is  found  only  hi  eases  of  heueilitary  syphilis.  To  tliij^  triad 
also  may  be  added  the  condition  of  general  want  of  development,  in 
which  the  individual  Is  of  child-like  stature. 


Affections  of  the  Nervotis  System, 

The  affections  i>f  the  nervous  system  uf  hen  diUiry  syphilis  resemble 
in  their  evolntltm  and  einirse  those  *d'  the  acquired  disease  in  the  com- 
plex and  disortlerly  association  of  symptoms  and  in  the  frequent  coexist- 
ence of  eye  affections,  such  as  optie  neuritis  and  paralvses  of  one  or 
more  cranial  nerves.  In  the  hereditary  form  the  ocular  lesions  are,  in 
general,  more  complex  aud  numerous  tlian  in  the  aeqnire<l  form. 

TREATMENT  OF  HEREDITARY  SYPHILIS. 

Though  the  treatment  of  heretlitary  ^yjihilis  is  very  similar  in  many 
purticulars  to  that  of  the  acquired  disease,  it  presents  many  divergencies 
and  difficulties,  and  is  not  followed  by  such  uniformly  good  results  as 
are  obtained  in  a<lults. 

As  a  rule,  tlie  treatnieJit  of  acquired  syjiliilis  is  orderly,  while  that  of 
the  hereditary  form  is  very  often  begun  in  doubt  and  uncertainty^  and 
throughout  its  course  is  subject  to  all  nuinuer  of  changes  and  ivv*;^*^^^^'^^" 
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tions.  Consequently,  no  s[KHM<ic  data  c»an  Ik?  laid  down  for  a  general 
methodical  treatment  of  hereditarj'  syphilis.  It  is  incumbent,  therefore, 
upon  the  physician  to  watch  his  case  continuously,  and  always  to  be 
ready  with  such  measures  of  relief  as  may  be  indicated  by  the  existing 
lesions. 

It  must  be  clearly  understood  by  the  physician,  and  as  clearly  pre- 
sented to  the  parents  or  guardian,  that,  as  a  rule,  at  least  one  year  and 
more — generally  two— are  necessary  for  the  treatment  of  a  syphilitic 
infant.  The  disappearance  of  one  crop  of  manifestations  merely  means 
that  one  stage  of  the  disease  has  been  auspiciously  passed  over.  We 
must  then  keep  on  in  order  to  attenuate  the  severity  of  later  outbursts. 
It  is  always  well,  however,  to  temper  the  activity  of  treatment  by 
proper  intermissions. 

The  most  precocious  evidence  of  hereditary  syphilis  is  the  bullous 
eruption,  and  it  is  always  the  expression  of  profound  systemic  poison- 
ing. This  eru[)tion  brings  up  the  question  of  the  very  earliest  treat- 
ment of  hereditary  syphilis.  For  very  young  infants,  as  a  rule,  some 
mercurial  salt  in  powder  form,  internally  administered,  is  the  one  best 
borne  and  most  commonly  productive  of  good,  if  such  is  attainable. 
For  this  purpose  many  prefer  calomel,  and  they  administer  it  in  doses 
of  ^  to  J  grain  three  times  daily  for  very  young  children.  It  is  well 
to  give  a  small  dose  to  a  very  weakly  child,  and  then  to  increase  it 
as  fast  as  possible.  For  well-nourished  infants  ^  or  ^  grain  may  be 
given  three  times  daily.  Calomel  can  be  rubbed  up  with  a  little  sugar 
of  milk,  and  the  powder  placed  on  the  child's  tongue  before  it  is  put 
to  the  breast.  In  case  of  diarrhoea,  colic,  or  sleeplessness,  a  little 
Dover's  powder  may  be  added  to  the  mercurial  preparation  which  is 
to  be  used.  When  it  is  possible  to  administer  them,  adjuvant  tonics 
should  be  combined  with  the  mercurial.  For  this  purpose  the  sac- 
charated  carbonate  of  iron  is  very  l)eneficial.  It  is  palatable  and  well 
borne  by  the  stomach,  and  may  often  be  employed  with  marked  benefit, 
particularly  in  children  who  have  reached  their  third  or  fourth  month. 

Calomel  may  be  given  for  a  considerable  time  with  benefit  and  with- 
out deranging  the  stomach  and  bowels.  However,  its  action  should  be 
carefully  watched,  and  if  anaemia  shows  itself  the  drug  should  be 
discontinued. 

Gray  powder  (hydrargyrum  cum  cretA)  is  also  used  by  many.  It  is 
sometimes  quite  efficient  in  its  action,  and  commonly  it  is  less  liable  to 
produce  gastro-intestinal  reaction  than  any  other  mercurial.  Its  use  is 
indicated  in  very  weak  infants  with  a  tendency  to  great  disturbance  of 
the  stomach  and  bowels.  It  is,  however,  not  uniformly  efficacious.  It 
may  he  tjiven  in  doses  of  from  \  to  \  of  a  grain  three  times  daily. 
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The  protoiodide  of  raercury  has  been  used  in  the  treatment  of  hered- 
itary syphilis  with  more  or  less  benefit  for  many  years. 

In  very  young  children  it  is  well,  if  the  protoiodide  is  used,  to  begin 
with  ^  grain,  which  may  be  increased  according  to  indications.  Though 
it  is  an  efficient  remedy  in  children,  its  use  is  commonly  attende<l  with 
colic  and  intestinal  derangements,  which  necessitates  the  admixture  of 
powdered  opium  or  Dover's  powder. 

In  administering  these  mercurial  powders  the  physician  should 
always  be  on  the  watch  as  to  their  action  and  as  to  the  condition  of 
the  little  patient.  In  general,  interrupted  courses  of  a  month  or  six 
weeks'  duration  should  he  followed,  during  which  the  child  should  have 
plenty  of  fresh  air  and  every  conceivable  hygienic  benefit. 

By  many  authors  corrosive  sublimate  is  held  in  high  esteem  in  the 
treatment  of  hereditary  syphilis.  It  is  used  chiefly  in  the  very  early 
weeks  of  life  and  throughout  the  first  year.  If  used,  it  Ls  best  given 
in  the  form  of  Van  Swieten's  liquid  in  combination  with  a  little  milk. 
For  very  young  children  the  dose  of  this  liquid  is  5  to  10  drops  two 
or  three  times  a  day,  which  is  to  be  increased  considerably  for  older 
children. 

Iodide  of  potassium  has  a  rather  limited  sphere  in  the  treatment  of 
hereditary  syphilis.  It  may  be  of  benefit  in  bone,  joint,  and  cerebral 
affections,  and  in  lesions  of  the  eye  and  ear.  The  dose  of  the  iodide  for 
very  young  infants  is  from  ^  to  1  grain,  well  diluted,  three  times  a  day. 
For  children  of  a  year  or  older,  5  grains  or  more  may  be  given  three 
times  daily. 

The  mixed  treatment  is  very  efficient  in  many  cases  of  hereditary 
syphilis,  particularly  of  the  bones  and  viscera,  and  in  syphilitic  sub- 
cutaneous tumors. 

In  addition  to  this  treatment  by  the  mouth,  other  methods  of  using 
mercury  are  employed  in  the  treatment  of  hereditary  syphilis.  As  a 
general  rule,  mercury  by  stomach  ingestion  is  to  be  recommended  for 
the  first  year  of  the  child's  life.  As  it  grows  older  we  can  resort  to 
mercurial  inunctions.  This  method  of  treatment  is  as  efficient  for  the 
infant  and  child  as  for  the  adult,  and  its  administration  to  the  former 
requires  all  the  care  and  circumspection  laid  down  as  necessary  for  the 
latter.  The  inunctions  should  be  given  daily,  using  15  or  20  grains 
of  the  strong  mercurial  ointment,  going  over  the  whole  body  after  the 
plan  already  described.  At  the  same  time  the  child  should  receive 
an  iron  tonic,  and  perhaps  cod-liver  oil.  Should  evidences  of  debility, 
restlessness,  and  sleeplessness,  of  weakness  or  anajmia,  show  themselves, 
the  inunctions  should  be  stopped  at  once.  In  some  cases,  particularly 
in  children  a  year  or  more  old,  the  local  use  of  mercurial  ointvsNJs-c^^s^ 
of   mercurial  plasters  is  productive  of  much    benefit.     The   oVc^^^^^"^^ 
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may  Im?  Hpi'tfsic]  u|j<>ii  ciint*(Ti*flaniiol  or  hiuki^kin,  Ixiiind  nMnnd  tho 
child's  body.  By  this  means  mercury  is  absorbed,  and  fretjueiiUy 
benefit  i^  noted^  particularly  in  casej^  of  enlarged  liver  or  spleen.  Mer- 
curial inunctions  and  plai^ters  are  very  etiective  in  many  cases  of 
hereditary  bone  and  joint  disease.  In  intracranial  syphilis,  meningeal 
inHammation,  gummy  tumors,  and  hydrocephalus  internus,  this  method^ 
particularly  wlien  combine*]  with  itxlide  of  potassium  given  internally^ 
is  often  productive  of  surprising  results.  The  quuDtity  of  mercurial 
ointment  (50  per  cent.)  for  caeli  inunction  is  about  15  grains  for  a 
yiiung  child,  and  this  quantity  may  be  increased  to  30  grains  provided 
there  are  no  c*mtniin<iicating  con<litions»  and  that  improvement  is  noted. 
Elsenberg  advises  tull  doses  of  the  io<lide  iuternally,  and  the  inunctions 
to  be  pushed  until  slight  gingivitis  or  salivation  is  produced  ;  then  the 
dose  should  be  diminished  or  the  treatment  temporarily  stopped.  It 
may  be  necessary  and  expedient  thus  to  |msh  this  cunibination  treat- 
ment, but  it  should  only  lie  done  when  the  case  is  under  the  ifliservation 
of  the  physician* 

Hyptxlermic  injections  of  solutions  of  bichloride  of  mercury  have 
been  used  with  benefit  in  cases  of  stomach  intolerance  and  in  those  in 
which  a  prompt  action  was  necessary.  The  dose  varies  according  to  the 
age  of  the  child,  tlie  minimum  dose  being  -^i^  of  a  grain  and  the  maxi- 
mum \  of  a  grain. 

Baths  of  corrosive  sublimate  are  of  great  benefit  in  some  eases  of 
hermlitary  syphilis.  They  shuuhl  never  be  relied  upon  as  a  methodical 
treatment.  These  baths  are  particularly  indicated  lu  cases  of  the  bullous 
syphilide,  of  syphilitic  roseola,  of  papular  sy phi! ides,  condylomata  about 
the  genitals,  and  in  cases  in  which  there  are  complicating  ulcerations. 
In  childnni  with  a  thin,  atrophic  skin^  icterus,  and  enlarged  spleen  they 
may  produce  benefit.  The  quantity  of  the  bichloride  to  be  used  varies 
in  different  cases.  Thus  1)^  to  30  grains  of  sublimate,  according  to  the 
age  of  the  child,  with  an  equal  quantity  of  chloride  of  ammonium,  dis- 
solved in  a  glass  of  hot  water,  should  be  added  to  7  or  8  gallons  of  w*arm 
water.  The  child  should  stay  in  this  from  live  to  ten  minutes,  and  then 
should  be  wrapped  up  warmly  and  put  to  bed.  If  erythema  fullt^ws 
this  treatment,  the  surface  should  be  dusted  with  infant  piiwdcr ;  but 
if  the  reaction  is  severe  and  persistent,  it  may  be  necessary  to  discontinue 
the  baths.  The  efficacy  of  the  treatment  may  be  ascertained  after  three 
or  four  baths.  If  the  general  condition  of  the  child  aud  its  lesions  are 
benefited,  they  may  be  continued.  Bat  signs  of  resulting  depi*ession, 
weakness,  sleeplessness,  and  refusal  of  food  should  cause  their  discon- 
ti nuance.  Tlie  baths  may  Ijc  giveu  every  second  day,  or  perhaps  every 
tliird  or  fourth  day. 

Local  ap|>lications  to  the  legions  of  hereditary  syphilis  should   be 
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^iiniilar  tn  iIjoi^p  ii.^er!  in  tlio  iircjinred  I'urrii  f>f  tliiMliseiise,  The  iilcern  and 
eii€ni>tetl  suHiices  left  by  the  bullous  syphilide  aod  other  eruptions  of  an 
ule4?riitive  character  should  fir^t  be  washed  with  a  1  or  2  |>er  cent,  c^rbolie- 
acid  solution,  ijiid  tlien  dre^^ed  with  a  zinc  ointment  to  which  2  to  10 
j>er  cent  of  calomel  has  been  added.  Tliis  ointmeut  may  be  used  ft»r 
tissures  about  the  mouth,  uose,  and  anus.  If  a  stimulant  is  admissible, 
10  drops  of  carbolic  acid  may  be  added  to  each  ounce  of  ointment. 

White  precipitate  ointmeut  and  a  combination  of  protoiodide  of  mer- 
cury and  cold  creaui  (10  to  20  grains  to  the  ounce)  may  be  u.^ful  in 
scaling  papular  eruptions,  particularly  of  the  jialms  and  soles. 

Rhinitis  maybe  treated  by  the  use  of  dilute  Dolicirs  solution,  injected 
slowly  and  carefully  into  the  nostrils  once  or  twice  a  day.  This  may 
be  ft  allowed  by  the  application  of  a  solution  of  nitnite  of  silver 
(^  to  1  grain  to  the  ounce  of  water).  In  some  cases  a  mild  solution  of 
boric  acid  orof  l»orax  is  benefiei:il  in  removing  mucus  and  crusts*  Jlild 
solutions  of  nitnite  of  silver  are  necessary  for  mouth  and  lingual  ulcera- 
tions. Condylomata  lata  of  the  genitals  should  be  kept  clean  and  dry, 
and  should  be  dusted  with  a  powder  composed  of  calomel  one  drji^hm, 
and  powdered  starch  one  ounce.  If  the  condylomata  have  become 
hy[>ertrophic,  they  may  he  carefully  touched  with  a  solution  of  nitrate 
of  silver  (20  gniins  to  the  ounce),  or  with  the  onJinary  acetic  acid,  or 
half-strength  carbolic  acid.  When  stimulating  applications  are  made  to 
these  lesions  great  care  should  be  taken  to  pre%^ent  inflammatory  reaction. 

Bone,  joint,  and  fascial  lesions  sliouhl  be  treated  witli  plasters  formed 
of  strong  mercurial  ointment  and  Lassar's  paste,  of  e^ch  etpial  rpiantities. 
In  the  management  of  hereditary  ocular  and  aural  affections,  besides  an 
enei^etic  internal  treatment,  such  local  measures  are  necessary  as  may  be 
indicated  by  the  condition  present. 

In  general,  the  treatment  of  acquired  syphilis  in  infants  and  young 
children  is  the  same  as  that  given  for  the  hereditary  form  of  the  disease, 
lu  acquired  syphilis  of  the  young  the  physician  has  less  trf»ul>le,  for  he 
usually  is  not  confronted  with  the  atmphio  condition  and  the  tendency 
to  marasmus  which  are  so  commoD  id  the  hereditary  disease, 

TREATMENT  OF  THE  SYPHILITIC  FATHER  AND  MOTHER. 

It  is  now  well  known  that  men  suflering  from  syphilis  very  fre- 
quently pnxreate  infected  children  whose  mothers,  unless  infecttd  by 
some  active  lesion,  may  remain  free  fn»m  the  disease.  Therefore  it  is 
the  duty  of  the  physician  to  explain  to  a  sypliilitic  father  that  his  disease 
is  liable  to  infect  bis  otfspring,  and  to  urge  him  to  avail  himself  of  all 
possible  measures  to  rid  himself  of  it. 

The  management  of  syphilis  in  the  pregnant  woman  requires  of  the 
physician  skill,  care,  and   watchfulness.     As  soon  as  the  chancre  is 
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diagiiosticateil  it  should  be  treated  carefully  and  efficiently.  Lesions  of 
any  kind  on  the  genitals  of  the  pregnant  woman  indicate  the  necessity 
for  great  cleanliness.  This  is  es|K»cially  necessary  when  chancre  is 
present.  Therefore  frequent  mild  antiseptic  injections  and  ablutions 
should  be  made  to  the  parts,  in  order  to  avoid  complicating  inflam- 
matory conditions.  Then  mercurial  ointment  on  cotton  or  lint  should 
be  applied  continually  to  the  chancre.  Throughout  the  course  of  ges* 
tation  this  antisepsis  of  the  external  genitals  should  be  regularly  fol- 
lowed. 

It  is  well  to  institute  a  systematic  inunction  treatment,  with  all  the 
precautions  and  safeguards  spoken  of  in  the  section  upon  this  branch  of 
the  subject.  No  pains  should  be  spared  in  watching  the  woman  to  learn 
that  all  goes  well  and  that  the  therapeutic  effect  is  being  obtained.  In 
this  way  course  after  course  of  inunction  should  be  given,  with  proper 
intervals  of  rest,  during  the  whole  period  of  pr^nancy.  If  the  treat- 
ment is  carefully  administered  and  the  general  condition  and  surround- 
ings of  the  woman  are  favorable,  there  will  be  no  trouble  in  keeping 
on  to  the  end. 

In  like  manner,  if  admissible,  hypodermic  injections  of  sublimate 
will  be  found  of  especial  benefit.  They  should  be  given  for  a  week  or 
two  at  a  time,  in  the  retrotrochanteric  regions  principally.  One  very 
great  advantage  of  the  inunction  and  of  the  injection  methods  is  that 
the  stomach — so  prone  to  rebel — and  the  intestines  are  spared. 

But  it  often  hapi)ens  that  objections  to  these  methods  are  offered,  and 
that  the  condition  of  the  patient  will  not  j>ermit  of  their  employment. 
In  this  event  it  will  be  necessary  to  resort  to  the  solution  of  mercury 
and  potassium  iodide  spoken  of  on  page  680. 
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ABNORMALITIES  of  penis,  204 
Abscess  of  Bartholin's  glands,   treats 
ment  of,  1 70 
Abscess  of  Cowper's  glands,  141 
treatment  of,  144 
of  follicles  of  urethra,  138 
follicular,  of  prepuce,  gonorrhoea!,  134 
of  penis  in  gonorrhoea,  40 
perinephritic,  416 
symptoms  of,  417 
treatment  of,  417 
peri-urethral,  137 
of  prostate,  course  of,  100 
prognosis  of,  102 
symptoms  of,  101 
treatment  of,  102 
of  testis,  118 
Acneform  chancroids,  442 
syphilides,  553 
diagnosis  of,  554 
prognosis  of,  559 
Acquii*ed  syphilis,  464 
Adenitis,  monoganglionic,  523 
polyganglionic,  523 
syphilitic,  524 
diagnosis  of,  524 
treatment  of,  524 
Adenoma  of  bladder,  386 

of  kidney,  422 
Albangin  in  gonorrlKwa,  72 
Albuminuria,  hypertrophy  of  prostate  and, 
•51 4 
syphilis  and,  476 
secondary,  535 
in  acute  posterior  urethritis,  52 
Alcoholic  excesses  and  priapism,  269 
Alcoholism  and  syphilis,  473 
Alexander's    operation   for  prostatectomy, 

320 
Alimentary   canal,   affections   of,   in  treats 

ment  of  syphilis,  695 

Alopecia,  syphilitic,  577 

diagnosLs  of,  577 

prognoeb  of,  577 

treatment  of,  577 

syphilis,  hereditary,  and,  722 

Amyloid  bodies  and  prostatitis,  300 

Analgesia  in  syphilis,  521 

secondary,  531 
Aneurysm,  syphilitic,  658 
Angina  pectoris  in  syphilis,  secondary,  534 
Annular  chancre,  503 

tul)ercular  syphilide,  610 
Antiblennorrhagics  in  gonorrhoea,  64 
Anus,  chancre  of,  510 


Anus,  chancroids  of,  446 

condylomata  lata  of,  272 
treatment  of,  572 
Aphasia,  syphilitic,  667 

prognosis  of,  667 
Aponeuroses,  syphilis  of,  638 
Arachnoid,  syphilis  of,  661 
Argentamin  in  gonorrhoea,  72 
Argonin  in  gonorrhoea,  72 
Arnott's  probe,  213 
Arteries,  cerebral,  syphUis  of,  662 
Aspiration,  221 

Ataxia,  locomotor,  syphilitic,  667 
Atrophy,  syphilitic,  of  tongue,  620 

of  testis,  353 

and  epididymitis,  119 
Auramine  in  staining  gonococci,  23 
Auto-infection  with  syphilis,  498 
Auto-inoculation  of  chancroids,  435 

BACILLUS  of  syphilis,  482 
Bacteriuria,  430 
nature  of,  430 
sources  of,  430 
treatment  of,  430 
Balanitis  causes  of,  242 
and  chancre,  245 
chronic,  243 

causes  of,  244 
complications  of,  245 
croupous,  245 
diabetic,  245 
course  of,  243 
diagnosis  of,  246 
diphtheritic,  245 
and  gangrene  of  prepuce,  246 

prognosis  of,  247 
simple,  242 

syphilis  and,  245 
treatment  of,  245 
Banks'  Iwugies,  18^ 

Bartholin's  glands,  abscess  of,  treatment  of, 
170 
infhimmation  of,  161 
symptoms  of,  162 
Benequd's  sound,  187 
Bifid  i)enis,  364 
Bigelow\<<  evacuator,  382 

lithotrite,  382 
Bistoury,  l)eaked,  213 
Bladder,  adenoma  of,  386 
b;ir  at  neck  of,  308 
cysts  of,  3.sr) 

diverticula  of,  and  hvpertropK"?     ^^^ss^'^***" 
tate,  308 
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Bladder,  exstrophy  of,  393 
treatment  of,  \ViV6 
fihronia  of,  380 
foreipi  bodies  in,  395 
diu^cjMiH  of,  38o 
Hyiiij)tom»  of,  395 
treatment  of,  395 
ha^maturia  from,  428 
hy[)ertrophv  of  muscles  of,  and  hyper- 
trophy of  prostate,  311 
myxoma  of,  386 
papilloma  of,  386 
rupture  of,  393 
diagnosis  of,  394 
treatment  of,  394 
saci'uli  of,  and  hypertrophy  of  prostate, 

311 
stone  in,  and  priapism,  268 
trabeculation    of,  and     hypertrophy  of 

prostate,  31 1 
traumatisms  of,  393 
tuberculosis  of,  389 
diagnosis  of,  390 
symptoms  of,  389 
treatment  of,  391 
tumors  of,  386 
cystoscopy  in,  391 
diagnosis  of,  388 
mixed,  386 
symptoms  of,  387 
treatment  of,  388 
villous,  386 
Blood  infection  in  syphilis,  494 

in  syphilis,  changes  in,  481 
Bone,  fragility  of,  m  syphilis,  646 
Bones,  cranial,  syphilis  of,  661 
syphilis  of,  641 
nerwlitary,  723 
Bottini's  incision  of  prostate,  319 
operation   for    hypertrophy  of    prostate, 
319 
Bougies,  acorn-pointed,  189 
Bank8^  189 
filiform,  189 
French,  187 
olivary,  flexible,  187 
BongicH-il-boule,  189 

in  chronic  gonorrhoea,  86 
Brain  lesions  of  tertiary  syphilis,  662 

syjihilis  of,  662 
Breast,  chancre  of,  510 

suction  of,  syphilitic  infection  from,  496 
Brenner's  cystoscope,  401 
Bronchi,  syphilis  of,  627 
Buboes,  causes  of,  448 
chancroidal,  447 
operation  for,  461 
treatment  of,  461 
diagnrysis  of,  449 
in  gonorrlupa,  40 
liy[K'rpla.stic  or  mixed,  450 
inllaniniatory,  447 
varieties  of,  448 
pr<)gn(^sis  of,  450 
suppurating,  448 
treatment  of,  459 
abortive,  460 


Buboes,  virulent,  448 

Buccal  mucous  patches  in  hereditary  syph- 
ilis, 712 

Bulbous  urethritis,  chronic,  74 

Bullous  sy phi lide,  617 
prognosis  of,  617 
treatment  of,  617 

Bumstead's  retention-catheter,  220 

Burwe,  gonorrhccal  inflammation  of,  128 
syphilis  of,  639 

rtACHEXIA,  mercurial,  694 
\j    of  secondary  syphilis,  528 
Calcification  of  penis,  263 
Calculi  in  kidney,  420 
diagnosis  of,  421 
hematuria  from,  421 
symptoms  of,  421 
treatment  of,  421 
mulberry,  375 
phosphatic,  377 
preputial,  265 

treatment  of,  265 
of  prostate,  326 
symptoms  of,  326 
treatment  of,  326 
in  ureters,  398 
urethral,  286 
diagnosis  of,  286 
treatment  of,  286 
vesical,  376 
diagnosis  of,  379 
symptoms  of,  378 
treatment  of,  380 
by  litholapaxy,  381 
by  lithotomy,' lateral,  384 
median,  385 
perineal,  384 
suprapubic,  385 
by  lithotrity,  380 
Calculoas  pyelitis,  408 

pyelonephritis,  408 
Calculus,  vesical,  and  hypertrophy  of  pros- 
tate, 311 
Cancer  of  penis,  275 
course  of,  276 
diagnosis  of,  279 
etiology  of,  275 
extirpation  of  ganglia  in,  282 
and  inguinal  ganglia,  278 
patholog>'  of,  279 
prognosis  of,  279 
symptoms  of,  279 
ti'eatment  of,  277 
syphilis  and,  276 
Cantha rides  and  priapism,  269 
Carcinoma  of  testis,  359 

treatment  of,  359 
Cardiac  affections,  gonorrhoeal,  132 
prognosis  of,  132 
synjptoms  of,  132 
treatment  of,  133 
Caries,  sy])hilitic,  of  larynx,  625 
Casper's  cystoscope,  401 
Castration*,  300 

Catarrhal  inflammation  of  prostate,  291 
in  young  subjects,  293 
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Onlanhiil  prmiwtitw  in  older  fliibjects,  29tf 

Chancre,  treatment  of,  by  antinnsin,  519            ^H 

Htx-ivtiDiis  u\\  'Jim 

by  nnj*lol,  519 

^^M 

urethritLs  ii)  Imh's  o'^ 

by  black  wwrib.  51 H 

^^1 

by  wibmiel,  *d9 

^^^ 

Calhtlifi'j*  mint'  hej^initoi;  W^ 

by  enroll  ben,  5)9 
by  iLNlohinn»  519 

^^1 

Cathc^ttT  k'U'r  iJinl  bviJt'rtnijiliv  uf  fiaj^Uitej 

^^1 

314                       '                 '                        1 

by  mercurinl  oinlnient,  520 

^^1 

inli^«liu'li<moi;  UI7,  108 

by  nosopUen,  519 

^^1 

reUMiti^m-,  BtiuLsteocfH,  'J2Q 

bv  yellow  WiLHb,  519 

^^1 

Tlioni|»M>n's  220 

unifiilioatetl,  50:i 

^^^ 

gtiiH,  tuniit-lli^tl,  221 

of  n^etbn^  508 

^^1 

C«ilietcr4ife  und   hvix'rtropby  of  proeUite, 

at  vugiiia,  5Ui, 

^^^1 

317 

In  women,  elevitted  ptipille,  515 

^^M 

Gil)icterizalj'f*n,  retrngrade,  216 

extnigcnitsil,  514 

^^^ 

of  iirotLi>,  trx» 

^'nititl,  514 

^^1 

Cathetci-s,  turvwl  L»liviiry,  for  hypertrophy 

incrnrstetl,  515 

^^K 

or  prostate,  32:i 
MervierX  for  iiypcrtmphy  of  prostate. 

indnnittn!  nodnle,  516 

^^U 

sc;ilin^  fmpule,  515 

^H 

:i  22 

tubercle,  515 

^^^M 

Cauliflower  excr^^cenve,  2.14 

ukiLs  elevtttnin,  515 

^^U 

Ctfrehral  diiH.'ii'*<?  tmd  prhiniHin^  209 
Cf  rehnist>irixil  ncrve^  jsyphiUn  iif,  002 

Chancmidttl  biib.je8,  447,  461 

^^B 

ojiieration  for,  401 

^^H 

CliantTe,  aimubr,  rVUo 

treatment  of,  401 

^^H 

of  HflUK,  '4l> 

lympUanKitit^,  44 ♦» 

^^1 

of  breiu^il,  rjH* 

treatment  of,  522 

^^1 

chancmiu^  e nwions  and,  615 

panipbimti«i.s  447 

^^H 

diphtiicritiiv  -Vja 

tresitinent  of,  459 

^^H 

diii-ation  of,  5O0 

phimosis  440 

^^H 

ecthyma  I  oits  o(>:i 

by  diirsal  incision,  457 

^^1 

of  eiternal  cur,  514 

failure  of,  457 

of  eyelids  514                                    ^ 

by  lateral  inc»Hion,  458 

of  finffer,  511 
exuteemted,  511 

tfefitment  of,  456 

Chancroids,  4*i5 

fungntini?,  5Jl 

acetanilid,  453 

paniritium,  like,  511 

acneforni,  442 

fuiilin^  tmttule,  511 

of  anus  445 

and  Kvphiibi,  495 

appenmnce*  of,  439 

follieiibr,  503 

aristitl  in,  45ii 

of  filSK*  mii-ieularLH,  6U0 

ant4>inocnlation  of,  435 

of  i^niiis  513 

bacieriolo>;v  of,  43fi 

hard,  condition  of  lymph-spaces  in,  490 

i*arl>olir  jirid  in,  4*»3 

of  Vi-y^'U  in,  491 

cauterimtion  of,  451 

histnloi^'v  of,  4HH 

ttcniiil  c-:mierv  in,  452 

indkinition  ;inil,  4U1 

Pa<|nflinX  452 

infet'tinn  bv,  41^5 

cnivtte  in,  454 

u'd»Mi)ti,  indiimtinf^,  and,  4t»l 

deveb»pinent  of,  436 

diaKTi«i**i«  of.  '('^9 

|fctTiva>*i'Mbr  Uniph-<jKic*'*  in,  490 

>trni"tnix'  of,  4^.K> 

dumtinn  nf,  441 

hen>elifiirni,  iiMilti|»Ie,  5<M 

eiibynvitons  412 

initial,  {ippeunini-e  of,  5CN) 

enrop1i«Mi  in,  453 

of  inieK'">"^'"t,  510 

feat nn*  of,  442 

of  li[iN  512 

follicidar,  442 

mixeil,  504 

formalin  in,  462 

necrotic  inidnki  and,  503 

of  fnrnum,  446 

of  nipfi1«:!)  and  syphilin,  497 

iodoform  in,  453 

of  m  uteri.  516  ' 
of  1191  late,  hard,  513 

irriKntioiis  in,  451 

of  mentOM.  445 

paruhmenl,  5(J1 

nioileH  of  infection,  435 

pe<lui,  517 

nitrate  of  (tilver  in»  ahnde  of,  452 

of  ^Ncmtinn,  510 

nitric  nrid  in,  451 

accretion  of,  *504 

ni»4ophen  in,  45;i 

mlverr  spot,  502 

of  m  oleri,  445 

•oft,  iVy 

pba^etlenic,  445 

of  tnnprne,  512 

proinit««i>^  «f.  450 

tif  tonsil,  513 

of  rvctum,  445 

tiTatnient  of,  51  g 

rppsiir  in,  441 

by  acetanilid,  510 

reaonrin  in,  453 
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Chancroids,  seat  of,  441 
secri'tions  of,  440 
serpii^inouH,  444 
of  skin  of  iwnii*,  440 
streptoboci  fills  and,  437 
subpreputial,  446 
susceptibility  to,  436 
in  syphilitic  subjects,  436 
treatment  of  451 
ulcas  elevatuin,  444 
of  vagina,  445 
Chancroiis  erosion,  500 
chancre  and,  515 
in  women,  515 
Chordee,  41,  268 
Chorea,  syphilitic,  668 
Choroid,  syphilis  of,  590 

treatment  of,  591 
Chylous  hydrocele,  331 
Ciliary  body,  syphilis  of,  588 
Circumcision  clampe,  235 
forceps,  235 
operation  of,  234 
ritual,  and  syphilis,  497 
Civiale's  urethrotome,  191 
Cock's  operation,  216 
CoiUis  ab  ore  and  syphilitic  infection,  497 
Coitus,  syphilitic  infection  from,  496 
Colles'  law  and  syphilis,  707 

hereditary,  707 
Condylomata  lata  of  anus,  571 
treatment  of,  571 
hereditary,  709 
of  vulva,  571 
treatment  of,  572 
Congenital   hydrocele  of    tunica  vaginalis 
testis,  328 
stricture  of  urethra,  174 

causes  of,  174 
8y])hilis,  700 
Conjunctiva,  syphilis  of,  684 
Conjunctivitis,'    serovascular,    gonorrhoea!, 
147 
ti^eatment  of,  148 
Cord,  spermatic,  hsematocele  of,  345 
dirtuse,  345 

treatment  of,  345 
encysted,  345 
treatment  of,  345 
hydrocele  of,  339 
diffuse,  339 

trejitment  of,  341 
encysted,  338 
treatment  of,  339 
spinal,  gonorrhoea  of,  133 
syphilis  of,  662 

torsion  of,   and    strangulation   of   testis, 
345 
treatment  of,  346 
Comea,  syphilis  of,  580 

treatment  of,  587 
Comeous  vegetations,  255 
Corpora  cavernosa,  fibroid  sclerosis  of,  266 
etiology  of,  2()7 
pathology  of,  267 
prognosis  of,  268 
treatment  of,  268 


Corpora  cavemoea,  nodes  of,  651 
Coq)us  spongiosum,  fracture  of,  261 
Cowper's  glands,  abscess  of,  141 

treatment  of,  144 
Cn)upous  Imlanitis,  245 
Curvature  of  penis,  262 

treatment  of,  263 
Cystic  sarcoma  of  testis,  357 
Cystitis,  370 
etiology  of,  370 
gonorrticeal,  105, 371 
acute,  105 
chronic,  186 
diagnosis  of,  106 
pathology  of,  107 
treatment  of,  107 
microbes  of,  370 
origin  of,  371 
pathology  of,  372 
predisposing  conditions,  371 
prognosis  of,  374 
spermato-,  acute,  108 
chronic,  110 
diagnosis  of.  111 
pathology  of,  112 
prognosis  of,  1 12 
treatment  of,  1 13 
symptoms  of,  373 
treatment  of,  107,  374 
tubercular,  371 
Cystoscope,  401 
in  hsematuria,  429 
Leiter's,  391 
Cystoscopy,  391 
Cystotomy,  suprapubic,  385 

in  tumors  of  bladder,  389 
Cysts  of  bladder,  386 
dermoid,  of  testis,  360 
treatment  of,  360 
of  epididymis  118,  338 
of  kidney,  423 

treatment  of,  423 
of  testis,  338 

DACTYLITIS  syphilitica,  647 
diagnosis  of,  650 
hereditary,  725 

treatment  of,  725 
progrnosis  of,  (>51 
ti^eatment  of,  651 
Deferentitis,  gonorrhoea!,  114 
Degeneration  of  vessels,  syphilitic,  658 

gangrene  fmm,  659 
Dementia,  s^-philitic,  668 
Dermoid  cysts  of  testis,  360 

treatment  of,  360 
Diabetes  insipidus,  635 

and  syphilis,  686 
Dialxjtio  balanitis,  244 

course  of,  244 
Diagnosis  of  aonofonn  syphilide,  554 
of  balanitis,  246 
of  buboes,  448 
of  cancer  of  penis,  270 
of  chanoroi<ls.  440 
of  dactylitis  syphilitica,  650 
of  ecthyma  form  syphilide,  558 
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Diagnosis  of  epididymitis,  120 
of  epididyiiioH>rcIiitls,  120 
of  crvthematous  syphilide,  543 
of  foi-eign  InMiies  in  bladder,  395 
of  gonorrhuea,  oil 

of  rectum,  % 
of  gonorrhoea!  cystitis,  106 

ophthalmia,  146 

rheumatism,  129 
of  gummata,  late,  604 

of  soft  palate,  620 

of  tongue,  ()20 
of  li^matocele  of  tunica  vaginalis  testis, 

343 
of  heri)es  progeni talis,  251 
of  hyifrocele,  328 

and  chronic  ha?matocele,  334 

congenital,   of  tunica  vaginalis   testis, 
328 

encysted,  338 

and  hernia,  333 
of  hydronephrosis,  419 
of  hypeitrophy  of  prostate,  316 
of  kulney  conditions  without  catheteriza- 
tion of  ureters,  400 
of  onychia,  582 
of  pigmentary  syphilide,  565 
of  precocious  ginnmata,  563 
of  prostiititis,  chronic,  302 
of  pyelitis,  414 
of  pyelonephritis,  414 
of  pyonephrosis,  418 
of  rupia,  617 

of  rupture  of  bladder,  394 
of  seminal  vesiculitis,  111 
of  spermatoycvstitis,  111 
of  stone  in  Kidney,  421 
of  stricture  of  urethra  in  females,  228 

in  males   183 
of  syphilide,  large  flat  papular,  549 

serpiginous,  615 

tubercular,  611 
of  syphilides,  impetigoform,  555 

miliary,  544 

papular,  544 
of  syphilis,  hereditary,  703 

of  liver,  716 

of  nails,  721 

of  pharynx,  714 

of  testis,  656 
of  syphilitic  adenitis,  524 

alopecia,  577 

epididymitis,  late,  655 

epilepsy,  666 

hemiplegi.i,  665 

orchitis,  657 
of  tuberculosis  of  bladder,  390 
of  tumors  of  bladder,  386 
of  urethritis,  acute  posterior,  53 
of  varicocele,  3r»3 
of  vegetations,  251 
of  ve«5ical  calculi,  319 

tumors,  :\S^ 
Dilatation,  continuous,  209 
gradual,  2()6 

i-apid,  for  stricture  of  urethra,  209 
Diphtheria,  resemblance  of  syphilis  to,  463 
47 


Diphtheritic  balanitis,  246 

chancres,  502 
Dislocation  of  penis,  264 

treatment  of,  264 
Divulsion,    o})eration    of,   in    stricture    of 

urethra,  217 
Drainage,  suprapubic,  for  hypertrophy  of 

prostate,  318 
Ducrey-Unna  streptobacillus,  437 
Dura  mater,  syphilis  of,  661 

EAR,  chancre  of  external,  513 
syphilis  of,  595 
external,  595 

treatment  of,  596 
internal,  596 

treatment  of,  597 
middle,  595 

tivatment  of,  595 
Ecthyma  form  syphilide,  556 
deep,  557 
diagnosis  of,  558 
prognosis  of,  558 
superficial,  »556 
Ecthymatous  chancre,  503 
Ejaculatory  ducts,  lesions  of,  306 
Electwlysis  in  stricture  of  urethra,  217 

Fort's  operation  of,  218 
Elect  rot  heiTnic    angiotribe   for    varicocele, 

366 
Elephantiasis  and  enlargement  of  penis,  265 
of  genitals,  259 
of  penis,  259 

treatment  of,  259 
of  scrotum,  259 
treatment  of,  259 
Emphysema  of  scrotum,  284 

treatment  of,  284 
Enchondroma  of  testis,  360 
Endocarditis,  syphilitic,  628 
Endometritis,  gonorrhceal,  154 
Endosco))e,  limitations  of,  81 
ia  urethritis,  chronic,  81 
use  of,  81,  89 
in  gonorrhoea,  chronic,  92 
English  bougies,  186 

scale  for  urethra,  186 
Enteritis  in  treatment  of  syphilis,  695 
Enuresis,  430 
epidural  injections  in,  431 
ti-eatment  of,  431 
Ephemeral  nephritis,  syphilis  and,  535 
Epicystotomy,  385 
P^ndidymis,  cysts  of,  118,  338 
gonoiThowily  118 

indunition  of,  118 
hematocele  of,  344 
ti*eatment  of,  344 
Epidi<lymitis,  113 
atrophy  of  testis  and,  119 
causes  of,  119 
chronic,  350 

treatment  of,  352 
diagnosis  of,  120 
double,  114 

and  gangrene  of  scrotum,  11^ 
general  considerations  of,  11^ 
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Epididvmitifs  hydrocele  and,  119 
neunil^ria  of  testis  ami,  IIU 
onset  of,  115 
pro^oMis  of,  120 
reflex  neurul^as  and,  119 
HvmptoniH  of,  115 
ByphiliH  of,  late,  (>58 

diagnosin  of,  ()55 
from  torsion  of  coixi,  346 
Epididymo-orchitiH,  113 
caiujes  of,  119 
diagnosis  of,  125 
from  gout,  350 
from  grip,  350 
from  malaria,  349 
from  mumps,  349 
from  muscular  contraction,  348 

treatment  of,  349 
onset  of,  115 
prognosis  of,  120 
iTom  pyaemia,  350 
from  rheumatism,  350 
from  scarlet  fever,  349 
from  smallpox,  349 
symptoms  of,  115 
from  tonsillitis,  350 
treatment  of,  121 
from  typhoid  fever,  350 
from  urethral  oix^rations,  347 

treatment  of,  348 
from  whooping-cough,  350 
Epidural  injections  in  enuresis,  431 
Epilepsy,  syphilitic,  665 

course  of,  665 

diagnosis  of,  666 

grand  mal,  665 

petit  mal,  665 
Epispadias,  283 

treatment  of,  283 
Erectile  tumors  of  penis,  260 
Erythema,  syphilitic,  of  larynx,  567 

of  mouth,  566 

of  tongue,  567 
Erythematous  syphilide,  539 

circinate  form  of,  542 

course  of,  543 

diagnosis  of,  543 

duration  of,  543 

hereditary,  709 

seborrhoea  and,  543 

treatment  of,  544 
Etiology  of  cancer  of  penis,  275 
of  cystitis,  370 
of  fibn)id  sclerosis  of  corpora  cavernosa, 

267 
of  gonorrhoea,  37 

in  boys,  5-1 

of  rectum,  95 
of  herpes  progeni talis,  250 
of  hydronephrosis,  419 
of  priapism,  272 
of  pyelitis,  407 
of  ])yol()nephritis,  407 
of  tertiary  syphilis,  603 
of  varicocele,  362 

of  vulvovaginitis  in  young  girls,  163 
Evacuator,  Bigelow's,  382 


Exanthemata,  resemblance   of  svphilis  to, 

4(>4 
Exostoses,  svphilitic,  643 
Exstrophy  of  bladder,  393 

treatnient  of,  393 
Extirpation  (►f  penis,  281 
Extravasation  of  urine,  222 
symptoms  of,  22i^ 
treiitment  of,  224 
Eye,  motor  nerves  of,  syphilis  of,  592 
treatment  of,  592 
syphilis  of,  584 
Eyelids,  chancre  of,  514 

FALLOPIAN  tubes,  gonorrhoea  of,  163 
syphilis  of,  632 
Fibroid  sclerosis  of  corpora  cavernosa,  266 
etiology  of,  267 
patholo^  of,  267 
prognosis  of,  268 
treatment  of,  268 
Fibroma  of  bladder,  386 
of  testis,  359 

treatment  of,  360 
Fibn)myomatous  tumors  of  prostate,  308 
Filii^re  charrit^,  186 
Finger,  chancre  of,  511 
Follicles  of  urethra,  abscess  of,  138 
Follicular  abscess  of  prepuce,  gonorrhoeal^ 
134 
chancre,  503 
chancroids,  442 
urethritis,  chronic,  73,  78 
Folliculitis  in  female,  treatment  of,  170 
gonorrhceal,  in  women,  160 

tceatment  of,  170 
para-urethral,  in  women,  161 
Fort*eps,  stone-,  curved,  386 
Foreign  bodies  in  urethra,  286 
Fort's  electrolyzer,  2 1 8 

oj)eration  for  stricture  of  urethra,  218 
Fossa  navicularis,  chancre  of,  509 
Fracture  of  penis,  261 
prognosis  of,  261 
treatment  of,  261 
Fraenum,  chancroids  of,  446 

shortness  of,  and  phimosis,  230 
French  bougies,  187 

scale  for  urethra,  186 
Freudenberg-Bottini  incision,  319 
Funiculitis,  gonorrha»al,  114 
Furuncular  eruptions  in  syphilis,  heredi- 
tary, 711 

GANGLIA,  extirpation   of,  in  cancer  of 
penis,  282 
lymphatic,  syphilis  of,  deep,  525 
hei-editar}',  723 
superficial,  525 
tertiary,  525 
Clangrene  of  penis,  274 
prognosis  of,  275 
treatment  of,  275 
paraphimosis  and,  239 
of  prepuce  and  Knlanitis,  246 
of  scrotum,  285 

epididymitis,  and  118 
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Gangrene  from  syphilitic  degeneration  of 
vessels,  6o9 
syphilitic,  of  skin,  659 
of  testis,  119 
Gangrenous  ulcers,  syphilis  and,  659 
Genital  oi-gans,  mucous  patches  of,  570 
Genitals,  elepliantiasis  of,  259 
Gibson  on  perineal  section  without  a  guide, 

217 
Gingivitis  in  treatment  of  syphilis,  695 
Glands,  Bartholin's,  abscess  of,  161 
inflammation  of.  161 
symptoms  of,  161 
Cowper's,  abscess  of,  141 
Skene's,  inflammation  of,  159 
thymus,  hereditary  syphilis  of,  722 
urethral,  inflammation  of,  159 
yestibulovaginal,  inflammation  of,  160 
Glandular  tumors  of  prostate,  308 
Glycosuria,  late  syphilitic,  634 
Gonitis,  126 
Gonocele,  127 
Gt)nococcu8,  19 
appearance  of,  20 
disappearance  of,  37 
grouping  of,  20 
invasion  of,  24 
acute,  31 
subacute,  27 
of  tissues  by,  24 
morpholojfv  of,  19 

new  stain  for,  in  chronic  gonorrhoea,  23 
position  of,  intercellular,  20 
shape  of,  20 
sire  of,  20 
staining  of,  21 
by  auramine,  23 
by  Gram-Roux  method,  22 
by  Schiitz  method,  21 
by  thionin,  23 
Gonorrhoea,  abscess  in,  40 
acute  anterior,  39 

dressings  for  penis  in,  59 
hand-syringe  in,  62 
invasion  in,  31 
irrigation  in,  66 
stage  of,  jibortive,  56 
antiblennorrhagics  in,  64 
injections  in,  64 
syringes  in,  62 
symptoms  of,  40 
treatment  of,  57 
posterior,  48 
treatment  of,  68 
argentamine  in,  72 
argonin  in,  72 
bougie-iL-boule  in,  86 
bubo  in,  40 
chronic,  anterior,  73 
author's  syringe  in,  84 
infect iou.sness  of,  91 
new  stain  for  gonococcus  in,  23 
declining  stage  of,  32 
diagnosis  of,  47 
duration  of,  43 
endoscope  in,  89 
endoscopic  applications  in,  90 


GonorrhoBa,  etiology  of,  37 
examination  of  urine  in,  45 
external,  133 
in  female,  149 

treatment  of,  166 

of  urethra,  149 
treatment  of,  167 
of  Fallopian  tubes,  158 
follicular,  chronic,  88 

cupped  sounds  in,  88 
of  heart,  132 
ichthyai-gon  in,  72 
instillations  and  irrigations  in,  88 
irrigating  syringe  in,  66 
langol  in,  72 
in  male,  17 

frequency  of,  17 

general  considerations  of,  17 

predisposing  causes  of,  18 
conditions  of,  18 
mild  course  of,  43 
of  mouthy  97 
of  ovaries.  163 
of  OS  uteri,  151 
pathology  of,  77 
pendulous  urethra  of,  87 

treatment  of,  88 
period  of  incubation  of,  31 
of  peritoneum  in  women,  163 
posterior,  acute,  48 
duration  of,  50 
symptoms  of,  48 

chronic,  73 
causes  of,  74 
of  preputial  follicles,  134 
prodromal  stage  of,  39 
protargol  in,  72 
purulent  stage  of,  41 
pyaemia  and,  133 
of  rectum,  96 

diagnosis  of,  97 

etiology  of,  96 

prognosis  of,  97 

treatment  of,  97 
relajxses  in,  42 
of  s{)inal  cord,  133 
subacute,  invasion  of,  27 
treatment  of,  abortive,  56 

fads  in,  69 

Janet's,  71 
two-glass  test  in,  45 

of  urethra  in  women,  treatment  of,  167 
of  uterine  cavity,  treatment  in,  169 
of  uterus,  151 
of  vagina,  155 

treatment  of,  168 
of  vulva,  158 

treatment  of,  167 
Gonorrhoeal  cardiac  affection^  132 
pn>gno*«is  of,  13ii 
symptoms  of,  133 
treatment  of,  133 
cystitis,  105,  371 

acute,  105 

chronic,  105 

treatment  of,  107 
deferentitis,  114 
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Gonorrha?al  endometrites  154 
epidiclvmitis,  113 
follicular  abscess  of  prepuce,  134 
folliculitis  in  women,  ItiO 

ti-eutment  of,  170 
funiculitis,  114 
hydrarthrosis,  126 
induration  of  epididymis,  118 
inflammation  of  bursee,  125 

of  follicles  of  skin  of  penis,  135 

of  tunica  vaginalis,  11  / 

of  undescended  testis,  117 
neuralgia  of  testis,  treatment  of,  124 
ophthalmia,  144 

diagnosis  of,  146 

prognosis  of,  145 

treatment  of,  146 
peritonitib  in  male,  131 
causes  of,  131 
symptoms  of,  131 
treatment  of,  131 
phimosLH,  232 
pyiemia,  133 
pyelitis,  411 
pyelonephritis,  411 
rheumatism,  124 

causes  of,  125 

complications  of,  128 

course  of,  128 

diagnosis  of,  129 

mono-ai-ticular,  127 

onset  of,  125 

parts  involved,  125 

polyarticular,  127 

prognosis  of,  130 

symptoms  of,  125 

treatment  of,  130 
serovascular  conjunctivitis,  147 

treatment  of,  148 
threads,  32 

forms  of,  32 
vaginal  it  is,  114 

treatment  of,  121 
vulvovaginitis,  164 

course  of,  165 

etiology  of,  165 

in  young  girls,  163 
Gouley's  o|)eration,  212 
Gout,  epididymo-orchitis  from,  350 

and  syphilis,  476 
Gram-Roux  method  of  staining  gonococcus, 

22 
Growths,  homy,  258 
Gummata  of  heai-t,  628 
hereditary,  677 
late,  course  of,  628 
of  mouth,  in  hereditary  8yi)hili8,  679 
pathology  of,  493 
of  phar>'nx,  622 
precocious  561 

diagnosis  of,  563 

fonus  of,  i)(\\ 

generalized,  561 

localized,  o62 

neurotic,  5()2 

treatment  of,  563 
of  soft  palate,  620 


Gummata  of  soft  jwlate,  diagnosis  of,  622 
of  spliH^n,  631 
syphilitic,  of  larynx,  623 
of  tongue,  ()18 
diagnosis  of,  6*20 
Gummatous  intiltrat ion,  stages  of,  603 
osteomyelitis,  644 
osleoj)eriostiti6,  644 
syphilides,  late,  604 

pivcx)cioiis,  5t)l 
ulcer,  604 

hereditary,  700 
Gums,  chancre  of,  513 

H.EMATOCELE,  343 
acute,  of  tunica  vaginalis  testis,  343 
diagnosis  of,  343 
treatment  of,  343 
chronic,  and  hydrocele,  diagnosis  of,  334 
of  epididymis,  341 
treatment  of,  341 
and  hernia,  diagnosis  of,  341 
parenchymatous,  344 

treatment  of,  344 
of  spermatic  cord,  346 
diffuse,  346 

treatment  of,  346 
encysted,  346 
treatment  of,  346 
of  testis,  344 
treatment  of,  344 
Hiematuria,  428 
from  bladder,  428 
cystoscope  in,  429 
from  kianey,  429 
from  prostate,  429 
in  pyelitis,  413 
in  pyelonephritis,  413 
resorption  test  in,  429 
from  seminal  vesicles,  429 
sources  of,  429 
from  stone  in  kidney,  420 
and  trumatism,  429 
treatment  of,  429 
from  ui-eter,  -429 
from  urethra,  anterior,  428 
deep,  428 
Hair,  hereilitary  syphilis  of,  722 
syphilitic  affections  of,  573 
forms  of,  573 
Harris'  segregator,  402 
Harrison's  dilators,  189 

whi|)s,  189 
Hayden's  aspirator,  221 

irrigating  syringe  in  gonorrhoea,  66 
trocar,  221 
Headaches,  syphilitic,  treatment  of,  669 
Heart,  gonorrhoea  of,  132 
gummata  of,  629 
syphilis  of,  (>2S 
symptoms  of,  629 
treatment  of,  629 
Hemiplegia,  syphilitic,  663 
diagiK^sis  of,  6<».') 
prognosis  of,  (iO') 
Hemorrliage,  hereditary  sypliilis  and,  722 
secondarv,  535 
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HeinoiThoids  and  hrtwrtnipliy  of  prostata, 

Herpes  nrogenitalifl,  diagnosis  of,  251 
etioloj^'  of,  250 

:ii4 

lli'piilitis  liiffuM^  M|ibiiitii',  H2y 

tmituRiit  of,  252 

jifunimaious  (^-J*' 

in  women,  250 

llrreditary  ct>ii*iyloiiiiitn  luUi,  70U 

Zfv^iter  in  Keeondary  syphilids  o39 

^nmmaii\,  7 VI 

IleriK'lifomi  ehanerv,  niulriple,  501 

gummatous  ulce)-^,  712 

IIi»niy  growths  of  f»eniit,  257 

sypbilidu,  iTyilieraatoui«»  70*J 

Horwiii  on   eleetrothemiic  angiotribe    In 

p!i[>nUn%  7?«^l 

varieot^de,  36<J 

piiMijliir,  710 

If  ule billion's  ieetli,  520 

roHi?ol<  MJH,  7ij9 

triad,  72t» 

luWiriihir,  712 

Hyaline  cylinders  and  prf>tilatiti!i,  300 

Tt'4oii1iir,  710 

Ilydatiil  cyvLs  of  kidney,  423 

gjrpbilis,  1Jj4 

treatment  of,  423 

m\d  :il*>|>fiia,  722 

Hydmrtlu'dHiH,  ^juorrlueal,  126 

of  lwmo,s  723 

IlVdnx-ele.  328 

Cijlles*  law  arui,  707 

anomalous  foi-ms  of,  331 

Ton  Diinng  on,  7D7 

bilooulariH,  332 

course  of^  702 

tauNcs  of,  334 

def.trniities  of  teeth  ami,  726 

chylous  3.30 

devel«»j>ment  of,  708 

circum^rilieil,  331 

erii|vtionH  of,  708 

eysiic  Kjrcoma  and>  334 

furuneular  eniptions  in,  713 

dia^mfKsis  of,  332 

iruniiimtu  of  ruoiitb  in,  71 1 

diverticidar,  332 

of  Ijair.  722 

eueystc'*!,  331 

henii»rrhii^e  and,  722 

diajLrnosii^  of,  339 

infiKtiotii^nesM  ftiy  494 

of  epididymis,  338 

of  liitLNtiness  718 

of  testis,  338 

i                        of  kiilnev,  718 

treotraent  of,  335 

of  brvni»  715 

und  epididvmilK  119,334 

of  liver,  7ia 

fluid  clmmeler  of,  32V» 

of  lungs,  715 

and    hematocele,  chronic,  diagnosis  of, 

of  lyiiiphalir  j^nglia,  723 

334 

niicriMirpaniiflns  in,  723 

and  beniia,  dia^rN»i<4  of,  333 

of  luuc'oufi  raembnmes,  712 

of  hernial  sir.  342 

mijcmiH  [liiii'he!*,  biicctil,  in»  7H 

treatment  of,  343 

of  naiU,  721 

of  nervoui*  s>*«item,  727 

338                                                            ' 

of  onvfbia,  721 

Hgbl  teA^t  und,  333 

ostetM-hontiritw  and,  723 

jiathology  of,  334 

of  f  Kin  (Teas,  717 

simple,  330 

peri'»*ilitb  and,  72-5 

of  *i^>ermittic  cord,  339 

severity  of,  700 

difluse,  339 

jiource  of  in  feci  ion  in,  704 

treatmeni  of,  341 

of  eipleen»  717 

encystetl,  338 

gf  HUpm renal  «i pules,  718 

treiUment  of.  339 

rrniptonii*  of,  7o() 

and  >iyp1iilitie  orchitis  Hiitgnotib  of,  333 

o'f  jiynoviulshaitliit,  721 

treatment  of,  ^'Ah 

of  lent  is,  719 

hy  injeeiiiin?*,  !430 

dia>rnoeb«  of,  719 

1          filliatirc,  3:i5 

1re:itiiient  of,  721 

taiiieal,  337 

of  thy^n>^  iflnnd,  722 

by  tapping,  335 

trau>mi**iori  iKrotig^h  utemplncental  dr- 

of  tunica  vagina  lis  lestiap  ftoqttinfd,  329 

iMilatinn,  70*> 

eoni^enital,  328 

treatnient  of,  727 

diagno^in  of,  328 

of  umbilical  vein,  722 

Volkmann's  operation  for,  337 

syphilitic  daetyliti*,  725 

von  P.ergnjann\'*  operation  foP,  337 

trefjtnient  of,  72r» 

nydronepiiro«it<,  419 

Hernia  and  hvdn>eek%  diii^oHis  of,  333 
and  }iyi»ertroj>hy  of  prti»i(ale,  314 

diiignmiii  of,  420 

eti.dogy  of,  419 

llerniar.sjc,  livilr/x-ele  of,  342 

prtignoriLH  of,  420 

treatment  of,  343 

symptoui'^  of,  419 

Her(>e*  pr.ppijtiati?i,  248 
progeiiitulia,  248 

trwitment  of,  420 

l1yt)cr|»bH(a  fif  lymphatic  ganglia,  525 

and  chanerotis  erosion,  501 

of  cjjlrf  n.  -vphtli';  and,  5:t4 

course  of,  248 

II                                   1  hulNM<i^460 

developmeni  of^  248 

IJ                                  1,599 
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Hypertrophy  of   muscles  of   bladder  and 
h7])ertn»phy  of  prostate,  311 
of  prostate  307 

and  albuminuria,  514 
Alexander's  oneration  for,  320 
and  bar  at  necR  of  bladder,  308 
Bottini's  operation  for,  319 
and  catheter  fever,  314 
and  catheter-life,  317 
cathetei-s,  curved  olivarv,  for,  323 

Mercier's,  for,  322 
and  changes  in  urine,  313 
and  degeneration  of  kidneys,  313 
diagnosis  of,  314 
diverticula  of  bladder  and,  31 1 
examination  in,  instrumental,  315 

physical,  315 
forms  of,  308 
haematuria  and,  313 
hemorrhoids  nnd,  311 
hernia  and,  314 
and  h3rpertrophy  of  muscles  of  bladder, 

313 
ligation  of  iliac  arteries  and,  321 
orchidectomv  for,  321 
pedunculatecl  tumors  and,  310 
polyuria  and,  314 
post-trigonal  pouch  and,  309 
prolapse  of  rectum  and,  314 
of  prostate,  symptoms  of,  311 

treatment  of,  operative,  318 
prostatectomy  for,  320 

suprapubic,  320 
prostatotomy  and,  318 

])erineal,  318 
residual  urine  and,  309 
retention  of  urine  and,  313,  322 

treatment  of,  322 
sacculi  of  bladder  and,  311 

symptoms  of,  311 
so-called  third  lobe  and,  310 
testicular  affections  and,  314 
trabeculation  of  bladder  and,  311 
treatment  of,  316 

operative,  316 

palliative,  316 
trigonum  and,  309 
tumors  at  vesical  neck  and,  308 
urinary  affections  and,  315 
vasectomy  and,  321 
vesical  bar  and,  308 

calculus  and,  311 
of  syphilitic  ulcerations  of  uterus,  652 
Hypospadias,  282 

treatment  of,  282 
Hysteria  in  secondary  syphilis,  530 

ICHTHYARGONIN  in  gonorrhoea,  72 
Inipetigoform  syphilide,  555 
coni'se  of,  555 
diagnosis  of,  555 
prop:nosis  of,  555 
Indurations,  i-elapsing,  517 

fonus  of,  517 
Infantile  i)enis,  264 

sypliilis,  7(X) 
Infectiousness  of  chronic  gonorrhoea,  91 


Inflammation  of  Bartholin's  glands,  161 
symptoms  of,  162 
catarrhal,  of  prostate,  292 
in  young  subject**,  293 
chronic,  of  verumontanum,  288 
prognosis  of,  290 
symptoms  of,  289 
treatment  of,  291 
gonorrho^l,  of  bursa?,  125 
of  follicles  of  skin  of  penis,  135 
of  prej^utial  follicles,  IM 
of  tunica  vaginalis,  114 
of  undescended  testis,  117 
of  malplaced  testis,  117 

symptoms  of,  117 
of  mouth  in  treatment  of  syphilis,  693 
preputial,  and  phimosis,  230 
of  prostatic  urethra,  288 
of  seminal  vesicles,  acute,  108 
symptoms  of,  108 
chmnic,  110 
of  Skene's  glands,  159 
suppurative,  of  kidneys,  415 
syphilitic,  of  larynx,  623 

of  spleen,  621 
of  tonsils  in  secondary  syphilis,  533 
of  ureters,  398 
of  urethral  glands,  159 
of  vas  deferens,  118 
of  vestibulo-vaginal  glands,  160 
Inflammatory  buboes,  447 
varieties  of,  448 
phimosis,  chnmic,  230 
stricture,  184 
Inguinal  ganglia  and  cancer  of  penis,  278 
Initial  lesion,  appearance  of,  500 
Insomnia  in  secondarv  syjihilis,  528 
Instillations  in  chronic  gonorrhoea,  84 
Intestines,  syphilis  of,  632 

hereditary,  718 
Iris,  syphilis  of,  588 
Irrigations  in  chronic  gonorrhoea,  84 

JANET'S  treatment  of  gonorrhoea,  71 
Jaundice  in  secondary  syphilis,  534 
Joints,  sy])hilis  of,  646 
Justus'  test  in  syphilis,  481 
Juxta-urethml  sinuses  gonorrhoeal,  135 
treatment  of,  136 

KIDNEYS,  adenoma  of,  422 
aflTections  of,  407 
bimanual  palpation  of,  412 
calculi  in,  420 
diagnasis  of,  421 
ha^maturia  in,  421 
symptoms  of,  421 
trcatment  of,  421 
colic  and  stone  in  ureters,  398 
contusions  of,  424 
symptoms  of,  424 
treatment  of,  424 
cvsts  of,  423 
*  hydatid,  423 

'  treatment  of,  423 
degeneration    of,    and    hypertrophy    of 
prostate,  314 


^f               Eyiieys,  OoatJn^r  ^'^^ 

Lympttanjorttl^,  syphilitic,  522                                  ^H 

^^^^                  fiymptnjiis  of  J  423 

treatment  ot',  522                                               ^H 

^^^L                 tfX'atiiiL'iit  of,  423 

Lvinphatic  gsingiia,  hereiliiarv  syphilis  o(,          ^H 

^^^H            iiiHufiiiiiatlon  of,  i^uppumtive,  407 

^M 

^^^H             maT»ble,  42:i 

hy|K^rpksia  of,  525                                           ^^M 

^^^H                itvpjptouit^  <  >(,  42:1 

Lytiiphutii-H,  H\'pbililic  induration  of,  522             ^^| 

^^^H                treatment  <>f^  423 

^^^M 

^^^H            openi lions  on,  424 

IT ACULA K  syphibde,  .530                                   ^M 
lYl     Mairttiunciive-Fluhreri)     Ufi^lhrolofue,          ^^| 

^^^^H            BarroniH  of,  422 

^^^H             syphilis  of,  l^ciL'T  on,  034 

^B 

Ma  la  ria ,  e  i)ididy  moKirch  it  is  fmtn ,  349                  ^^| 
and  Hypbilbi,  476                                                     ^^H 

^^H 

^^^1                 Waj^ncr  on,  634 

AlaligTiuiii  pjtM  ruious  Kypbilides,  559                    ^^M 

^^^^B             8yp  hill  tic  le^ioiiR  of«  i\?ti 

(onn^  of,  559                                                   ^^H 

^^^m            toxic  c0ccU«  of  imlidt^  on,  GO? 

pru^oKiiJ  of,  560                                           ^^M 

^^^H             tniijiiiatls^ni  of,  424 

treatment  of,  5«iO                                          ^^H 

^^^H            tumors  uf,  422 

Malplaced  te^ti;^  inHaniiiiation  of,  117                    ^^M 

^^^^H                 j^Tinptorivs  of,  422 

»ynj[ilom!i  of,  117                                            ^^H 

^^^H                tmitiiitnt  of,  422 

Mcatotoniy,  2U0                                                           ^^M 

^^^H                variinies  tj^  422 

Meatus,  chancroids  of,  445                                     ^^H 

^^^^1             wounds  of,  42^1 

gtrichitv  of  J  catiMai  of,  199                                   ^^H 

^^^H                 trcatiuuni  of,  423 

Hyiiiptonji)  of,  2<N>                                             ^^H 

trealiuent  of,  2O0                                                ^^H 

m               T  ACHHYMAL    apimmtua,    (^ypliilU    of, 
■                 li    0.S4 

Meiiibnnioii^  urethritisi,  55                                       ^^B 

treatment,  of,  55                                                 ^^M 

H^                 LiintC*>I  in  gftnoirlnTa,  72 

Micn>  orjL^r^uiiHniti  in  hereditary  syphilis,  723          ^^M 

^^^^          Liiryn3C,  .syjihilU  of,  W>\  023 

in  M'pbilis  482                                                       ^^M 
Miliaot  pcni8,260  ^                                                 ^H 

^^^k                 hi'  TiH  i  i  til  ry ,  7 1 5 

^^^1                  terliary,  623 

Miliary  sy]thilidu$«,  544                                              ^^^H 

^^^k             syphilitic  i^ries  of,  ^2o 

diaK^osi^  of,  545                                                 ^^M 

^^^H                 erythi^mn  of,  o(>9 

Moilcj*  of  infection  with  syphilis  406                     ^H 

^^^H                »irumiimla  of^  1)24 

Mono-articukr     i^onorrhtml     rbenrnatism,          ^^1 

^^^^H                inihini  Illation  of,  623 

^1 

^^^^^                |>crit4iontlritLs  024 

Mono^nirlionic  adenitis  448                                   ^^| 

uI('**rntions  of.  024 

Morning  ilrofH  und  i  bronic  ^onorrh<m,  76            ^^| 

sujH?rficisiIi  oTO 

MorfihoJo^^  of  tlie  gontXMxx'UiS  1^'                        ^^M 

treatriienL  of,  57 <> 

Mouth,  ifonorrbifa  of,  97                                           ^^H 

Lmroge  of  anterior  tirethni,  46 

^rnjtiatji  of,  in  bereditiiry  Hy|ihili«,  714             ^^^^H 

Lenticular  jiapular  pypliiliiJes,  546 
moc)^  of  dLftribtiiion,  t>46 

[nllammation  of,  in  treatment  of  ^viihiliB,         ^^M 

695                                                                   ^M 

mxnll  546 

mucous  pmlcheH  of,  56<>                                        ^^H 

Le^ion^  initial^  Htractnre  of,  4dd 

Hyphilitic  erytlienia  of«  Mi                                  ^^H 

Ijenkfftnia  Jind  iimpiiaii.  272 
LiiL%  «*yj»hili>4  of,  ->H4 

Mucous  njeinlmine,  Hyphili.H  of,  566                        ^^H 

hereditary,  712                                              ^^M 

Lifrs,  rb  line  re  *t{,  512 

MumpH,  epi<lidynH>-orchitii«  frotii,  310                    ^^H 

Litliii'miu  pyeliiis,  408 
pyelnneyi (iritis,  408 

MtL'k.*  CH,  ^nmnmtii  of,  638                                       ^^H 

f^yfjbili$(  uf,  l^M                                                     ^^M 

Liiholi-qKixy  ( ojwration ),  381 

tumors,  ^nmniatou^  of,  6:t7                                ^^H 

Lithotomy,' laterul,  384 

Myoca^diti^  M'fibilhic,  628                                  ^^H 
Myoeiiti-s  5T|^ihiii(ic,  86                                           ^^H 

njcdian,  385 

perincjil,  384 

Myxoma  of  bladth^r,  637                                          ^^M 

suprapubic,  :iH5 

^^H 

Lith<>trite,  Bisfelow's,  381 

Vr.EVI  of  penij^,  261                                             ^H 
il     Nails,  Hyphili.H  of,  diiiffnosis  ofj  5d2               ^^M 

i  liirtmoiv'ii,  384 

Litlioirily,  380 

heriHlitiiry.  721                                 ^^M 

Liver,  Mvphili)*  of,  630 

p  h >^(  »At»4  of,  582                                 ^^M 

diagniwi-i  of,  030 

treutnient  of,  5H3_                            ^H 

fonm  of,  a'W 

fyphllitie  fiffec*tian«)  of,  577                          ^^H 

bereditary,  716 

i«e|i9inition  of,  581                                         ^^H 

pro^oHis  of,  6^J1 

Naaopharvnx,   in  Hum  mat  ion   of,    in    treat-         ^H 

hyruptt,im«  of,  JlSO 

ment  of  ftyphilis  '^>l^3                                             ^^B 

Loht-s  of  prowtato,  latemJ,  cnlai^gemeni  of, 

NeiTt^tic  noditle,  rhancre  and,  503                         ^^H 

:um 

Nephn^toniy*  42*1                                                 ^^M 

Loi'i>iiioior  atnxiii*  syphilitic,  607 

KephritiH,  rphemeral.   in  aecoisdary  iijrpb*         ^^H 

Lun^,  syphilis  of,  627 

ilk  ^^                                  ^M 

liymphrtngiti**,  chancmicbl,  446 

suppunKive,  415                                                      ^^H 

la'jinn^nl  of,  522 

nature  of,  415                                                  ^^H 
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Nephritw,  suppurative,  symptoms  of,  415 

tieatment  of,  415 
Nephrolithotomy,  426 
Nephropexy,  427 
Nephrorrhaphy,  427 
Nephrotomy,  425 

Nerve  lesions  of  tertiary  syphilis,  662 
optic,  syphilis  of,  652 

treatment  of,  653 
Nerves,  cerebrospinal,  syphilis  of,  662 
motor,  of  eye,  syphilis  of,  593 
treatment  of,  594 
Nervous  system,  syphilis  of,  659 
hereditary,  727 
predisposing  causes  of,  659 
treatment  of,  668 
syphilitic  tumors  of,  663 
Neuralgia,  gonorrhceal,  of  testis,  treatment 
of,  124 
reflex,  and  epididymis,  119 
and  swelled  testicle,  114 
of  testis  and  epididymis,  119 
Neuroglia  in  syphilis,  493 
Nitze  on  cystoscopic  appearances,  392 
Nodule,  indurated,  in  women,  516 
Nose,  syphilis  of,  569 
treatment  of,  509 

OBESITY  and  phimosis,  233 
(Edema,  indurating,  491 
of  scrotum,  284 
treatment  of,  284 
CEsophagus,  syphilis  of,  625 
Olivary  bougies,  187 
Onychia,  578 
diagnosis  of,  582 
dry,  578 

hereditary  syphilis  and,  721 
hypertrophic,  599 
prognosis  of,  582 
syphilitic,  578 
treatment  of,  583 
Opaline  patches,  567 
Ophthalmia,  gonorrhopal,  144 
diagna*»i8  of,  146 
prognosis  of,  145 
treatment  of,  146 
Optic  nerve,  syphilis  of,  592 

treatment  of,  593 
Orbit,  syphilis  of,  584 
Orchidec'lomv  for  h>T>ertrophy  of  prostate, 

331 
Orchitis,  chronic,  354 
treatment  of,  355 
syphilitic,  056 
diaiii^nosis  of,  657 
and  hydrocele,  diagnosis  of,  333 
treatment  of,  657 
torsion  of  coitl  and,  345 
Os  uteri,  chancre  of,  516 
chancroids  of,  445 
.£ronorrh<i'a  of,  151 
Osseous  affections,  precocious,  in  secondary 

synliilis,  5.S2 
Ossification  of  penis,  263 
Osteocliondritis,  hereditan*  syphilis  and,  723 
Osteomyelitis,  gummatous,  042 


08teoiK?riostitis,  gummatous,  <>42 

sypnilitic,  042 
Otis'  ui-ethrolome,  192 
Ovaries,  gonoiTlui'a  of,  103 

syphilis  of,  053 

PALATE,  hard,  chancre  of,  513 
soft,  gumniata  of,  020 
diagnosis  of,  0*22 
Pancreas,  hereditary  syphilis  of,  717 
Papilloma  of  bladder,  380 
Papillomatous  tnbenMilar  syphilide,  611 
Papular  syphilides,  544 
hereditarv^  709 
large  flat*,  549 

diagnosis  of,  550 
scaling  of  palms,  550 

of  sole,  550 
treatment  of,  552 
lenticular,  550 
modes  of  distribution,  550 
small,  546 
miliary,  544 
diagnosis  of,  545 
large,  544 
small,  544 
Papule,  elevated,  in  women,  515 

scaling,  in  women,  515 
Paraphimosis,  acute,  237 
causes  of,  237 
chancroidal,  447 

treatment  of,  459 
chronic,  238 

treatment  of,  242 
curvature  of  penis  and,  240 
gangrene  and,  239 
mechanism  of,  237 
methods  of  reduction  of,  241 
prognosis  of,  239 
treatment  of,  240 
Paraplegia,  syphilitic,  060 
Parasyphilitic  affections  of  rectum,  632 
Para-urethral  folliculitis  in  women,  161 
Parchment  chancres,  501 
Parenchymatous  hematocele,  344 

sclerosis  of  tongue,  (HS 
Pathology  of  cancer  of  i)enis,  279 
of  cystitis,  372 
of  fibroid  sclerosis  of  corpora  cavernosa, 

207 
of  gonorrhoea,  77 
of  gonorrha?al  cystitis,  107 
of  gumma ta,  488 
of  homv  growths  of  i)enis,  259 
of  hydrocele,  334 
of  pyelitis,  410 

ascending,  410 
of  pyelonephritis,  410 
of  seminal  vesiculitis,  112 
of  spennatocvstitis,  112 
of  stricture  of  uretlira,  gonorrhceal,  176 
of  syphilis,  general,  488 

tertiary,  590 
of  syphilitic  infection,  488 
of  urethritis,  chronic,  77 
Pendulous  uretlira,  stricture  of,  201 
treatment  of,  202 


^^^^^^^^^^^^^^^^^      INDEX.                     ^^^^B                          ^ 

^^^^^^      Penis,  abiiomiulitit'?*  of,  264 

Peritmyrlua,  nlceiTni%*et  o7^^^                              ^^H 

^^^1              iiliM'es^  of,  ill  gonorrha^a,  40 

Pt»rioMtitiis  heretlitary  *<yphili»  nnd,  722                ^^M 

^^^B             altsi'nct'  of, 

Peritoneiiui  in  women,  gonorrhtun  of,  163           ^^M 

^^^^H            iiniputntiuii  oi\  280 

Peritonitis  gonorrhfhal^  in  male,  KU                     ^^H 

^^H 

eaui^.H  of,  181                                                  ^^H 

^^^H             aikiHtiitioTi  off  2<>3 

^yniptom^  of,  131                                         ^^M 

^^^^1            mnc^T 

treJitnient  of,  132                                            ^^H 

^^^1                mmTse  *jf,  276 

Peri- n ret h nil  al^neeAs  137                                        ^^M 

^^^H                 dkiKi:iONjM  *yf,  270 

PhngLik'iiic  ehsincroids  455                                    ^^H 

^^^H                etit)it)^y  of,  27o 

Ph.'irvnx,  piinmuita  tjf,  fi22                                       ^^M 

^^^H                extiqicuidn  of  ^'iinglia  in,  282 

inllamnmtion  of,   in   Becondai^  DyphUi^        ^^M 

^^^H                inxuirml  giinKlia  nnd,  275 

^H 

^^^^H                 ymiholo^y  of,  279 

BYphiiis  of,  622                                                    ^^M 

^^^^H                 prii^i^ndfjii^  uf,  279 

dh^imn  t>f,  (^23                                             ^^M 

^^^H                 symptoiitK        276 

fiVmptomH  of,  622                                              ^^H 

^^^B                 treatment  of,  2H0 

tertiary,  622                                                      ^H 

^^^H             curviiiiire  of,  2ti2 

Phtiinitils  iieijuircd,  231  ^^H 
idianertdilal,  44ri                                                     ^^H 

^^^B                 tri:'ntiiii-ju  of,  263 

^^^^H             ili> lor.it ion  of,  264 

treatment  of,  456                                              ^H 

^^^H                 trt'ntuKnt  of,  264 

bv  dor^il  inrision,  456                               ^^M 

^^^H             do  LI  hie, 

failni-eof,  456                                      ^H 

^^^H             dressings  far.  in  acute  grmori  luen,  '>9 

bv  Intend  inei^^ioti,  457                               ^^M 

^^^"^            dephttntiiij4i.s  at,  2*30 

eicBtrieial,  2;i2                                                    ^^M 

ireatmetn  of,  2V4) 

conKenit^il,  22'J                                                      ^^M 

extirpation  of,  281 

infants  229                                                 ^^H 

fnitture  of,  261 

^oniirrhu':il,  2rU  ^^M 
fntlariiniatory.  chronic^  232                                 ^^M 

pro^ottsisof,  262 

yeiilnHiii  *»f,  262 

intnipreputiul  (anions  tindf  233                           ^^H 

j^inifftx-ne  ut\  271 

obejsity  anil,  2i>3                                                   ^^M 

prnfi^Timif^  ot  275 

p>utitig  chin  and   231                                           ^^H 

t  rent  in  en  t  of,  275 

preputinl  intlnukniuiioti  and,  533                        ^^H 

hums  of,  207 

H^b««cirH,  author  8,  439                                          ^^H 

honiv  ^rf)wilis  of,  257 

s^hortneeB  of  fnenum  and.  2:^0                            ^^H 

prtlKolo|,'y  uf,  258 

of  preputial  oritice  and,  2^12                         ^^U 

trejttnjf'nt  of,  258 

treatment  of,  234                                                 ^H 

iiif[niti!t%  26-1 

Fblebitls  syphilitic,  657                                         ^^M 

mi  till  uf,  2tHJ 

Pil^ientary  HVpldlide,  5<»4                                     ^^^ 

nfpvi  t^f,  260 

diu^rno^iH  of,  565                                             ^^B 

oseiliaition  of,  263 

fonuji  of,  5<>4                                                   ^^M 

tn-ninient  of,  204 

treatment  <if,  5(15                                             ^^B 

ru*liijient;ir>\  2*>4 

Pleun-^y.  hvphili*<  and,  533                                      ^^B 

»rcoiiia  of/ 2^2 

Polyftniridar  irfnwrrli(en!  rbeiimntiam,  127           ^^M 

tretnuifiit  of,  282 

Pidyi!;tn^lionir  adenitis,  523                                     ^^B 

akin  of^  ilmnc  ixthlKof,  445 

polymorphism  in  hyphilim  Mecondnry,  537            ^^B 

gf>norrhu<{i  1    iriHainrnation   of    folUcltt 

Polyuria  ami  ijy|>i^rtrophy  of  pmstnte,  314          ^^M 

of,  135 

Preci icnoii?  ^u  t u ma  in ,  54  >  1                                        ^^B 

tumors  of,  er^^tile,  260 

dia|LrnoHij«  of,  hiVA                                              ^^H 

fatty.  261 

foruLH  of,  562                                                   ^^H 

sebiu-eoiis,  2\\ii 

jfenenilirA'd,  561                                               ^^H 

viirix  of,  260 

iixiilizetl,  5^i2                                                  ^^H 

Penoj^Tniid    an^le,  »tric?tiir^  ftt,  trenttneot 

neiirotie,  562                                                 ^^H 

ipf,  2Wi 

treatment  of,  54>3                                             ^^H 

urvtlinti-H,  ehnniii-,  Jit,87 

syphilidcH,  maliftnnntf  559                                  ^^H 

Peri t-a nil tis,  m  philitifv  02^) 

ftirniH  of,  559                                                ^H 

IVriihondHtU  jivpluliik-,  of  larynx,  624 

pni^moaiMof,  5G0                                           ^^B 

iVrinejil  s«?cnon,  216 

treatment  of,  560                                          ^^B 

without  a  ifuide,  trihson  on,  217 

tertiary  kv  phi  lis  5118                                           ^^B 

Peri  nephritic  jdisi't'H'-,  401 

Pre^nfiiK-y  utid  vcKetatlons  of  TiiWai  256            ^^B 

jivniptcuiiN  iif,  4 "2 

Prepuce,  ndheix*nt,  iind  priapism,  20H                    ^^B 

tn^ainient  of,  402 

foUiridar  ahiMX^sti  ol',  ^<Mii»rrhienl,  ]3t                 ^^B 

Feri nephritis  416 

^  n  i^fivne  of,  a  nd  hi  la  n  it  U,  24*i                           ^^B 

syMjpti»mi*  of,  417 

iimall,  and  phinio*«is  2^)0                                      ^^B 

treatment  *i(,  417 

Pivptitial  calculi,  2r»5                                             ^^B 

Perionychm,  diffuse,  579 

Irwilmenl  of,  265                                                      ^ 

non-iilrenitive,  570 

folHclcH,  ifonorrhiml  in/Inniuintian  nf,  13i                J 

syphilitie,  57i> 
fornif^  of,  570 

inftajiiinaiion  ami  phirnoRif^  2lKt                         ^^m 

uriHee,  nnuill,  and  )4iiinc«i!s  230                         ^^B 
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Priapism,  268 

adherent  prepuce  and,  268 
after  spinal  injury,  269 
alcoholic  excesses  and,  269 
(^ntharides  and,  269 
cerebral  di^^ease  and,  269 
etiology  of,  272 
gonorrlicea  and,  268 
leukiemia  and,  272 
prognoHis  of,  273 
retention  of  urine  and,  268 
sexual  excesBes  and,  269 
spinal  disease  and,  269 
stone  in  bladder  and,  268 
treatment  of,  273 
worms  in  rectum  and,  268 
Primary  syphilis,  522 
Proctitis,  syphilitic,  632 
Prognosis  of  abscess  of  prostate,  102 
of  balanitis,  247 
of  buboes,  450 
of  cancer  of  penis,  279 
of  chancroids,  450 
of  chronic   inflammation  of  verumonta- 

num,  290 
of  cystitis,  374 
of  dactylitis  syphilitica,  651 
of  ecthymaform  syphilide,  558 
of  epididymitis,  120 
of  epididymo-orchitis,  120 
of  fibroid  sclerosis  of  corpoi-a  cavemoea, 

268 
of  fracture  of  peni£^  262 
of  gangrene  of^  penis,  275 
of  gonorrhcea  ot  rectum,  96 
of  gonorrhoral  cardiac  affections,  183 

ophthalmia,  145 

rheumatism,  130 
of  gummata,  lute,  608 

of  muscles,  638 
of  hydnmephrosis,  420 
of  malignant  precocious  syphilides,  660 
of  onychia,  582 
of  paraphimosis,  239 
of  priapism,  273 
of  prostatitis,  chronic,  333 
of  pyonephrosis.  420 
of  rupia,  617 
of  seminal  vesiculitLs,  112 
of  spermatocystitis,  112 
of  syphilide,  bullous,  617 

serpiginous,  615 
of  syphilis,  468 

o/  liyer,  631 

of  nails,  582 
of  sj-philitic  alopecia,  577 

aphasia,  667 

hemiplegia,  664 

paraplegia,  667 

synovitis,  late,  647 
of  urethritis,  acute  posterior,  53 
of  variolaform  syphilide,  556 
of  vegetations,  2,'A 
Prostate,  al)scess  of,  course  of,  100 

prognosis  of,   102 

symptoms  of,  KM) 

treatment  of,  102 


Prostate,  affections  of,  288 
calculi  of,  326 
symptoms  of,  326 
treatment  of,  326 
concretions  of,  300 
congestion  of,  98 
chronic,  99 

treatment  of,  99 
subacute,  99 
symptoms  of,  98 
hsematuria  fi*om,  313 
hypertrophy  of,  307 
albuminuria  and,  314 
Alexander's  operation  for,  320 
anatomy  of,  308 
bar  at  neck  of  bladder  and,  308 
Bottini's  operation  for,  319 
catheter  fever  and,  314 
cathetei^life  and,  317 
catheters,  curved  olivary,  for,  323 

Mercier's,  for,  322 
changes  in  urine  and,  313 
degeneration  of  kidneys  and,  314 
diagnosis  of,  314 
diverticula  of  bladder  and,  311 
drainage  for,  suprapubic,  321 
examination  in,  instrumental,  315 

physical,  315 
forms  of,  308 
hsematuria  and,  313 
hemorrhoids  and,  314 
hernia  and,  314 
hypertrophy  of  muscles  of  bladder  and, 

311 
ligation  of  iliac  arteries  and,  321 
orchidectomy  for,  331 
pedunculated  tumors  and,  310 
polyuria  and,  314 
post-trigonal  pouch  and,  309 
pn)laj)se  of  ix?ctum  and,  314 
prostatectomy  for,  320 
prostatotomy  and,  318 

perineal,  and,  318 
residual  urine  and,  310 
retention  of  urine  and,  313,  322 

treatment  of,  322 
sacculi  of  bladder  and,  308 
so-called  third  lobe  and,  308 
symptoms  of,  31 1 
testicular  affections  and,  314 
trabeculation  of  bladder  and,  311 
treatment  of,  316 

operative,  318 

palliative,  316 
trigonum  and,  309 
tumors  at  vesical  neck  and,  310 
urinarj'  affections  and,  314 
vasectomy  and,  321 
vesical  bar  and,  308 

calculus  and,  313 
inflammation  of,  catarrhal,  292 

in  young  subjects,  208 
malignant  growths  of,  326 

symptoms  of,  327 

treatment  of,  327 
massage  of,  for  chronic  prostatitis,  304 
traumatism  of,  327 


^^^^^^  PrtisUite,  traumatism  of^  causes  of,  327 

Pvelonepbritii^,  tniu malic,  409                              ^^B 

^^^H                  treutnient  ol^  327 

'treatment  of,  415                                                 ^H 

^^^^ft              ltil>t'reuli»!4b^  of,  324 

lul)erLudoa^  409                                                  ^^B 

^^^H                  syniptoiiis  off  324 

Ireutfiieni  of,  415                                            ^^M 

^^^H                  Imumeiit  iif,  324 

Pyoneplin^K  418                                                 ^^H 

^^^^B              t unions  of,  libromYtiamtoUJS,  SOB 

dia^iOHi^s  of,  418                                                 ^^M 

^^H                 t^bimluLir^  308' 

prrtgnmU  of,  418                                                        ^^H 

^^^1         Prmtatectouiy,   Aiexunder's  operntion  for^ 

$y ni ptoiii^  of,  418                                                 ^^U 

^^H 

treat  men t  of,  4 1 0                                                 ^^U 

^^^H              for  hy[)«rlrop!iv  of  prustate*  320 

Pyuria  and  pyelitis  "113                                             ^^H 

^^^H              ijupm pubic,  3 2(1 

*[iyeionii|ibrilL<  and,  413                                       ^^M 

^^^^H          JhH>sLitie  urt'tiira,  inllamiimtion  of^  288 

'^^H 

^^^H          Prostatitis  and  arnvloiil  hmiies,  3(Kj 

n  A  YN  A  UPS  disease?,  ^vpUUiu  and,  659          ^M 
11     Eeml  tuk^rc'idrnU,  409                                   ^H 

^^^H              catarrhul,  in  older  subjec^t;^,  2% 

^^^^H                  ttei't'elion^  of,  294 

hyniptouks  of,  414                                       ^^H 

^^^H                  i^vii]pti>ruE^  of,  2% 

Beciiun,  ehanoroid  of,  44o                                       ^^M 

^^^^1              d]ronk\  2'^^ 

gonorrhoea  of,  95                                                   ^^H 

^^^H                 diufymoHi^  of,  3(^2 

dia^nosi!«  of,  IH)                                                   ^^H 

^^^H                 byaline  cviinderN  anfl,  300 

etiolof^y  of,  95                                                  ^^H 

^^^H                 iiiax^jze  af  iirosuite  and,  3u4 
^^^H                 progtutisis  ttf,  3(13 

prognosis  of,  96                                              ^^H 

treatment  of,  96                                                        ■ 

^^H                 treaitriiefil  of,  3oH 

prolapse  of,  hrpertropby  of  proatale  and,              1 
314                                                                 ^J 

^^^H                 uretbriti>  and,  7d 

^^H          Frodtalairhaefl,  3(»1 

stricture  of,  svphyitle,632                                  ^^H 

f^pbiiLH  of,  m                                    ^H 

^^^H              Bv rii  ptotiiij  of ,  30 1 

^^^H          Pruj«tat(>tomy  for  hTpertrophy  of  prostate, 

*  foriud  of,  <^»32                                                      ^H 

^^M 

worms  in,  and  priapb*m,  268                              ^^M 
BeHex  disturbancet*  in  seeondanr  STpbilis,              V 

^^^H              pe ri  n  ea  1,  f i ir  hvperlropti  r  of  p  rostzi  U*,  3 1 8 

^^^H              tji^tlind^  3U> 

631                                             'I 

^^^^B          Protai'^'*d  ill  uonorrbix'U,  72 

Retina,  pyphilL«i  of,  590                                                  1 

^^^H          P^nd»M'hanere  imlur^,  syphilid  ami,  517 

Rheumadsm,  acute  articular,  in  secondary               1 

^^^^H           pHeadi>^)t]CK!ocruf;,  23 

sypliili^)  53.%                                                    ^^m 
epididytiioorrbitis  from,  350                            ^^M 

^^^1           PuHtij  L.ir  sy}>bi  1  idc-*,  ^3 

^^^^1                  beifdttan%  71 U 

gonorrhfjenl,  124                                                  ^^M 

^^^H          Pyiimiia.  e]>ididyriio-orcbitia  &oiu,  350 

cause  of,  1 2o                                                   ^^M 

^^^^1               j^onorrbnF^i,  133 

complications  of^  128                                     ^^| 

^r                 Pyelitis,  ai;c43ndirig^  407 

mar^  of,  128                                                   ^^M 

^f                      calculoiLs,  4(JH 

diagno»i»uf,  129                                              ^^M 

patbol^^tfv  of,  410 

moncKirticulur,  127                                       ^^H 

deM<»endiTij;^,  4 OH 

onnet  of,  1 25                                                   ^^^H 

diu^onin  of,  414 

jxirtiH  in  vol  veil,  126                                         ^^H 

from  driiii^,  409 

polviirticulnr,  127                                             ^^H 

elindnHlive.  409 

prt»u:nttsis  of,  130                                             ^^H 

elioloi^  of,  407 

8ym  pi  o ni ^  of,  1 25                                             ^^U 

lf»morrfj-»'at,  408 

tmitnient  ot  130                                            ^^1 

h»ni!tttiria  In,  413 

hyphili^i  and,  470                                                   ^^H 

infec'ticuLs,  40S 

>H-cond»ry,  527                                                 ^^M 

litluemic,  4(W 

Hheuniiitoid  ]mm  in  ^condary  syyihilis,  532       ^^M 

micro-or^inisfiiM  of,  411 

Robiiison  on  ?%biifie  of  nreti'Ds  3l'*o                        ^^| 
Boseolous  ^y  |i b  i  1  Ide,  be retlitiiry ,  709                    ^^H 

patbolojfv  of,  410 

tmumaiRs  40t» 

Rudimentary  (xmiik,  264                                      ^^M 

iremTnetii  of,  414 

dia;fnn!^i^  of,  617                                                   ^^H 

inbtTcidons  413 

Pyelonephritis  a>*eending,  407 

prognof^ui  of,  617                                                   ^^H 

calctdoufs  408 

treatment  of,  617                                                 ^H 

ptilbology  of,  410 

Hupml  fivpbilide,  615                                              ^^H 

descendinji^^  408 

Ritpturvof  bladiler,  393                                        ^H 

diiijBrnosis  of,  414 

^H 

etiology  of,  407                                                : 

CJALIVATION  in  treatment  of  svpluiis,         ^^ 
0    695                                                                      1 

gonorrbcjtiil,  408 

Litmatum  in,  413 

Snrcomu  of  kiilnoy.  422                                        ^^J 

infectious,  40,s 

cy?itjc,  and  hydnH*ele,  334                                 ^^M 

lUbBPinic,  408 

of  ItSitiH,  «^^>7                                                                 ^^H 

lnic^>-or^lni!»ms  of,  411 

treatment  of,  359                                        ^^M 

pyuria  and,  413 

of  peniis  282                                                      ^^^^ 

suppiimiive,  413 

treaiiuent  of,  W2                                         ^^H 

■ymptotiii*  of,  413 

q!  Ustik,  359                                                       ^H 

^^^^^^J 
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Sarcoma  of  testits  treatment  of,  1^59 
Scarlet  fever,  enididymoortrhitis  from,  349 
Schiitz's  meth(Ki  of  st^iining  gonococcus,  21 
Sclera,  syphilis  of,  58(5 
treatment  of,  ')8() 
Sclerosis,  tibi-oid,  of  corpora  cavernosa,  266 
of  tongue,  syphilitic,  618 
{Kirenchymatous,  619 
superficial,  618 
Scrotum,  ablation  of,  for  varicocele,  367 
aflections  of,  284 
'■^  chancre  of,  510 

elephantiasis  of,  259 
treatment  of,  259 
emphysema  of,  284 
tiWtment  of,  284 
gangrene  of,  285 

epididymitis  and,  119 
treatment  of,  285 
cedema  of,  284 

treatment  of,  284 
tumors  of,  285 
benign,  285 

treatment  of,  285 
malignant,  285 

treatment  of,  285 
treatment  of,  285 
Sebaceous  tumors  of  penis,  260 
Seborrhcea  and  erythematous  syphilide,  543 
Secondary  syphilis,  527 
^^  Seminal  vesicles,  afTections  of,  368 
hsematuria  from,  368 
inflammation  of,  acute,  108 

chronic,  110 
tuberculosis  of,  368 
treatment  of,  369 
vesiculitis,  acute,  108 
chronic,  110 
diagnosis  of.  111 
patholofjy  of,  112 
prognosis  of,  112 
treatment  of,  113 
Serovascular  conjunctivitis,  gonorrhoeal,  148 

treatment  of,  149 
Serpiginous  chancroids,  445 
syphilide,  612 
course  of,  615 
deep,  614 
diagnosis  of,  615 
prognosis  of,  615 
superficial,  613 
-^     treatment  of,  615 
^Bexut\\  excesses  and  priapism,  269 
Skene's  glands,  inflammation  of,  159 
Skin  grafting  and  syphilis,  497 
syphilitic  gangrene  of,  659 
toxic  efl'ecta  of  iodides  on,  697 
8niall-pox,  epididymo-orchitis  from,  349 
Smokers'  patches,  507 
Soft  chancre,  4:5") 
Sound,  tunnelled,  100 

intnKhiction  of,  190 
Sounds,  IWneciue's,  187 
conical  steel.  180 
St  might  steel,  187 
SpasnifHlio  stricture,  185 
Spermat#cele,  338 


Spemiatocystitis,  acute.  108 
chronic,  110 
diagnosis  of.  111 
patnoh)>ry  of,  112 
prognosis  of,  112 
treatment  of,  113 
Spinal  cord,  gonorrhoea  of,  133 

lesions  of  tertiary  syphilis  in,  GOO 
disease  and  pnapi^n,  2()9 
Spleen,  enlargement  of,  in  secondary  syph- 
ilis, 534 
fummata  of,  631 
yperplasia  of,  syphilis  and,  534 
syphilis  of,  631 
hereditary,  717 
symptoms  of,  632 
syphilitic  inflanmiation  of,  631 
Stomach,  syphilis  of,  632 
Stomatitis  m  treatment  of  syphilis,  695 
Stone  in  kidney,  420 
Streptobacillus  of  Ducrey,  437 
Stricture  of  large  calibre,  202 
nature  of,  203 
treatment  of,  205 
of  meatus,  causes  of,  199 
symptoms  of,  200 
treatment  of,  200 
of  pendulous  urethra,  201 

treatment  of,  201 
syphilitic,  of  rectum,  633 
of  ureters,  398 
of  urethra,  172 
anterior,  treatment  of,  205 
causes  of,  174 
complications  of,  182 
congenital,  174 
causes  of,  174 
divulsion  in,  217 
electrolysis  in,  217 
treatment  of,  175 
course  of,  179 
development  of,  179 
examination  of,  191 
instrumental,  193 
in  female,  2*28 

diagnosis  of,  228 
.    treatment  of,  228 
gonorrhceal,  pathology  of,  176 
inflammatory,  184 
rapid  dilatation  for,  209 
retention  of  urine  fix)m,  219 

aspiration  in,  220 
rupture  of,  by  oj^eration,  207 
spasmodic,  185 
symptoms  of,  179 
traumatic,  175 

treatment  of,  175 
treatment  of,  175 
varieties  of,  184 
Subprepntial  chancroids,  446 
Suppurative  nepliritis,  415 
natuix'  of,  415 
symptoms  of,  415 
treatment  of,  415 
Suprarenal  eajjsules,  hereditarv  svphilis  of, 

083 
Swelled  testicle,  114 


^^^^^^^^^^^^^^^^^^               ^^^^^v 
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^^^^^      Swelleil  testicle,  ^*mplonjs  of,  I  IT) 

l^y pb i  1  id L's,  ee  ( 1  ly  n  ui  fo rm^npeftcia  I, 

550            ^J 

^B                   tSyiiiL'^s  o]>er:ili<)n,  L'l'i 

erj^tlienjatou"',  '»3*J 

^^1 

^m                  8ynn>tniiis  *if  iitisct'Sfci  nf  j»rt>st;rk',  lOO 

rireinHte,  541 

^^H 

^^                      *  1 » f  <  n k' II 1  i  i>f  ]  •  If  i^tu le,  J 1 7 Li 

course  of,  543 

^^U 

^^^^H              of  earner  uf  |H'ni.-j  27(> 

diftguu?fi«*  of,  543 

^^M 

^^^H            i»f  e^ilurrhal  pnisliUilis  2U't 

dunihun  (A\  543 

^^1 

^^^H                    in  oliKr  .siilijtvt^ 

fonoi*  of,  540 

^^1 

^^^^B             of  rliroiiii'    indiimoinLioii    of  verumoutxi- 

hert'ilitary,  709 

^^1 

^^^1 

of  pulms,  541 

^^1 

^^^^B             of  congi^tion  of  pn»stute,  ^^8 

pei'ulinrilie*!  of,  539 

^^1 

^^^H             of  cn[itu><ion  of  kidney^  424 

selH»rrhtea  and,  543 

^^1 

^^^H            of  cy?«uti!i, 

Irtmlment  u\\  M4 

^^H 

^^^^1             of  e[>)<)ii1yiiiiiLs  11'^ 

^nmuitons,  lute,  604 

^^1 

^^^^H             of  cpitIidyriiiM>rchitiSf  115 

coarse  of,  603 

^^H 

^^^H            of  (.'Xtniva^itiuu  or  urine,  222 

diagnosis  of,  608 

^^H 

^^^B             of  Hruilinff  kKlney,  42:^ 

precocious.  5t>l 

^^H 

^^^^H             of  fortfi^n  lj<Klies  in  hladdeFi  395 

]ir«>^n(«*ii*  of,  V*(iS 

^^U 

^^^H            of  ^i>nurrlii<i,  tu-utt%  40 

impel i^rnfomi,  555 

^^H 

^^^^H                      [Kj^t^rinr,  48 

leurieuliir,  546 

^^H 

^^^^B                      hovH,  54 

inai"ular»  53V» 

^^H 

^^^^B             of  t;(inorrlKe;i1  ^anliuc  ntleetioiiSt  133 

malignant  preemnous,  559 
10  mis  of,  559 

^^M 

^^^^B                  jieritMnitLH  in  itmle,  131 

^^H 

^^^^B                rheiinuiti^Tu,  12^) 

pnigno^i^  of,  560 

^^H 

^^^H            of  1mlronepfin>si'<,  419 

tri'[itment  of,  660 

^^1 

^^^^B             of  hTf>ertri>i>liy  lif  |it-t)<»tule,  311 
^^^H            of  iutkiiiiniiui >n  of  l^sirihollii's  n^lunda^  161 

miliary,  544 

^^H 

diagnr*isof,  646 

^^M 

^^^H                  of  mnlphiLM^^l  tentK  117 

parmhir,  544 
Lerediutrv,  709 

^^H 

^^^^B                 tA  seminal  vt^ii'lrH,  acute,  10^ 

^^H 

^^^H             of  rii»  [Ionian t  irrowths  of  proBtate,  326 

large  flat*,  541» 

^^1 

^^^H             of  movable  kidney,  423 

diajfoosii*  of,  550 

^^H 

^^^^B             of  perineptiritle  alisi-es^,  416 

ficaling  of  palnis,  550 

^^M 

^^^H             of  peri  nephritis  416 

of  e<jle,  550 

^^1 

^^^H             of  pn^staiorrhosi,  301 

treatment  of,  552 

^^H 

^^^Hr             of  pyelonephrkus  41 1 

lenticular,  546 

^^1 

^F                     of  pyonenhrowis,  418 

1            tnodcd  of  dii^tributioii,  546 

^^1 

^f                     of  Hi  one  m  kidney^  420 

siTjrtll,  biij 

^^H 

of  stricture  of  meatus,  199 

pigmeutnry ,  5<i3 

^^B 

of  MU]jpunitive  iK-plinliis  415 

dm^noAiH  of,  565 

^^H 

of  svphiiLH  of  heart,  62V^ 
ot  liver,  630 

forms  of,  563 

^^H 

treatment  *»f,  565 

^^H 

of  pharynx,  622 

pu*itiilar,  563 

^^1 

of  spleen,  631 

bcreditury.  710 

^^1 

of  tnichea»  626 

rosc'olous,  henxlitiiry,  709 

^^H 

of  tuJiereuloHW  of  bladder,  389 

nipial,  615 

^^1 

of  prortiJite,  325                                           i 

Berpiginous  613 

^^H 

rt'inil,  WJ 

course  of,  613 

^^H 

of  luniore  of  bhidder,  3K6 

deep,  614 

^^H 

of  kidneys,  422 

dia|Bmo»b4  of,  61 5 

^^M 

of  urethral  !4trieture,  179 

progntwis  of.  615 

^^H 

of  iirelhritiswitarrbal,  in  Kiys,  53 

supeHicial,  613 

^^H 

chnmin,  76 

treatment  of,  615 

^^H 

of  iirinar}*  fever^  225 

tertiury,  604 

^^H 

of  Tarieooele,  363 

tubercular,  609 

^^H 

of  vesical  calculi,  37S 

annular,  610 

^^H 

tumors,  3><7 

conrw  of,  610 

^^H 

Rrnovittl  sheathe,  hereditjiry  nyphilin  of,  721 

dia^<«ii)  of,  611 

^^H 

Synovitis  in  5«econdary  t^yphilis,  531 

papillnmutou^,  610 

^^M 

Syjihilides,  iicnefonn,*  553 

treatment  of,  612 

^^H 

diafnH)«iii«  of,  55.3 

vrr   ■    ■  r:     +^]0 

^^H 

proffnosii!*  of,  553 
bullous,  617 

Tari"                 "'«i 

^^H 

j.  ^..     ..  uf,  556 

^^1 

prognocfb  of,  617 

SypbiUs  4tKi 

'^^H 

treatment  of,  617 

ac^iuireil,  464 

^^H 

^jcthymaforni,  556 

acute  infection.*  and,  463 

^^H 

deep,  556 

albuminuriu  and,  476 

^^H 

diacTKisis  of,  558 

in  ilk  oho  lies,  475 

^^H 

pro>fnoi?is  of^  558 

ulcoholiam  and,  476 

1 
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Syphilbs  analgesia  in,  521 
angina  pectoris  and,  534 
aneur^'sni  ami,  057 
of  aponeuroftjes,  038 
of  arachnoid,  tiOl 
of  arteries,  cerehnil,  662 
from  auto-infection,  498 
bacillus  of,  482 
balanitis  and,  245 
blcKxl  changes  in,  481 
of  bones,  641 

fragility  of,  646 
of  brain,  662 
of  bronchi,  627 
of  buraop,  637 
cancer  and,  478 
of  cerebrospinal  nerves,  662 
of  choroid,  590 

treatment  of,  591 
chronology  of,  466 
of  ciliary  body,  588 
ColW  law  and,  459 
in  communion  cups,  498 
complications  of,  474 
congenital,  700 
of  conjunctiva,  584 
constitutional,  468 
of  cord,  662 
of  cornea,  586 

treatment  of,  587 
of  corpora  cavernosa,  652 
course  of,  463 
of  cranial  bones,  661 
curability  of,  471 
in  dentistry,  497 
development  of,  466 
dial>etes  and,  476 

insipidus  and,  634 
diphtheria,  ix»semblance  to,  483 
direct  infection  in,  494 
of  dura  mater,  661 
of  ear,  595 

external,  595 
treatment  of,  596 

internal,  596 
treatment  of,  597 

middle,  595 

treatment  of,  596 
early,  vessel  changes  in,  496 
ephemeral  nephritis  and,  535 
of  epididymis,  late,  653 

diagnosis  of,  653 
exanthemata,  resemblance  to,  463 
of  eve,  584 

of  I^alloi)ian  tubes,  653 
forms  of,  mild,  469 

severe,  460 
of  ganglia,  deep,  525 

lymphatic,  5z5 

sniHirficial,  525 
and  gangrenous  ulcers,  659 
gout  and,  476 
of  hair,  578 

forms  of,  578 
of  heart,  626 

symptoms  of,  629 

treatment  of,  829 


Syphilis,  hereditary,  464 
alopecia  and,  722 
of  bones,  723 
Colles'  law  and,  707 

von  During  on,  707 
course  of,  702 

deformities  of  teeth  in,  726 
deveh>pment  of,  7u8 
eruptions  of,  708 
furuncular,  711 
gummata  of  mouth  in,  714 
of  hair,  722 
hemorrhage  and,  722 
of  kidney,  715 
of  larynx,  715 
of  liver,  716 
of  lungs,  715 
of  lymphatic  ganglia,  723 
of  mucous  membranes,  712 

patches,  buccal,  in,  713 
of  nervous  system,  727 
of  onychia,  /?! 
osteochondritis  and,  723 
of  pancreas,  717 
penostitis  and,  725 
severity  of,  700 
source  of  infection  in,  704 
by  father,  704 
by  mother,  705 
of  spleen,  717 
of  suprarenal  capsules,  718 
symptoms  of,  700 
of  synovial  fdieaths,  721 
of  testis,  719 
diagnosis  of,  719 
treatment  of,  721 
through  uteixvplacental  circulation,  706 
of  thymus  gland,  722 
treatment  of,  727 
with   baths  of   corrosive  sublimate^ 

730 
with  calomel,  728 
general,  727 
with  gray  powder,  300 
with   hypodemiic  injections  of  cor- 
rosive sublimate,  7l?0 
with  iodide  of  rolasyium,  729 
with  local  applications,  780 
with  mercurial  inunctions,  731 
mixed,  729 
preventive,  bv  medication  of  father, 

731 
with  proto-iodide  of  mercury,  729 
with  Van  Swieten's  liquid,  729 
of  umbilical  vein,  710 
histology  of,  4<.'l 
hyperplasia  of  spleen  and,  534 
hysteria  in,  530 
ignored,  480 

in  ill-nourishc<l  subjects,  472 
immunity  to,  47S 

of  animals  to,  484 
incubation  of,  fii-st  perio<l,  466 
length  of  time  of,  467 
second  period,  467 
in  indigent  subjects,  472 
infantile,  709 
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Syphilis,  infections  in,  blood,  494 
median,  497 
by  primary  lesion,  494 
by  secondary  lesion,  494 
vehicles  of,  494 
initial  lesion  of,  499 
appearance  of,  500 
condition  of  density  of,  499 
multiple,  500 
solitary,  499 
of  innocents,  499 
insontium,  4G5 
of  intestines,  632 
of  iris,  588 
jaundice  and,  534 
Justus'  lest  in,  481 
of  kidney,  Beer  on,  634 

Wagner  on,  OIM 
of  iachryniai  apparatus,  581 
of  larynx,  624 
late,  o'f  kidnev,  634 
of  lids,  630 
of  liver,  630 
date  of  onsets  630 
diagnosis  of,  630 
forms  of,  630 
prognosis  of,  631 
symptoms  of,  629 
of  lungs,  621 
malaria  and,  476 
malignant,  474 
micro-organism  of,  482 
modes  of  infection  of,  496 
bites,  496 
chancre  of  anus,  496 

of  nipples,  496 
circumcision,  ritual,  497 
coital  ah  ore,  497 
communion  cup,  498 
contact,  dii-ect,  496 
finger  chancre,  497 
kissing,  496 
mediate,  497 
mouth  lesions,  468 
sexual  act,  496 
skin-grafting,  497 
tattooing,  497 
unnatural  habits,  496 
vaccination,  497 
vaginal  examination,  495 
morphology  of,  488 
of  motor  nerves  of  eye,  593 

treatment  of,  594 
of  nmscles,  637 
of  nails,  578 
diagnosis  of,  582 
prognosis  of,  582 
treatment  of,  583 
of  nervous  system,  660 

predisposing  causes,  660 
neuroglia  in,  493 
of  nose,  5*59 

treatment  of,  509 
of  cpsophagns,  625 
in  old  age,  476 
of  optic  nerve,  592 
tresitment  of,  593 


Syphilis  of  orbit,  584 
t>f  ovaries,  653 
pathologv  of,  general,  488 
pharynx,' 622 

diagnosis  of,  623 

symptoms  of,  622 
of  placenta,  708 
pleurisy  and,  533 

pi-ecocious  osseous  affections  and,  532 
primary,  522 
prognosis  of,  468 
pseudo-chancre  indur^  and,  517 
Raynaud's  disease  and,  659 
of  rectum,  632 

foiTus  of,  633 
in  reddish  hair  subjects,  472 
reflex  disturbance  in,  531 
re-infection  with,  485 
of  retina,  51H) 
rheumatism  and,  476 
rheumatoid  {min  and,  533 
of  sclera,  586 

treatment  of,  586 
second  attack  of,  485 
secondarv,  527 

albuminuria  in,  535 

analgesia  in,  531 

angina  pectoris  in,  534 

cachexia,  528 

cicatrices  in,  peculiarities  of,  539 

color  of  skin,  537 

enlargement  of  spleen  in,  534 

ephemeral  nephntis  in,  535 

eruptions  of,  localization  of,  538 

erysipelas  in,  538 

evolution  of,  unusual,  538 

fever  in,  536 

hemorrhage  in,  535 

herpes  zoster  in,  539 

hysteria  in,  530 

inflammation  of  pharynx  in,  533 
of  tonsils  in,  5Ii3 

insomnia  in,  528 

intercurrent  diseases  in,  505 

itching,  aljsence  of,  537 

jjiundice  in,  5^34 

neuralgia  in,  528 

{Klin,  abs*»nce  of,  532 

pigmentation  in,  5.37 

polymori)hism  in,  537 

precrK'ious  o>«eous  afTei'tions  in,  532 

reflex  disturbances  in,  531 

rheuniatism  in,  532 
acute  articular,  5.*^ 

rheumatoid  {Kiins  in,  532 

symptoms  of,  '>27 

synovitis  in,  o-'H 

typhoidal  ccmdition  of,  529 

ulcers  in,  [)eculiarities  of,  539 
secretions  of,  infectioiLs,  494 

non-infectious,  495 
of  spleen,  (k^I 

symptoms  of,  631 
stages  of,  465 
of  stomach,  631 
suicide  and,  479 
in  surgeons,  495 
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Syphilis,  sjTiovitk  and,  531 
of  tendinous  sheuths,  638 
of  tendons,  0138 
tertian-,  475,  5i»8 
of  bruin,  (500 

lesions  of,  590 
curability  of,  ()l)2 
development  of,  51)8 
diagnosis  of,  errors  in,  GOO 
etiology  of,  G03 
forms  of,  599 
infectiousnt^ss  of,  494,  G03 
of  larynx,  623 
nature  of,  599 
nerve-lesions  of,  600 
of  nerves,  600 
onset  of,  599 
pathology  of,  602 
of  pharj'nx,  622 
precocious,  599 
of  spinal  conl,  fiOO 
lesions  of,  600 
type,  form  of,  599 
of  testis,  656 
diagnosis  of,  655 
treatment  of,  657 
of  tongue,  618 
of  trachea,  626 

symptoms  of,  626 
transmission  of,  to  second  generation,  700 

to  third  generation,  700 
treatment  of,  670 
with  blue  pill,  674 
with  calomel,  674 
drawbacks  in,  693 
enteritis  in,  695 
general,  677 

considerations  of,  670 
gingivitis  in,  695 
hypodermic  injections  in,  689 

of  bichloride  of  mercurv,  690 
of  calomel,  693 

of  insoluble  mercurial  salts,  693 
local  effects  of,  693 
methods  usetl  in,  682 
technic  of,  690 
into  veins,  693 
inflammatitm  of  mouth  in,  693 

of  nasopharynx  in,  693 
initial  course,  675 
inunction,  683 
with  icxlide  of  potassium,  676 

of  rubidium,  699 
with  iron  and  quinine,  676 
mercurial  cachexia  in,  696 
fumigiUions  in,  687 
direction  for,  687 
methods  employed,  688 
methodical,  670 
mixe<l,  679 

with  proto-iodide  of  mercury,  675 
salivation  in,  694 
with  siponaria,  681 
with  susjiparilla,  681 
stomatitis  in,  694 
witli  tannate  of  mercury,  676 
thermal  baths  in,  693 


Syphilis,  treatment  of,  thermal  springs  in, 
693 

with  thymo-acetate  of  mercury,  676 

toxic  effects  of  iodides  in,  697' 

with  Zittnuuvs  decoction,  681 
tuben'ulosis  and,  475 
typhoid  conditions  and,  529 
unmerited,  465 
of  uterus,  652 
of  vagina,  653 
in  women,  472 
Syphilitic  adenitis,  523 

diagnosis  of,  524 

treatment  of,  524 
alopecia,  573 

diagnosis  of,  577 

prognosis  of,  577 

treatment  of,  577 
aneurvsm,  658 
aphasia,  667 

prognosis  of,  667 
atrophy  of  tongue,  620 
balanitis,  infecting,  504 
cachexia.  528 
caries  of  hirynx,  625 
chorea,  668 
dactylitis,  647 

diagnosis  of,  650 

hereditary,  725 
treatment  of,  725 

prognosis  of,  651 

treatment  of,  651 
degeneration  of  vessels,  658 

gangrene  from,  659 
dementia^  668 
endocarditis,  628 
epilepsy,  665 

course  of,  665 

diagnosis  of,  666 

grand  mal,  665 

petit  mal,  665 
erythema  of  larynx,  569 

of  mouth,  566 

of  tongue,  643 
exostoses,  507 
gangrene  of  skin,  659 
glycosuria,  late,  634 
gimmiata  of  laiynx,  624 
headaches,  treatment  of,  669 
hemiplegia,  663 

prt)gno8is  of,  664 
he[)atitis,  difl'use,  628 

gummatous,  629 
induration  of  lymphatics,  525 
infants,  infection  fn)m,  496 
infection  by  blood,  494 

by  hard  chancre,  494 

by  mucous  patches,  494 

pithology  of,  488 

by  tissue-elements  of  syphilis,  494 
inflammation,  interstitial,  of  spleen,  631 

of  larynx,  623 
leonliasis,  548 
lesions  of  kidney,  634 
locomotor  ataxia,  668 
lymphangitis,  522 

treatment  of,  522 
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Traumatic  stricture  of  urethra,  175 

treatment  of,  17.> 
Traumatisms  of  hljuUler,  31>3 
enlargement  of  jK.*nLs  ami,  265 
ho^maturia  and,  A'lS) 
f}f  kidney,  425 
of  prostate,  327 

causes  of,  327 

treatment  of,  327 
of  ureters,  398 
Treatment,  abortive,  of  acute  gonorrhoea,  56 
of  aliscess  of  Hiirtholin's  glands,  70 

of  Cowper^K  glands,  144 

of  prostate,  102 
of  bacteriuria,  430 
of  Imlanitis,  247 
of  buboes,  459 

abortive,  460 
of  calculi  of  prostate,  326 
of  cancer  of  penis,  280 
of  caivinoma  of  testis,  359 
of  condylomata  lata  of  anus,  572 
of  chancre,  518 
of  chancroidal  buboes,  462 

lymphangitis,  522 

paraphimosis,  459 

phimosis,  456 

by  dorsal  incision,  456 

failure  of,  457 
by  lateral  incision,  458 
of  chancroids,  451 
of  condylomata  lata  of  vulva,  572 
of  congestion  of  prastate,  100 
of  contusion  of  kidney,  424 
of  curvature  of  }>enis,  263 
of  cystitis,  374 
of  cysts  of  kidney,  423 

hydatid,  423 
of  dactylitis  syphilitica,  651 
of  dermoid  cysts  of  testis,  360 
of  dislocation  of  penis,  264 
of  elephantiasis  of  penis,  259 

of  scrotum,  259 
of  emphysema  of  scrotum,  284 
of  enuresis,  431 
of  epididymitis,  121 

chronic,  352 
of  epididymo-orchitis,  121 

from  muscular  contraction,  349 

from  urethral  ojK'Ritions,  348 
of  epispadias,  283 
of  erytnematous  syphilide,  644 
of  exstrophy  of  bladder,  393 
of  extravasation  of  urine,  224 
of  fibroid  sclerosis  of  corpora  cavernosa, 

268 
of  fibroma  of  testis,  360 
of  floating  kidney,  423 
of  folliculitis,  in  lemnle,  170 
of  foreijxn  bodies  in  bladder,  395 
of  iVaetiire  of  penis,  2«i2 
of  ^an^rene  of  j)enis,  275 

of  serotum,  285 
of  gonorihcpa,  aeute,  57 
posterior,  4S 

in  l)<)ys,  54 

clironic  anterior,  83 


Ti"eatment  of  gonorrhoea,  chnmic  posterior, 
84 

in  female,  1()6 
urethra,  167 

of  rectum,  96 

of  uterine  cavity,  169 

of  vagina,  168 

of  vulva,  167 
of  gononlnval  caixiiae  affections,  133 

cystitis,  107 

folliculitis  in  women,  170 

neuralgia  of  testis,  124 

ophthalmia,  14() 

l)eritonitis  in  male,  132 

rheumatism,  130 

sen>vas<.nilar  conjunctivitis,  148 

vaginalitis,  122 
of  gunmiata,  late,  609 
of  hu'mat(XH.'le  of  epididymis,  344 

of  speiTuatie  com,  diffuse,  345 
encysttnl,  345 

of  iest'in',  344 

of  tunica  vaginalis  testis,  343 
of  ha»maturia,  429 
of  her|H^s  progenitalis,  252 
of  homy  gmwths  of  penis,  259 
of  hydrocele,  3:^") 

encyst e<l,  341 

of  hernial  sac,  343 

by  injections,  336 

of  siK-rmatic  eoixl,  342 
diffuse,  339 
encvsted,  339 

by  tapi>ing,  335 
of  hydronephrosis,  r>20 
of  hypei-ti-ophy  of  prostate,  316 
of  hypospadias,  2s2 
of  incontinence  of  urine,  431 

in  children,  431 
of  juxta-uretliral  sinuses,  136 
of  malignant  growths  of  pnistate,  326 

precocioiLs  syphilides,  5«'>() 
of  movable  kidney,  423 
of  nephritis,  suppurative,  415 
of  OKiema  of  scrotum,  2S4 
of  onychia,  583 

operative,  of  liypertropliy  of  pr<>state,  318 
of  orchitis,  chronic,  3-")2 
of  ossification  of  penis,  264 
palliative,  of    hv|)crtroj)liv    of    prostate, 

316 
of  paraphimosis,  240 

cnronie,  240 
of  perinej)hriti('  a))K't"ss,  417 
of  perinephritis,  417 
of  phimosis,  234 
of  {)igmentary  sy|)luli(U'.  5(;5 
of  precocious  gunnnata,  •')()3 
of  j)reputial  calculi,  iMi.") 
of  priapism,  273 
of  prostatitis,  <'liroui«',  '^03 
of  I >y clitic  414 
of  pyelonei»liriti>.  415 

tul)ereulous.  415 
of  j)vonei»hr<»si'^,  41'.> 
of  retention  of  urine  in   livjx'rtrophy  of 

prostate,  .')22 
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Treatment  of  ruuia,  61 7 
of  rupture  of  oladder,  393 
of  sarcoma  of  penis,  *282 

of  testis,  359 
cystic,  359 
of  seminal  vesiculitis,  113 
of  apermatocvstitis,  113 
of  vStone  in  kidney,  421 
of  stricture  of  large  calibre,  203 

of  meatus,  199 

of  ix^nduloas  urethra,  201 

at  penoscrotal  an^le,  200 

of  urethra,  anterior,  202 
congenital,  175 
in  female,  228 
traumatic,  175 
of  suppurative  nephritis,  415 
of  syphilide,  bullous,  617 

impel igoform,  555 

papular,  large  flat,  549 

flerpiginous,  615 

tubercular,  612 
of  sv  phi  lis,  670 

of  cornea,  587 

of  ear,  external,  598 
internal,  597 
middle,  596 

of  heart,  (•>29 

hereditary,  700 

of  motor  nerves  of  eye,  594 

of  nails,  683 

of  nervoiw  system,  669 

of  nose,  569 

of  oi)tic  nerve,  593 

of  sclera,  586 

of  testis,  657 
of   syphilitic    affections,   superficial,  of 
tongue,  568 

adenitis,  524 

alopecia,  577 

choroiditis,  591 

dactvlitis,  hereditary,  725 

headaches,  6()9 

lymphangitis,  521 

orchitis,  t)57 

superlicial  ulceration  of  larynx,  570 

synovitis,  late,  t»47 
of  torsion  of  cord  and  strangulation   of 

testis,  o45 
of  tniumatisin  of  j)rt>statc,  327 
of  tuhenMilosis  of  bladder,  389 

of  prostate,  325 

of  seminal  vehicles,  369 

of  testis,  357 
of  tumors  of  bladder,  388 

bv  suprapubic  cvstotomv,  387 

of  ki.lncy,  422 

of  s<»rotum,  285 
bcMiitrn,  285 
malij^nant,  285 
of  urethral  calculi,  286 

fever,  227 
of  uivthritis,  catarrhal,  in  boys,  54 

membranous,  55 

{>osterior,  acute.  <»8 
of  urethnH'ystitis,*104 
of  urinarj'  infection,  227 


Treatment  of  varicocele,  364 
of  vegetations,  256 
of  vesical  oilculi,  380 
by  litholapaxy,  381 
by  lithotomy,*  lateral,  384 
median,  385 
perineal,  384 
suprapubic,  385 
by  lithotrity,  380 
tumors,  388   ' 
of  vulvovaginitis  in  young  girls,  170 
of  wounds  of  kidney,  425 
Tripper  fiwlen,  33 
Tumors  of  bladder,  386 
cystoscopy  in,  391 
mixed,  386 
treatment  of,  389 
bv  siipi-a pubic  cystotomy,  389 
erectile,  of  jwnis,  256 
fatty,  of  penis,  2r»l 
gunmiatous,  of  muscles,  638 
of  kidney,  422 
symptoms  of,  422 
treatment  of,  422 
varieties  of,  422 
pedunculated,  and  hvjxjrtrophy  of  pros- 
tate, 308 
of  prostate,  fibromyomatous,  308 

glandular,  308 
of  scrotum,  benign,  285 
treatment  of,  285 
malignant,  285 
ti-eatment  of,  285 
sebaceous,  of  penis,  260 
sessile,  hyi>ertrophy  of  prostate  and,  308 
syphilitic,  of  nervous  system,  663 
vesical,  386 
adenoma,  386 
benign,  386 
carcinoma,  386 
cystic,  386 
diagnosis  of,  ;>58 
fibroma,  38(5 
malignant,  386 
mixetl,  386 
myxoma,  38(5 
papillomatous,  386 
symptoms  of,  387 
treatment  of,  388 
villous,  386 
TubercMdar  cystitis,  371-390 
syphilide,  612 
annular.  ()12 
coursi'  of,  (ill 
dia^iosi>  of,  61 1 
hereditary'.  712 
iwpillomatous,  611 
treatment  of.  612 
vegetating,  (il  1 
Tubenuhwis  of  bladder,  389 
diagnosis  of,  390 
symptoms  of,  389 
treatment  of,  391 
cyst<»s<f>py  in,  391 
of  prostate,  324 
symptoms  of,  325 
treatment  of,  326 


756 


INDEX. 


Tubeniiilosis,  renal,  409 
Hyinptoms  of^  409 
of  Keiiiinal  vej*nles,  368 

treatment  of,  309 
syphilis  and,  475 
of  testiisSoS 

treatment  of,  357 
Tuberculous  pyelitl**,  409 
pyelonephritis,  409 
treatment  of,  415 
Tunica  va^nalis,  gonorrhoeal  inflammation 
of.  114 
testis,  ha^matooele  of,  acute,  343 
diagnosis  of,  343 
treatment  of,  344 
chronic,  343 
hydrocele  of,  328 
acquired,  329 
congenital,  328 
diagnosis  of,  328 
inversion  of,  for  hydrocele,  338 
Two-glass  test  in  gonorrhoea,  43 
Typhoid  fever,  epididymo-orchitis  from,  350 
syphilis  and,  529 

DLCER,  gangrenous,  syphilis  and,  659 
gummatous,  606 
hereditary,  712 
Ulcerations,  superficial,  of  larynx,  570 
treatment  of,  570 
syphilitic,  of  larynx,  623 

of  uterus,  hypertrophy  of,  652 
Ulcerative  perionychia,  579 
Ulcus  elevatum  in  women,  515 
Umbilicated  chancre,  503 
Ureteritis,  398 
Ureters,  affections  of,  396 
calculi  in,  396 
catheterization  of,  400 
examination  of,  by  cystoscope,  400 
ha'maturia,  427 
inflnnniiution  of,  398 
8ha{)e  of,  395 
stone  in,  398 

kidney-colic  and,  398 
stricture*  of,  398 
traumatisms  of,  398 
Urethra,  affections  of,  286 
anterior,  hiematuria  fi*om,  427 

lavage  of,  66 
calibre  of,  173 
chancre  of,  508 
deep,  ha?maturia  from,  427 
English  sc»ale  for,  186 
exploration  of,  185 
female,  gonorrhtea  of,  149 

treatment  of,  167 
follicles  of,  abscess  of,  138 
foreign  Ixxlies  in,  2S0 
synij)toins  of,  2^7 
French  scale  for,  is.") 
instrumental  oxj)lonitions  of,  1S5 
invasion  <»f  whole,  47 
j)rostatic,  inflannnation  of,  2SS 
stricture  of,  172 

of  anterior,  treatment  of,  205 
causes  of,  174 


Urethra,  stricture  of,  complications  of,  182 
congenital,  174 
c;iust»s  of,  174 
ti-eatmenl  of,  175 
coui"se  of,  179 
development  of,  179 
elect wlysLs  in,  217 
in  female,  228 
diagnosis  of,  22S 
treatment  of,  228 
gonorrh<eal,  pathology  of,  176 
inflammatory*,  184 
instrumental  examination,  190,  193 
methods  of  examination,  191 
operatitm  of  divnlsion  in,  217 
rapid  dilatntion  for,  209 
retenticm  of  urine  in,  219 

aspiration  for,  220 
rupture  of,  by  oj>eration,  217 
seat  of,  173 
spasmodic,  185 
symptonLS  of,  179 
traumatic,  175 

treatment  of,  175 
varieties  of,  184 
Urethral  calculi,  286 
diagnosis  of,  286 
treatment  of,  286 
catheterization,  197 
fever,  225 
acute,  226 
causes  of,  226 
forms  of,  226 
trealment  of,  227 
glands,  Skene's,  inflammation  of,  159 
instrumentation,  shock  from,  227 
meter,  190 
oi>eralions,  epididynio-orchitis  from,  347 

treatment  of,  34S 
])rostatotoiny,  319 
sounds,  180 
I'rethix'ctomy,  219 
Urethritis,  bulbous,  cbi*onic,  73 
catarrhal,  in  boys,  oil 
course  of,  o.H 
symptoms  of,  ").S 
treatment  of,  ol 
chronic,  endoscoju'  in,  89 
follicular,  SS 
infectiou>ncss  of,  92 
pathology  of,  77 
m  j)cn(Iulous  urctlii-a.  87 
at  penoscrotal  an^lc,  87 
prostatitis  and.  To 
symptoms  ot',  7(> 
external,  l.'W 
follicular,  chronic,  74 
gonorrlio'al,  in  l)oys,  o-t 
complications  ot",  o| 
etioloiry  of,  '>  1 
syni]>toni>  nf,  .'►! 
trratnient  ot'.  '>4 
mcnibranons.  o.', 

trcntuienl  ot",  ")•' 
j>o>tt'rior,  a<'iitt',  :ill)Uiuiriiii  i.i  in,  '^"2 
(liau'xM^  of,  ''>•"> 
ilunition  ot",  "»- 
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Urethritis,  posterior,  acute,  incontinence  in, 
50 
prognosis  of,  53 
treatment  of,  68 
chronic,  88 
secretion  of,  52 
Urethrocystitis,  102 
acute,  i03 
chronic,  104 
subacute,  104 
treatment  of,  104 
Urethrotome,  Civiale's,  191 
Mttisonneuve-Fliihrer's,  190 
Otis,  192 
Urethrotomy,  external,  212 
without  guide,  215,  217 
internal,  209 

with  a  guide,  212 
Urinary    anections    and    hypertrophy    of 
prostate,  313 
fever,  225 
infection,  225 
causes  of,  225 
fonns  of,  225 
symptoms  of,  226 
treatment  of,  227 
Urine,   changes    in,  and    hypertrophy   of 
prostate,  314 
examination  of,  in  gonorrhoea,  45 
extravasation  of,  222 
symptoms  of,  223 
treatment  of,  224 
incontinence  of,  430 
in  children,  431 
treatment  of,  431 
residual,    and    hypertrophy   of  prostate, 

311 
retention  of,  and  hypertrophy  of  prostate, 
343,  322 
treatment  of,  322 
from  stricture,  219 
{Ui]uniti(m  for,  220 
separator,  Cathelin's,  403 
Uterine  cavitv,  gonorrhoea  of,  treatment  of, 

169 
Uteroplacental  circulation   and   here<litary 

syphilis  706 
Uterus,  gonorrhfpu  of,  151 
syphilis  of,  i\'h\ 
syphilitic  ulcerative  hypertrophy  of,  652 

VACriXATlOX  and  syphilis,  497 
V       Vagina,  chancre  of,  516 
chancroids  of,  445 
gonorrhoea  of,  155 

tiH?atnuMit  of,  168 
syphilis  of,  516 
Vaginitis,  156 
gonorrli'ial,  155 

treatment  of,  168 
simplf.  in  young  girls,  157 
Varicocele,  362 

ahlntioii  of  scrotum  for,  367 

diagrn«>sis  of,  'M'A 

elect rotherrnic  anffiotriln?  in,  366 

etiolotry  of,  :^S'2 

suhcutaneous  ligation  in,  366 


Varicocele,  suprapubic  operation  of  Thorn- 
burgh  for,  3<)7 
symptoms  of,  3(i3 
treatment  of,  364 
varieties  of,  36ii 
Variolaform  syphilide,  655 

pn)gnot<is  of,  556 
Varix  of  i)enis,  260 
Vas  defei-ens,  inflammation  of,  114 
Vasectomy  and  hy[)ertrophy  of  proetatCi  321 
Vegetating  tubercular  syphilide,  611 
Vegetations,  corneous,  255 
diagnosis  of,  256 
of  j)enis,  254 

soft,  253 
in  pregnant  women,  255 
prognosis  of,  256 
treatment  of,  256 
Vein,  umbilical,  hereditary  syphilis  of,  722 
Venereal  warts,  253 

Verumontanum,  chronic  inflammation  of, 
288 
prognosis  of,  290 
symptoms  of,  289 
treatment  of,  291 
Vesical  calculi,  376 
diagnosis  of,  379 
symptoms  of,  378 
tl-eatmenl  of,  380 
by  litholaiMixy,  381 
by  lithotomy,* hiteral,  384 
median,  3H5 
perineal,  384 
supnipui)ic,  385 
by  lithotrity,  380 
tumors,  386 

diagnosis  of,  388 
symptoms  of  IW7 
treatment  of,  388 
Vesicuhir  syphilide,  hereditary,  676 
Vessels,  syphilitic  degeneration  of,  658 

gjingrene  from,  659 
Vest ihulo vaginal   glands,  inflammation   of, 

UK) 
V indent  hul)oes,  447 
.  Vcndcker  and  Joseph  on  diagnosis  of  kid- 
ney condition  without  catheterization  of 
!       ureters,  400 

I  Volkmann's  o|)eration  for  hydrocele,  337 
V.  Bei-gmann's  operation  for  hydrocele,  337 
V.  Wald,  new  stain  in  chronic  gonorrhoea, 

Vulva,  condylomata  lata  of,  571 
tresitmenl  of,  571 
gonorrh<i»a  of,  15S 
Vulva,  i:oiiorrha*a  of,  treatment  of,  167 

vegetali<ms  of,  and  pregnancy,  257 
Vulvitis,  simple,  l(i3 
Vulvovaginitis  in  young  girls,  166 
treatment  of,  170 

IVAKTS,  venemil,  2r).3 
}}       Wheel h« Mise's  oiHfrat ion  for  stricture 
of  the  urethra,  215 
staff,  215 
Whooping-i'oUL'h,  epididym<»-orchitis  from. 


